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ABSTRACT

The Health Intervention and Technology Assessment Program (HITAP) was established in 2007.
This article highlights 15 lessons from over 15 years of experience, noting five achievements about
what HITAP has done well, five areas that it is currently working on, and five aims for work in the
future. HITAP built capacity for HTA and linked research to policy and practice in Thailand. With
collaborators from academic and policy spheres, HITAP has mobilized regional and global support,
and developed global public goods to enhance the field of HTA. HITAP's semi-autonomous
structure has facilitated these changes, though they have not been without their challenges.
HITAP aims to continue its work on HTA for public health interventions and disinvestments,
effectively engaging with stakeholders and strategically managing its human resources. Moving
forward, HITAP will develop and update global public goods on HTA, work on emerging topics
such as early HTA, address issues in digital health, real-world evidence and equity, support HTA
development globally, particularly in low-income settings, and seek to engage more effectively
with the public. HITAP seeks to learn from its experience and invest in the areas identified so that it
can grow sustainably. Its journey may be relevant to other countries and institutions that are
interested in developing HTA programs.
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Introduction

Thailand’s Universal Coverage Scheme was introduced in
2002 to provide financial protection to 47 million of the
70 million people who were not eligible for coverage under
the existing public health insurance schemes. At the time,
the Civil Servant Medical Benefit Scheme covered approxi-
mately four million government and state enterprise
employees and their dependents, and the social security
scheme covered ten million private sector employees. In
the same year, the National Institute for Health and Care
Excellence (NICE) in the UK celebrated its third anniver-
sary. At the time, no one in Thailand could have imagined
that the country would shortly have a NICE-like “cost-
effectiveness watchdog,” partly because health economics
was a relatively new discipline in Thailand, and partly
because there was no prior experience of using economic
evidence in health resource allocation.

In 2006, the lead author of this paper returned from his
postgraduate studies in the UK where he had explored the
feasibility of using health economic evaluation for the

reimbursement of health care services in Thailand.! The
Health Intervention and Technology Assessment Program
(HITAP) was established the following year to conduct
policy relevant research with a seed grant of one million
USD from the Thai Health Promotion Foundation.” Since
then, the organization has expanded from 12 to almost 80
full-time staff, with an annual budget of approximately
three million USD. HITAP has since been recognized as
a leading Health Technology Assessment (HTA) agency in
a low- and middle-income country (LMIC), and other
countries have observed and studied its journey.” HITAP
has also supported HTA development in more than 20
LMICs, and was one of the founding members of the
International Decision Support Initiative (iDSI).*

This article summarizes HITAP’s strengths and areas
for improvement and discusses the future of HITAP,
which may be relevant to HT A agencies in other LMICs.
The article details HITAP’s journey as it engages with
stakeholders to set the agenda for policy making in
health. The article serves as a critical self-examination
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from the collective and direct experiences of its found-
ing member, current executives, and also incorporates
the viewpoints of global experts in health economics
and health systems research, who were closely involved
in HITAP’s inception and development.

Five Things that HITAP Did Well

Building HTA Capacity by Training Analysts and
Empowering Stakeholders

Capacity building for HTA has been recognized inter-
nationally as one of the most important and challenging
tasks when developing an HTA institution.>® Because of
the intrinsic multi-disciplinary and multi-professional
nature of HTA, agencies need to hire and train talent
from diverse academic and professional fields. Since
HTA is a relatively new educational and research field
in LMICs, capacity building can be seen as a challenge.
Due to intermittent funding, HTA positions are often
temporary (e.g., consultants, interns, and contract
workers), and there is uncertainty around promotion
prospects and long-term positions. Moreover, there are
few agencies dedicated to HTA in LMICs so young
researchers may be reluctant to specialize in a field
that could limit their job opportunities as opposed to
growing health research disciplines such as epidemiol-
ogy, health financing, and clinical research.

HITAP’s approach has been to recruit new graduates
from varied educational backgrounds; it has been most
successful in recruiting pharmacists due to the excess
supply of pharmacists in Thailand, compared to other
professions such as medicine, dentistry, and nursing.”
Currently, HITAP employs over 80 staff members—and
since its inception has employed 400 staff members.
Almost all members of staff, excluding the founder
and current Program Leader, required HTA training
upon joining. In addition to Thai staff members,
HITAP employs about ten international staff, and
when including alumni of HITAP, just under 30 inter-
national staff have worked at HITAP since its
inception.7

There is now more formal training in HTA principles
and health economic evaluation in Thailand. For exam-
ple, pharmacoeconomics has been introduced in under-
graduate and postgraduate pharmacy curricula.
Additionally, the Thai Royal College of Surgeons has
added HTA to basic academic training for surgeons in
2022, with contributions from HITAP. Although on-the
-job training is at the heart of its capacity building
activities, HITAP has created opportunities for formal
training through scholarships for master’s and doctoral
study within and outside of Thailand (Table 1), which

Table 1. Number of staff who were awarded scholarships by or
through HITAP.

