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Abstract

Introduction: Patient involvement in Health Technology Assessment (HTA) is nascent
globally especially in Asia. The aim was to assess patient awareness, involvement and
learning needs of HTA, particularly in Asia and to provide insights for future HTA
training.
Methods: From 25 October 2021 to 29 July 2022, an anonymous online survey
questionnaire was sent to patients, caregivers and patient advocates in 33 countries
worldwide to assess three aspects of HTA, namely Patient Awareness, Patient
Involvement and Patient Learning Needs.
Results: The survey was completed by 170 patients and caregivers, 74.7% (127 of 170)
from Asian region and 25.3% (43 of 170) from Non-Asian region. Globally, patient
awareness was low with 52.3% (89 of 170) rated "1 — Not familiar at all/I don’t know” in
“Health Technology Assessment (HTA)” variable. Patient involvement was extremely
low as well, with only 14.1% having participated in the HTA process, and 9.3%
participated in the training.

In the Asian group, patient awareness was significantly lower than the Non-
Asian group in most aspects of HTA. Patient involvement was relatively low in Asian
group. The Asian group were significantly less likely to participate in HTA discussion

(p=0.021) and less willing to attend the HTA courses (p=0.040) than the Non-Asian
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group. There was a strong patient learning need in Asia. For those participants who had
not attended HTA training, a majority of 64.4% (76 of 118) of the Asian group was
willing to participate, while a high 85.7% (24 of 28) of the Non-Asian group was willing
to participate. While the mean patient awareness score and participation in HTA
discussion of the Asian group was significantly lower than the Non-Asian high-income
group, the Asian group did not differ significantly from the Non-Asian low-and middle-
income group in both aspects.

The most preferred learning topic in both Asian group and Non-Asian group was “What
are medical devices and diagnostics, and how are they relevant to patients and
caregivers?”. The Asian group preferred short duration video learning modes while the
Non-Asian group preferred written materials.

Conclusion: Patient awareness and involvement in HTA were low globally and even
lower in Asian than Non-Asian high-income regions. The HTA situation in Asia was
similar to that of Non-Asian low- and middle-income countries. There was a strong
patient learning need for HTA globally. Short duration video learning mode was

preferred in Asia.
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1. Introduction

Health Technology Assessment (HTA) is a multidisciplinary process that uses
explicit methods to determine the value of a health technology at different points in
its lifecycle '. It typically involves a critical review of the evidence related to the
clinical effectiveness of a health technology and to the optimal standard of care. It
may also involve an assessment of economic efficiency as well as social and ethical
implications in the local health care system®. The HTA provides advice on whether a
health technology should be adopted and, if so, how it should be used most
effectively, and which patients are most likely to benefit from it. The purpose is to
inform decision-making in order to promote an equitable, efficient, and high-quality
health system '. Typically, HTA remains focused on identifying quantitative
evidence of clinical and cost effectiveness, but there is an increasing interest in
understanding patient experience and preferences’. This presents an opportunity for
patients and caregivers to make their voices heard®”.

Patients” input is becoming a standard requirement for some HTA
evaluations®”. These include: the National Institute for Health and Care Excellence
(NICE) in England", the Scottish Medicines Consortium in Scotland", the
Department of Health and Ageing in Australia'?, and the Canadian Agency for
Drugs and Technologies in Health (CADTH)". Patients may have problems in their

daily lives, such as fear of side effects or having difficulty taking their medicine,



which can lead to poor compliance or even discontinuation of treatment'*".
However, from the perspective of health professionals, these problems may not be
clinically or economically relevant. Therefore, making patient's voice heard in the
HTA process is needed. An HTA survey conducted by European Patients Forum
(EPF) in Europe in 2010 concluded that patient involvement can help HTA agencies
and decision-makers better understand the real-life impact of technology, as well as
the quality-of-life implications, so that decisions can be made to meet patients'
needs". The scope of patient involvement in the survey was intended to comprise
three types of involvement: patient organizations through their representatives, lay
patients, informal carers (relatives and friends).