Year of award

2007
2008
2009
2011
2012
2013
2014
2016
2017
2019
2022
Total 19

One staff member received a scholarship for a master's and subsequently,
a PhD program; hence, number of scholars is 18 while the number of
scholarships provided is 19

No. of scholarships awarded

—_
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N

have grown from zero at the time of HITAP’s establish-
ment to more than ten today. Before the establishment
of these programs, HITAP sent staff to train in the UK
and the Netherlands.

HITAP has further developed a conducive working
environment, with opportunities to work in other coun-
tries, publish work in academic journals (Table 2), and
participate in policy discussions and technical forums.
HITAP has also recruited international staff, who add to
the diversity of skills and experiences and help to estab-
lish HITAP as an international center of excellence.

In addition to researchers and educators, HITAP has
sought to empower key stakeholders in the HTA pro-
cess, including health decision makers, health profes-
sionals, civil society, patient groups, manufacturers, and
the public. Capacity building for these groups can take
a variety of forms, including technical assistance, in-
depth consultations, virtual and in-person training ses-
sions, online learning options, guidance materials in the
form of knowledge products, skills-based courses,
coaching, and mentoring.

Table 2. Number of publications in international and domestic
peer-reviewed journals.

Year International Domestic
2007 6 1
2008 1 12
2009 1 4
2010 9 5
2011 8 8
2012 17 6
2013 10 1
2014 14 1
2015 18 8
2016 22 4
2017 12 3
2018 1 7
2019 10 5
2020 20 6
2021 24 0
2022 22 0
Total 225 81




In accordance with the national HTA process guide-
lines, two stakeholder meetings are held during each
HTA study conducted by HITAP. The aim of the first
meeting is to get agreement among all relevant stake-
holders about the scope, policy, research questions,
methodological approach, data sources, and timeline.
The aim of the second is to verify and validate prelimin-
ary results and fine-tune policy recommendations to
ensure their validity, relevance, and ability to be
implemented.

HITAP has also provided training to mid-to-high
level officials from the Ministry of Public Health over
the past ten years. Over one thousand people at the
deputy director level of tertiary hospitals have now
been trained in HTA. This effort has increased aware-
ness and understanding of HTA. Furthermore,
HITAP has invested heavily in developing and dis-
seminating communication materials (e.g., policy
briefs for decision makers and infographics for the
public). In designing and implementing all capacity
building and knowledge translation activities, HITAP
considers the type of audience and the information
needed.

More generally, HITAP staff contribute to a range of
training programs in Thailand and internationally to
increase awareness on HTA among a range of
stakeholders.

Linking HTA Research to Policy, Practice, and
Pricing

The establishment of HITAP built upon previous
attempts to institutionalize HTA in Thailand.® Given
the challenge of linking research to policy, the inclusion
of stakeholders at the start of topic selection, evidence
generation, and funding recommendations was identi-
fied as a key strategy to ensure HTA aligned with coun-
try priorities.

In the early days, when there was no formal mechan-
ism linking HTA research to policy, HITAP and its
partners conducted an annual topic nomination and
prioritization process by inviting health care payers,
national health program managers, medical associa-
tions, academia, and civil society to submit topics for
HTA.”’ Offering good quality evidence without incur-
ring the cost of research served to incentivize collabora-
tion for those who nominated ideas. This collaboration
was possible thanks to the seed grant that HITAP
received from the Thai Health Promotion Foundation
during its first six years. Moreover, those who nomi-
nated and prioritized topics were able to participate as
researchers in the HTA studies with HITAP, thus gain-
ing professional experience.

HEALTH SYSTEMS & REFORM e 3

More than half the prioritized topics were related to
medicines and vaccines. Nominators hoped for their
inclusion in the National List of Essential Medicines
(NLEM), which serves as the national reimbursement
list for all three public health insurers, emphasizing
value-for-money.'’ The NLEM was established in 1979
and the first edition was published in 1981. In 2008, the
Health Economics Working Group was established as
part of the NLEM process to support and perform
quality assurance for all HTA studies conducted to
inform the NLEM."' The NLEM is a list of medications
and other substances that are essential to the prevention
and control of health conditions in Thailand. The med-
ications included in this list are reimbursed by all three
public health insurance schemes, which collectively
cover the entire population. In addition to health and
safety, one category comprising high-cost medicines is
also reviewed for cost-effectiveness and budget impact.
HITAP was involved in the development of the NLEM,
which proved to be an effective collaboration as it was
the first time that HTA, especially economic evaluation
and budget impact analysis, was an important input in
considering the inclusion of high-cost medicines and
vaccines in the NLEM, a practice that has since been
integrated into the manual for the development of the
NLEM."