Many authors have also argued the importance of the patient voice in the
HTA process. Patient involvement can improve the quality, relevance, and value of
HTA ", promote transparency and fairness in the process °, and help more
accurately assess the value of health technologies™. It can also bring an
understanding of the broader implications of using a health technology *'. As the
direct beneficiaries of health technology, patients are closely linked to the interests of
HTA, and therefore involving patients in the HTA process increases the acceptance
of HTA and the feasibility of the resulting healthcare decisions.". Besides, given the
governmental requirement for patient-centered health care and informed patient
choice, patients should undoubtedly be included in the "multidisciplinary" HTA

process for political legitimacy'®*.



Patients are essential stakeholders in health technology assessment, but their
involvement is quite limited °. An observational study was conducted in New
Zealand, South Korea, and Taiwan in September 2020. Findings suggested less than
half of the participants had knowledge or experience with HTA *. The EPF also
painted an extremely pessimistic picture in its report on the survey of patient
involvement in HTA in Europe, indicating that patient involvement has had little or
no impact on decision making regarding health technologies'. In addition to
financial resource constraints, the main challenge of HTA is identified as a lack of
awareness and effective training and support > '”**. HTA is seen as a scientific
method, it has traditionally excluded patients' views because they were considered
anecdotal or biased”. Patients are either not involved at all or just marginally
involved in steps such as identification, filtering, and prioritization in HTA and
decision-making, which are the stages in which decisions are made regarding which
treatments to assess and what aspects to assess. Without this early involvement,
there is a significant danger that treatments made accessible do not meet the needs of
patients and that critical needs go unmet'**%.

In many countries, patient education in HTA has been placed on the political
agenda and is used as part of health promotion initiatives™. Patient education
includes what are known as "patient-oriented preventive efforts," which aim to
increase patients' competence and ability to care for themselves. It is designed to

involve patients in the management and treatment of their disease and its side effects
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and to encourage them to take responsibility for their own well-being®. A good
practice in this area such as CADTH's pan-Canadian Oncology Drug Review
(pCODR) Expert Review Committee program and the Canadian Cancer Action
Network (CAN) have co-developed a patient education and support program to
assist patient groups in developing submission materials. It includes a detailed guide
for completing templates, narrated slide presentations to describe the pCODR
process and provide guidance on collecting and summarizing patient input, a cancer

medicine pipeline, and a sponsored HTA Patient Engagement Navigator™ ",

Patient involvement in HTA is nascent globally especially in Asia ***®. In
many places, HTA relies only on professionals and the patient's voice is excluded
from the HTA process in that patients are seen as biased or anecdotal®. The
expectation of patients being able to be involved in HTA has increased along with
the demand for innovative and important medical treatments and services °, but
there are few practices on this *. A good case in point is in Taiwan, where patients
can report their views on an online platform, and the HTA agency then summarizes
these views and incorporates them into the HTA report. Additionally, patient
representatives are invited to participate in relevant HTA meetings™.

Global HTA development can be divided into three main categories based on
the level of HTA system construction and their impact on decision making: Rising

HTA, Advancing HTA and Mature HTA. The Rising HTA phase means that the

country is in the early stages of building HTA bodies, systems, and processes, and
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the impact of HTA on decision-making in healthcare remains unclear. Advancing
HTA phase means that the country has an established and evolving HTA system, but
a dedicate HTA agency may not yet be in place and HTA's impact on decision-
making in healthcare is limited. Mature HTA phase means that the country has well-
established HTA bodies, systems and processes, and the impact of HTA on decision-
making in healthcare is high’. Most Asian countries are in the phase of Rising HTA
and Advancing HTA, while European countries and some high-income countries in
the Americas and Oceania are in the phase of mature HTA***. Evaluating the
progress of HTA development in Asia is crucial for its future growth, and there is
much to learn from other regions' experiences. While the experiences of HTA
development in Mature HTA phase countries are important, a universally applicable
approach to construct HTA is not possible, given the distinct geographical and
cultural differences”.