In terms of national policy impact, HTAs have suc-
cessfully supported price negotiations of medicines for
inclusion in the NLEM.'>'? The use of HTAs goes
beyond consideration of the existing price of a product
in the local market. Manufacturers and marketers of
medicines under HTA consideration may submit price
quotations that reflect the economies of scale that would
follow if the product was deemed to be reimbursable.
Additionally, if an HTA shows that the incremental
cost-effectiveness ratio exceeds a certain threshold
(approximately 160,000 Thai baht (THB) per Quality-
Adjusted Life-Year (QALY) gained), then price negotia-
tions would ensue to reach a price acceptable to all
parties. HITAP is currently undertaking a study to
assess the impact of changing the threshold on manu-
facturer behavior given that Thailand had increased its
threshold—first from 100,000 THB/QALY to 120,000
THB/QALY in 2010, and then again to 160,000 THB/
QALY in 2013." Initial study findings suggest that even
though the threshold was increased, the price of medi-
cines has not increased, indicating that manufacturers
respond reasonably in terms of pricing. Thus, the Thai
HTA process has led to price interventions aimed at
ensuring the affordability of essential medicines and
access under public health insurance schemes."*

Since 2009, HTA has been used to inform the devel-
opment of the non-pharmaceutical health benefits
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package under the Thai universal coverage benefit pack-
age (UCBP).!” Unlike the NLEM, a broader set of sta-
keholders, including members of the public, were
invited to nominate health problems or interventions
to be part of the development of the UCBP. The UCBP
was supported by a partnership between HITAP and the
International Health Policy Program (IHPP), a semi-
autonomous entity which focuses on broader health
systems issues such as human resources, health finan-
cing, and burden of disease, among others. This
approach to topic nomination has been widely praised
by national and international players as a good example
of a participatory and evidence-informed policy process.
By supporting the decision-making process through
price negotiations and strategic purchasing for interven-
tions, the HTA processes have saved the Thai govern-
ment upwards of 188 million USD."®

Being embedded in the health system, having an
arms-length relationship with policy makers, develop-
ing institutional capacity in the policy development
process for medicines and vaccines as well as having
champions, have all been beneficial in facilitating this
linkage. Importantly, HITAP has always sought to con-
duct policy-relevant research, engaging stakeholders
during the process.

Mobilizing Global and Regional Support for HTA

HTA is regarded by some as a luxury in LMICs.” Hiring
international health economists to carry out HTA
research is expensive, so only high-income countries
are able to afford HTAs. On reducing disease burden,
Wikler has argued that prioritization is more important
in LMICs as it can increase the availability of
resources.'” There remains a misconception among
some practitioners that HTA is less relevant in countries
where there are limited resources, whereas the truth is
that such settings have more to gain from reducing any
misallocation of resources.’

Viewing HTA as a luxury did not help in promoting
its use to inform policy in Thailand. Through HITAP’s
capacity building work in Bhutan, Myanmar, and the
Philippines, it learned that global recognition and sup-
port were vital to the success of HTA in any country.
With support from a HITAP board member who was
a senior official at the Thai Ministry of Public Health
(MoPH), HITAP was able to work with several World
Health Organization (WHO) Member States to deliver
the 67 World Health Assembly’s resolution on Health
Intervention and Technology Assessment in support of
Universal Health Coverage (UHC)."® Two years before
this resolution, HITAP was part of the Thai delegation
that attended the Executive Board and the World Health

Assembly to draft the resolution and help convince
colleagues to adopt it. The resolution urged WHO
Member States to consider establishing national systems
of health intervention and technology assessment and
link them with health technology regulation and man-
agement. The resolution also requested WHO to inte-
grate HTA concepts and principles into the relevant
strategies and areas of work and to provide technical
support to Member States, especially LMICs, to
strengthen HTA capacity.

This effort had a significant impact on HITAP and
the HTA community as WHO became an HTA advo-
cate and conducted two global surveys on HTA in 2015
and 2021."”° WHO regional and country offices have
provided support for HTA activities in Asia, Africa, and
Latin America.?'*® Since then, HTA has been viewed as
an integral part of the UHC movement.>* There is now
an increased level of awareness of HTA, thus helping to
ensure that explicit policy objectives and targets are
impactful.

Two other significant contributors to the develop-
ment of HTA in LMICs are iDSI and HTAsiaLink.
iDSI is a global network to support HTA, funded by
the Bill and Melinda Gates Foundation, the
Rockefeller Foundation, and the UK’s Foreign and
Commonwealth Development Office. HT AsiaLink is
a regional network of HTA agencies from across the
Asjia—Pacific region, wherein each organization
brings its own resources for network activities.
HITAP was a co-founder of both iDSI and
HTAsiaLink.>>"*” iDSI seeks to provide on-the-job
training for researchers in LMICs to be able to make
evidence-informed resource allocation decisions for
health. HT AsiaLink provides a platform for knowl-
edge sharing on the use of HTA for the development
of health benefit packages and HTA institutionaliza-
tion among HTA agencies, and builds technical and
institutional capacity for HTA in the region. The flag-
ship activity of HTAsiaLink is an annual conference
which serves as a platform to engage on topics rele-
vant to HTA and offers junior researchers an oppor-
tunity to present their work at an international
conference and receive feedback from experts.

Producing Global Public Goods

Global public goods are goods and services which are
available to all.”® The quality of publicness is especially
true of knowledge products, such as understanding the
best ways to create HT A agencies, publishing systematic
reviews, or identifying the most suitable methodologies
for conducting HTAs. COVID-19 has increased the
demand for global public goods in health.



Since its inception, HITAP has been committed to
making all its work publicly accessible, allowing it to
scale-up its efforts to institutionalize HTA. This has
been achieved through open access publication of
research proposals, meeting minutes, HTA reports,
and academic publications, as well as making HTA
tools and materials available online.”® As part of iDSI,
HITAP has produced a handful of public goods in
English, including contributing to a well-known hand-
book for designing health benefits packages for UHC,
“What’s In, What's Out” and developing the Guide to
Economic Analysis and Research (GEAR) (https://www.
geardhealth.com).’®*' The GEAR online platform has
a repository of more than 40 national guidelines for
conducting HTA, and has become a source for research-
ers assessing these guidelines.”>>* HITAP has also pro-
duced knowledge products such as “Non-
communicable Disease Prevention Best Buys, Wasted
Buys and Contestable Buys” (https://www.buyitbestncd.
health), which was commissioned as part of the Prince
Mahidol Award Conference in 2019.%

Having Semi-Autonomous Status as a Research Unit
within The Ministry of Public Health

One of the first characteristics of a successful HTA
agency, identified by leaders from HTA agencies in
Asia, is independence.”’ Independence means that
there should be no political pressure influencing the
process and outcome of an HTA. This is not easily
achieved given that HTA guides public health invest-
ment, which produces winners and losers in the health
care market. It is, however, enhanced by exclusively
involving people of integrity and who have esteem in
HTA processes; and by having mechanisms for identify-
ing conflicts of interest and procedures for managing
any that arise. In this regard, HITAP does not accept
funding from the for-profit sector. In terms of govern-
ance, HITAP is overseen by an independent board
comprising eminent individuals in Thailand who are
independent of the government and not directly
involved in politics.

Another HTA agency within the Thai MoPH is the
Institute of Medical Research and Technology
Assessment (IMRTA) which aims to improve clinical
effectiveness and clinical practice in tertiary hospitals,
which may require investments in expensive medical
technology. HITAP, on the other hand, focuses on
increasing the prominence of economic evaluations to
inform coverage of health services. Both HTA agencies
would prefer to be independent, but this was not feasible
for IMRTA, which operates within existing bureaucratic
structures, since it relies solely on government funding
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and civil servant support. HITAP is considered semi-
autonomous, overseen by the MoPH but with
a substantial degree of autonomy. Although HITAP is
officially a research unit under IHPP, a separate founda-
tion was established to allow for more flexibility and
support the independent funding of HITAP. Through
its foundation, HITAP can receive funding from orga-
nizations other than the MoPH, including from other
government sources, international agencies, and not-for
-profit organizations. With regards to human resources,
HITAP can recruit and retain its staff under the founda-
tion and can even host civil servants to work at HITAP
on secondments through IHPP. HITAP maintains pol-
icy relevance by being part of the government set-up
and having strong links with the government, while its
status as a foundation protects its scientific integrity and
independence. The strengths in its funding and staffing,
and its independence of a semi-autonomous structure,
may have allowed for greater success as an HTA agency
compared to those with more restricted functioning.*
While HITAP’s semi-autonomous structure has
allowed it to operate successfully, being entirely auton-
omous would enable it to operate as an independent
organization, receiving a budget from the government
and not as a nonprofit foundation. It would also
improve risk management. While HITAP is unlikely to
face lawsuits (it supports rather than makes decisions),
if it did have the authority to make decisions, being
a public organization could help in getting the backing
and full support of the government system. In 2015,
HITAP’s leadership drafted a Royal Decree that would
have made HITAP an autonomous public organization
under the Public Organization Act, B.E. 2542.%7 1t
sought to make HITAP a distinct entity from the
MoPH, but with an institutional link to the government
apparatus that would have allowed HITAP to perform
HTA with a certain degree of autonomy. Currently,
there are 34 autonomous public organizations in
Thailand including the National Vaccine Institute in
the Thai MoPH. This initiative was, however, unsuc-
cessful because, after the change in government in 2014,
the Cabinet limited the creation of new public organiza-
tions and increased supervision of existing ones.
HITAP could have taken a more proactive
approach in becoming a public organization in
2010-11 when there was government support.
However, it did not pursue this course, given that
the current semi-autonomous status was seen to be
well-functioning and self-sustaining without relying
on annual government budget. This has continued to
be the case, even during the COVID-19 pandemic.
HITAP has shown that it is able to maintain this
semi-autonomous status along with relevant benefits
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(e.g., maintaining its independence and staying
engaged with policy makers) while also balancing the
limitations (e.g., uncertainty in financing of the orga-
nization). For example, HITAP has built relationships
with various funding agencies around the world to
support its organization; these relationships represent
one of the building blocks of a sustainable institution.
If another opportunity to apply for public organiza-
tion status were to open, this would be an option to
ponder and deliberate.