The primary objective of this study is to assess patient awareness,
involvement and learning needs of HTA in Asia; and to provide insights for future
HTA training. The secondary objective is to compare the differences between Asian
and Non-Asian regions and to determine what areas of Non-Asian region developed
HTA similar to Asia region. The hypothesis of this paper is that the level of patient

awareness and involvement of HTA in Asia is low, but there is a learning need.



2. Methods

2.1 Setting

The study was an anonymous online questionnaire for a global audience. It
was conducted by SingHealth Duke-NUS Institute for Patient Safety & Quality (IPSQ)
and distributed by various patient organizations. The actual survey was conducted
between 25 October 2021 and 24 April 2022. The deadline was extended to 29 July
2022 to allow more respondents to complete it. Email invite with FormSG
(https://form.sg) link and QR Code were provided by IPSQ and disseminated by
several patient organizations.

In the questionnaire, the target audiences were patients, caregivers and
patients advocate. The “Survey of Patient Awareness, Involvement & Learning
Needs in Health Technology Assessment (HTA) “consisted of 23 questions, divided
into three parts: Partl - About you; Part2 - About health technology assessment and

education; Part 3 - About your patient organization (see Appendix B).

2.2 Participants

The eligible participants were patients, caregivers, and patient advocate,
regardless of whether they were currently a member of a patient advocacy
organization or network, disease society or association and patient support group.

Patients in this survey were defined as those who were recently experiencing



some medical disease or condition; caregivers were defined as both informal
caregivers (relatives and friends) and formal caregivers (paid caregivers); patient
advocates were defined as people who help guide a patient through the healthcare
system.

All collected responses that were received were eligible as most of the
questions in the questionnaire were mandatory designed and participants could not

complete it unless they answered as required.

2.3 Procedures

The development of online questionnaire was led by IPSQ and distributed
worldwide with the help of various patient organizations. It was rolled out to
SingHealth Patient Advocacy Network (SPAN), hospital peer support groups,
regional and international patient advocacy organizations and networks. The
questionnaires were hosted on secure online platform, FormSG (https://form.sg).
Participants received the invite email with URL link and QR Code to access the
survey directly. They provided electronic informed consent by reading the
information sheet and ticking the box to indicate their consent. During the survey,
they could withdraw (by closing the online window) at any time during the process
without penalty or prejudice. The questionnaire could continue only if the

participants agreed with the informed consents.



IPSQ was responsible for leading the coordination of the study. Asia Pacific
Medical Technology Association (APACMed), International Alliance of Patients’
Organizations (IAPO) and the author (SZ) were responsible for co-designing the
questionnaire with IPSQ. IAPO and various patient organizations supported the
release of the questionnaire worldwide. The author was responsible for translating
and collecting responses from China and conducting data analysis for both Asian
and Non-Asian respondents.

All study procedures were approved by the ethical review board at Duke

Kunshan University and SingHealth Centralised Institutional Review Board (CIRB).

2.4 Measures

The questionnaire consisted of 23 questions, of which 10 were selected to
measure characteristics of participants, patient awareness, involvement, and learning
needs (see Appendix A).

2.4.1 Characteristics of Participants

The characteristics of participant were assessed by five questions (Q1-Q5 in
Appendix A) about country, gender, age group, education level, and primary role.

Asian and Non-Asian regions were divided using the regional classification
of the United Nations Statistical Division (UNSD). Central Asia, Western Asia,
Southern Asia, Eastern Asia, South-eastern Asia were defined as the Asian region.

Others were defined as Non-Asian region *.



Age groups were divided into 7 groups: less than or equal to 20 years, 21 to
30 years, 31 to 40 years, 41 to 50 years, 51 to 60 years, 61 to 70 years, and 71 years and
above.

Educational levels were differentiated into three levels: low, medium, and
high. Options "Primary School", “Secondary School/ High School/ Junior College"
and "Diploma/ Polytechnics" were defined as low level. Option “Undergraduate
Degree” was defined as medium level. Option “Postgraduate Degree” was defined
as high level.