Five Things That HITAP Is Addressing
Evaluating Public Health Interventions

HITAP has produced only a few HTAs on public
health interventions during the past 15 years.
Examples include a cluster randomized trial, eco-
nomic evaluation alongside provider-initiated HIV
counseling, and testing in public health facilities in
Thailand. Other examples include an assessment of
the feasibility and accuracy of a refractive error
screening program conducted by school teachers in
pre-primary and primary schools in Thailand, and
a cluster randomized trial of a multi-component
short-break intervention to reduce sitting time and
increase physical activity among office workers in
Thailand.’®**® Each of these studies required
a substantial research grant and at least three years
to complete.

There has been limited activity in this sphere
despite a consistent demand from the MoPH, the
National Health Security Office (NHSO), and other
stakeholders to strengthen the formal evaluation of
public health interventions. The Thai government has
earmarked at least 10% of its budget for UHC for
disease prevention and health promotion, with the
intent of increasing this budget. However, for HTA
of non-pharmaceutical products, the topics for assess-
ment are determined through the involvement of mul-
tiple stakeholders. Given a somewhat more
challenging and longer process for evidence genera-
tion, some stakeholders have preferred to focus on
topics related to disease diagnosis and treatment rather
than public health interventions. Reasons may include
lack of knowledge about the availability and effective-
ness of these public health interventions and concerns
about transferability of results across settings.
Evidence to support the value for money of public
health interventions is less abundant than for disease
diagnosis and treatment, which represents another
opportunity for conducting HTAs of public health
interventions. To ensure more public health

intervention evaluations at the topic selection stage,
a quota for selecting public health interventions has
been created.

Conducting HTA Throughout the Lifecycle of Health
Technologies

The field of HTA is no longer just a snapshot assess-
ment, but rather a part of the health technology man-
agement system which considers technologies
throughout their lifecycle. In addition to supporting
the decision-making process for a new technology, an
ongoing assessment should be considered to reassess
whether that technology is cost-effective over time.

Another important area warranting attention is
low-value care (LVC), or patient care that provides
little net benefit in specific clinical scenarios. This
area has gained increasing interest among health care
stakeholders.*"**> A number of initiatives, such as
“Choosing Wisely,” have been developed in high-
income countries, though this does not mean that
this phenomenon occurs only in these settings.*>**
Waste in health investment can cost more lives in
resource-limited settings—a problem that is under-
appreciated in LMICs.*> Further, waste in the system
diverts funds from elsewhere, backing the argument
for systematic disinvestment criteria. Unfortunately,
HITAP has done disproportionately less work on
conducting reassessments and LVC compared to
HTA for new medical products and services. For
example, only a few studies have been conducted,
such as stopping screening for Diabetes Mellitus
(DM) for young populations in Indonesia and
Thailand and identifying potential areas of LVC in
Thailand such as overdiagnosis and overtreatment of
acute appendicitis which became evident through the
reduced number of cases during the COVID-19
pandemic.**™*®

Challenges in performing HTA for disinvestment
persist, such as a lack of interest and incentives for
stakeholders to nominate HTA topics for disinvestment
and political challenges in policy implementation. For
example, cetuximab was not found to be cost-effective
in Indonesia but was nonetheless being used for indica-
tions that were not on the Indonesian clinical
guidelines.*” A HTA study conducted by partners in
Indonesia supported its removal from the national for-
mulary with potential savings of nine million USD
per year, and resulted in the removal of the drug from
public health insurance coverage. However, due to resis-
tance from clinicians, this decision was reversed a year
later.®® In such situations, it may be helpful to utilize
tools for reassessments such as the Ontario reassessment



framework.”" These are areas that can be explored
further in the coming years.

Demonstrating HTA Impact

“You can’t improve what you don’t measure,” said Peter
Drucker. This applies to the field of HTA, whereby
understanding the mechanisms of the impact of HTA
agencies is increasingly requested.”> However, measur-
ing causality and the impact of HTA is not straightfor-
ward. The main reason for this difficulty is that there are
many differences between HTA agencies operating
within different systems and having different policy
mechanisms. These characteristics can make measuring
the impact of HTA in a standardized manner very
challenging.