Income levels were divided into four categories based on World Bank
criteria®’: high-income countries, upper-middle-income countries, lower-middle-
income countries, and low-income countries. To facilitate the analysis, this paper
integrated upper-middle-income, lower-middle-income and low-income countries
into one group. This eventually resulted in two income level groups: high-income

country group and low- and middle-income country group.

2.4.2 Patient Awareness

Patient awareness was measured by one question (Q6 in Appendix A) on
familiarity with the 14 aspects of HTA. Participants were asked to fill in a familiarity
level on a scale of 1-5, with 1 being not familiar at all and 5 being very familiar. The
total patient awareness score was obtained by summing the scores of 14 aspects.

The 14 aspects of HTA included: Health Technology Assessment (HTA); The

overall process of HTA; Your influence/ role in the HTA process; Implications of
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HTA decisions; Stakeholders” involvement in HTA; Evidence requirements (clinical,
economic, social, legal, ethical, healthcare systems impact); Presence or absence of
HTA in your country; Evaluation of medicines/ pharmacological treatments (e.g.
drugs); evaluation of medical devices (such as pacemakers, hip and knee prostheses,
diagnostic tests, stents, MRI machines); Evaluation of clinical interventions;
Evaluation of vaccines; Evaluation of surgical interventions; Evaluation of service
delivery models; and Evaluation of population-level health interventions (prevention
and promotion).

2.4.3 Patient Involvement

Patient participation was measured by two questions and their sub questions
(Q7-Q8 in Appendix A): “Have you been part of any HTA discussion or processes?”,
“If no. Do you know how to be participated and be involved in HTA?”, and “Have
you attended any HTA training?”, “If no. Would you like to attend such courses?”.

The answer options were all yes and no.

2.4.4 Patient Learning Needs

Patient learning needs were measured by two questions about the interested
learning topic, and the preferred mode and duration.

The interested learning topics were defined by a ranking table from 1 to 7 (Q9
in Appendix A). 1 was the top priority and 7 was the least. To facilitate presentation,
only the top 5 interested topics were analyzed in this paper. The choice of interested

learning topic included: What are medical devices and diagnostics, and how are they
10



relevant to patients and caregivers; What is the current decision-making process to
achieve reimbursement for medical devices; Basics of HTA for medical devices; Role
of HTA in healthcare systems and policy, and in providing patients and caregivers
with access to treatments; How HTA for medical devices is conducted (e.g. methods
of HTA); How HTA is applied or used in different countries across APAC; and How
HTA is related to patients and caregivers, and patient organizations and what is the
role of the patients and caregivers in the HTA process.

The preferred training mode and duration consisted of a table of free
combinations of modes and durations (Q10 in Appendix A). The training modes
included videos, written materials, virtual classroom teaching with group work/
discussion, virtual lecture-style teaching, online self-paced, and blended learning.
The training duration corresponding to the training mode included: 1 hour, 0.5 hours,

1 day, and 2 days.

2.5 Analysis

At the end of the questionnaire collection, the raw data was stored in
Microsoft Excel version 16.68 and 10 questions were used for data measurement.

Descriptive statistics were used to evaluate the distribution of country,
gender, age group, education level, and primary role. Data that were selected “other"

but not described were considered as missing data.
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The two-sample t test was conducted for mean comparison of patient
awareness. The participants' answers were assigned values to form a patient
awareness score. Option 1 - not familiar at all assigned value 1; option 2 assigned
value 2; option 3 assigned value 3; option 4 assigned value 4; option 5 - very familiar
assigned value 5. The total patient awareness score was added to facilitate data
presentation. Due to the design of the online questionnaire, there was no missing
data for this part. Chi-squared test was used for proportion comparison of patient
involvement. Missing data were stated in analysis.