Although HITAP has conducted some case studies
on the use of HTA in policy and clinical practice, very
little work has been done to assess the impact of HTA on
the health of patients and the general population.'®>*>*
Recent collaboration between HITAP and researchers
from Strathclyde Business School resulted in the devel-
opment of an evaluation framework to assess the impact
of HTA agencies, and a simulation model was used to
estimate the impact of HTA-informed decisions for
prioritization in Thailand.>™>” This development is
a crucial step for ensuring accountability of the HTA
system and encouraging other LMIC governments to
invest their scarce resources in an HTA agency.
Qualitative approaches, including narrative accounts,
may be helpful to assess the impact of HTA activity.
Maintaining a database of case studies in a standard
format may also assist with cataloging.”® The
International Network of Agencies for Health
Technology Assessment has developed a template for
reporting the impact of HTA reports which may also be
relevant.”® These are potential areas that HITAP could
work more on in the future.

Stakeholder Engagement with Patient and Youth
Representatives

While HITAP engages stakeholders, there have been
difficulties in identifying and effectively involving
patient groups, even though they can nominate and
select topics for developing the UCBP.® Participation
of patient groups is limited due to lack of knowledge of
technical terms, as well as the dominance of clinicians in
the field. In HITAP’s experience, there are only a few
technologies, such as treatments for hearing loss,
chronic kidney disease, and HIV where there are strong
patient groups. Moreover, there are only a handful of
spokespersons for civil society groups, potentially
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limiting the diversity of participating patient groups.
HITAP is addressing this issue by conducting work-
shops for the general public and patient groups, espe-
cially during the topic nomination process. One
important group to engage is youth. They are a key
constituency for the future of the health system, but
their involvement has not been managed in an inten-
tional or systematic manner. Increased engagement can
be achieved by capitalizing on networks with universi-
ties and enhancing communication through social
media.

Being More Strategic About Human Resource
Planning and Management

Although HITAP has been successful in building the
capacity of relevant HTA personnel for research, opera-
tional, knowledge management, communications, and
other aspects of HTA work, strategic planning and
managing human resources remain areas of
improvement.

During the past 15years, more than 90% of the
well-trained HTA professionals from HITAP have
left the organization. Some have taken jobs in indus-
try, international and developmental organizations,
and universities within and outside Thailand. Of the
14 staff who received scholarships from or through
HITAP to pursue master’s or doctoral degrees in or
before 2017, only four remain at HITAP. This hin-
ders progress as HITAP must constantly train young
and relatively inexperienced staff. More needs to be
done to retain staff and train them adequately to take
on the responsibilities of those who leave. This
experience highlights the importance of having
a succession plan in place at all levels of staff, includ-
ing leadership, to ensure continuity. Having a clear
succession plan is critical to building a sustainable
organization.

To address these concerns, HITAP maintains
a dynamic work environment and a relatively flat orga-
nizational structure that offers staff opportunities to
work on topical issues that have policy impact.
Compared to its earlier days, HITAP has offered more
long-term contracts to provide job security. It also offers
flexibility to hire specific expertise on a part-time basis,
though this is only a small proportion of staff. To
strengthen staff capacity, HITAP has provided training
and internal growth opportunities, and increased its
usage of performance management tools, offering man-
agement and leadership training, and rethinking func-
tions across teams. Other measures to retain staff may
need to be designed while ensuring that the values of
staff and those of HITAP remain aligned.
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While staff turnover may hinder internal capacity, it
does add to the pool of professionals in the global health
community. In the future, HITAP can =leverage its
alumni to enhance its network and recruitment.

Five Things That HITAP Will Initiate in the
Future

Developing and Updating Public Goods for HTA

Starting an HTA agency or conducting HTA can be
daunting, particularly in LMICs where resources are
scarce. When HITAP was formed in 2007, it needed to
address several methodological gaps in conducting HTA
and thus invested early on in building infrastructure for
HTA in Thailand. For example, one of the inputs
needed for economic evaluation research is a quality-
of-life measure; one of the most widely used measures is
the EQ-5D. However, it requires a population-wide
survey to define a tariff of population preferences,
which is context specific. In conducting its initial stu-
dies, HITAP used the tariff of the UK, and in parallel,
commissioned a study to develop a value set for
Thailand, investing in a longer-term strategy to develop
a local tariff. Cost data are another context-specific
parameter that needs to be collected. To reduce the
time researchers spent on collecting common or stan-
dard costs, HITAP and its partners developed
a standard costs list that is publicly available and used
to this day.®’ Additionally, HITAP published the meth-
ods guideline for HTA to foster a common understand-
ing of how to report economic evaluations in such as
a way that they can be considered by policy makers—
which was also endorsed in the Royal Gazette.” In
addition, HITAP maintained a database of HTA studies
so that researchers could access these easily.

The development of such public goods is not limited
to the initiation of an HTA agency. It is, on the contrary,
a continuous and ongoing process. Lessons from imple-
mentation can be addressed and emerging needs in the
field tackled early. Recently, HITAP has worked with 14
country partners to form the REAL World Data In Asia
for Health Technology Assessment in Reimbursement
working group, which published the first non-binding
guidance document to generate and use Real-World
Data (RWD) and Real-World Evidence (RWE).**"%°
The quality-of-life measure was developed and subse-
quently updated in Thailand and HITAP. In addition, to
ensure access to this global public good, HITAP, along
with partners, made a case to EuroQoL, who developed
and owns the EQ-5D instruments, to keep the use of the
instruments free for noncommercial use.®**® HITAP
also contributed to a study to develop and test

a preference-based measure for the Asian region,
which offers a more context-specific instrument for
researchers.®” Furthermore, HITAP is also developing
a reference case for precision medicine together with
partners in Singapore, and is creating a guideline to
develop HTA methods and process guidelines in
a joint partnership between HTAsiaLink, Health
Technology Assessment International, and the
Professional Society for Health Economics and
Outcomes Research.

Exploring and Expanding the Frontiers of HTA

The frontiers of HTA are expanding into new areas,
such as early HTA, digital health, and data science.
First, HITAP realized that it was a waste of time and
money for technology developers to innovate and create
new technologies, only for them to be rejected at the
reimbursement stage during the HTA process. HTA
agencies like HITAP can do more than a passive evalua-
tion if they are aware of technology characteristics and
profiles that can make new technologies more impactful
and offer better value for money. To this end, HITAP
offers early HTA training to technology developers and
is requesting funding from the Thailand Science
Research and Innovation (TSRI) agency for a sandbox
project on early HTA. This project will allow HITAP
researchers with specialization in early HTA to work
with health technology innovators to conduct HTA at
a very early stage in order to set up target product
profiles and inform clinical studies, with the hope that
this effort will reduce risk and the cost of developing
health technologies.®®

Second, digital health technologies represent
a range of interventions that offer innovative options
to strengthen health systems.®” HITAP has conducted
a study on the use of a smoking cessation application
and recently, in collaboration with partners, assessed
the effectiveness of a conversational Artificial
Intelligence (AI) service or, a chatbot, to increase
confidence in COVID-19 vaccines.”®”® The COVID-
19 pandemic has transformed the landscape of the
health system, with telehealth being one of the ways
of extending care to patients.”' HITAP is the co-
Secretariat for the WHO Country Cooperation
Strategy, focusing on digital health, exploring topics
on open data and telehealth. This includes potentially
supporting the design of the monitoring and evalua-
tion framework of the Thai government’s plan to
implement a national telehealth program. The digital
world has transformed the health sector; HTA must
adapt to ensure its relevance and utility—and HITAP
has already joined this movement.



Another exploratory focus area at HITAP is RWD
and RWE. With the emergence of administrative and
other sources of data, there is an opportunity to use data
more strategically for decision-making in health.
A regional collaboration for providing guidance on the
use of RWD and RWE for HTA in Asia has been devel-
oped, and HITAP is exploring ways to strengthen its
capacity to conduct analysis in this area, including to
support policy-making processes and supply model
parameters in traditional economic evaluations.®*”?
Currently, HITAP is working with data custodians
such as NHSO, to explore how to use existing adminis-
trative data to answer policy relevant questions through
research with rigorous methods.

HITAP is learning about practices in other countries
in all three emerging areas and is building partnerships
with other organizations working in the relevant fields.

Balancing Efficiency and Equity in Health

“Leave no one behind” is one of the key principles of the
global UHC movement. This can be achieved through
equitable access to health care.””> The issues of equity
and ethics are usually raised in criticism of health
resource allocation in Thailand and elsewhere.
Standard cost-effectiveness analysis (CEA) methods in
health do not explicitly incorporate equity considera-
tions, and recently, methods have emerged to address
this issue, such as distributional cost-effectiveness ana-
lysis (DCEA).”* The overall goal of DCEA aligns with
CEA in that these methods aim to provide evidence to
support the decision-making process, but not to make
decisions for policy makers. Information from DCEAs
can be used to support several types of decisions, such as
designing health benefit packages, purchasing certain
health interventions, investing in health care infrastruc-
ture, or supporting public health initiatives that enhance
both equity and efficiency. Using Hepatitis C as a case
study, HITAP will explore how equity considerations
can be formally analyzed and incorporated into deci-
sion-making given that the disease affects the general
population, as well as vulnerable groups such as intra-
venous drug users and those living with HIV. This study
can equip decision makers with the tools to improve
health equity as well as comprehend the implications of
prioritizing health programs based solely on efficiency
gains. HITAP may consider convening a stakeholder
meeting to brainstorm the types of inequalities that
should be considered in Thailand. These include socio-
economic status, disease areas, or geographical loca-
tions, and how they might be measured. Proper mea-
surement and reporting can support the movement
toward policy change.
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Supporting HTA Capacity Building in Low-And-
Middle-Income Countries

Whilst high-income and upper middle-income coun-
tries may have led the way in HTA development, low-
and lower middle-income settings are increasingly
interested in and are using HTA to support health care
decision-making. Countries in the latter group poten-
tially have the most to gain from the use of HTA, as the
health opportunity cost from misallocating resources in
these countries is much higher.

HITAP’s initial focus was on Asia, given the geo-
graphic proximity for engagement and contextual famil-
iarity. However, its scope has expanded over time as
demand for HTA has grown in other parts of the world,
including sub-Saharan Africa. HITAP collaborated with
Kenya as part of a Memorandum of Understanding
(MoU) between the two ministries of health; and also
with Ghana, where HITAP co-hosted a virtual work-
shop on vaccinology with partners (London School of
Hygiene and Topical Medicine, National University of
Singapore, and the Access and Delivery Partnership);
hosted a study visit to Thailand; conducted a topic
prioritization workshop; and initiated support on an
HTA study. HITAP has also worked with partners in
Senegal to share experiences on HTA development and
has provided trainings to conduct a HTA study.
Furthermore, HITAP is engaging with the Africa
Centres for Disease Control and Prevention (CDC),
which is spearheading a regional program on HTA
development. Members from Africa CDC have also
joined the HTAsiaLink conference in 2023 to share
experiences. HITAP has developed regional and global
public goods and plans to develop more avenues for
training and capacity building on HTA that are relevant
to resource-poor settings in South Asia and Africa. In
future, HITAP will also engage with other country part-
ners through official channels, such as the Association
of Southeast Asian Nations, where building capacity for
HTA has been identified as a priority.’

Educating the Public

Our recent survey on reasons for avoiding the use of HTA
reveals that there are misconceptions about HTA, even
among respondents in settings with well-established HTA
systems.” For example, there were concerns that HTA is
only a means of cost control or cost-cutting. There were
also concerns that HTA is not relevant for countries with
limited budgets and that it pays insufficient attention to
equity. Moreover, some respondents suggested that HTA
places a “price on life,” revealing that ideological resistance
to HTA remains common across settings. Opportunity
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costs are a fundamental reality of decision-making when
resources are limited. As health care budgets are con-
strained worldwide, it is incumbent for stakeholders to
put pressure on policy makers to make evidence-
informed decisions. HITAP may consider organizing
a brainstorming session with the public to elicit inputs on
how best to navigate this. Collaborations with groups such
as the National Health Commission Office, which orga-
nizes the National Health Assembly in Thailand, may also
be considered, as well as working with other national
partners such as NHSO, Thai Health Promotion
Foundation, and TSRI.

Communicating the importance of HTA and concepts
such as opportunity costs will be critical in demonstrating
that HTA is not only a technical exercise, but also
a transparent and inclusive process that can accommodate
the values and principles that stakeholders affected by
priority-setting decisions hold dear. Social media is
a powerful tool for expanding the reach of HTA among
the public, and HITAP has increased its presence on dif-
ferent social media channels in recent years and will con-
tinue to do so.

Conclusion

The past 15 years have been an exciting journey with many
lessons—from contributing to policy relevant research to
building domestic capacity for HTA and forging partner-
ships with countries to improve population health. All of
these efforts are in pursuit of achieving UHC. As an HTA
agency which uses evidence to inform policy, it is impor-
tant for HITAP to review what went well, understand and
learn from the past, and identify the skills, knowledge,
resources, and tools that will enable it to progress. We
hope that these lessons are useful to others embarking on
a similar journey so they can be better informed of the
challenges in applying HTA to policy making. HITAP is
here today because of the continued support of both exist-
ing and new partners. The end goal for HITAP will be to
work toward better evidence and better decisions for
a healthier society for all; strengthening institutional capa-
cities for sustainable growth in health will be one of the key
focus areas. We look forward to continuing our contribu-
tions to society and to learning from everyone, as we have
done over the past 15 years.

HTA agencies still need to learn and improve, as they do
not work alone, but operate in a dynamic policy environ-
ment. Being evaluators, they too must engage in self-
evaluation and reflection. Institutionalizing HTA in
LMIC:s is not easy; and this article provides insights into
the non-technical issues and institutionalization activities.
We encourage other HTA agencies to share their own

lessons so that we may all benefit from each other’s
experiences.
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