The data were weighted to analyze the interested learning topics. The
weights were assigned using the subjective weighting method according to rank

with the following model:

5
=1
where is the weight of the rank j, represents the value of rankj( 1 =5, > =
4, 3=3, 4 =2, 5=1).Then, based on the sample data and the weight, the priority

value of each topic was the summed number of multiplying the weight of the rank

by the corresponding number of participants selected:
= °, i=1,2,3,4,56,7
is the priority value of the topic i. is the weight of the rank j. is the
number of participants who chose the topic i at rank j. The higher the priority value,

the higher interest people have in this topic. When multiple topics shared the same

ranking option, the default ranking was by position. For example, when the first
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topic, the second and the third are selected as 1 - top priority at the same time, by
default the first topic is prioritized as 1-preferred, the second topic is 2 and the third
topic is 3. Preferred training mode and duration were checked by frequency. Due to
the design of the online questionnaire, there was no missing data for this part.
Stata/SE version 16.0 was used for all the analyses. Values of P < 0.05 were
considered statistically significant. Microsoft Excel version 16.68 was used for

diagramming.
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3. Results

3.1 Characteristics of Participants

As of July 2022, a total of 170 patients, caregivers and patient advocates from
the following 33 countries responded to the survey: Australia, Belgium, Burundji,
Canada, Chile, China, Colombia, Cyprus, Ecuador, Egypt, India, Ireland, Israel,
Kosovo, Malawi, Malaysia, Malta, Nepal, New Zealand, Nigeria, Peru, Philippines,
Poland, Republic of Korea, Romania, Singapore, South Africa, South Korea, Thailand,
USA, UAE, Vietnam, Zambia. Of these, 34.1% (58 of 170) were from high-income
countries, 47.6% (81 of 170) were from upper-middle-income countries, 17.1% (29 of
170) were from lower-middle-income countries, and 1.2% (2 of 170) were from low-
income countries.

The majority of participants (127, 74.7%) were from Asian regions. A
summary of the characteristics of participants were provided in Table 1. The
proportion of gender (p=0.014), age group (p=0.016), educational level (p=0.000),
income level group (p=0.002) and primary role (p=0.037) differed by region. 58.3% (74
of 127) of the participants in Asian region were female and 79.1% (34 of 43) of the
participants in Non-Asian region were female. The Asian group was concentrated
between the ages of 21-50 (92 of 127, 72.4%), and the Non-Asian group was
concentrated between the ages of 31-60 (30 of 43, 69.8%). The education level of the

Asian group was generally high, with 89.0% (113 of 127) being at the undergraduate
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level and above, while the education level of the Non-Asian group was relatively
even in distribution. The Asian group consisted mainly of low- and middle-income
countries, while the Non-Asian group consisted mainly of high-income countries.
The Asian group was primarily in the caregiver role, while the Non-Asian group was

primarily in the patient role.
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Table 1. Characteristics of Participants (Non-Asian group vs Asian group)

Participants, No. (%) P-value
Characteristics Overall Non-Asian group Asian group
(n=170) (n=43) (n=127)
Gender 0.014
Male 62(36.5) 9(20.9) 53(1.7)
Female 108(63.5) 34(79.1) 74(58.3)
Age group, y 0.016
<20 3(1.8) 0(0.0) 3(2.4)
21-30 39(23.0) 3(7.0) 36(28.4)
31-40 32(18.8) 10(23.3) 22(17.3)
41-50 45(26.5) 11(25.6) 34(26.8)
51-60 29(17.1) 9(20.9) 20(15.8)
61-70 13(7.6) 7(16.3) 6(4.7)
>71 9(5.3) 3(7.0) 6(4.7)
*Education level
Low 27(16.4) 14(32.6) 13(10.2) 0.000
Middle 74(44.8) 9(20.9) 65(51.2)
High 64(38.8) 16(37.2) 48(37.8)
Income level 0.001
High 58(34.1) 23(53.5) 35(27.5)
Upper-middle 81(47.6) 15(34.9) 66(52.0)
Lower-middle 29(17.1) 3(7.0) 26(20.5)
Low 2(1.2) 2(4.6) 0(0.0)
Income level 0.002

group




Ll

High 58(34.1) 23(53.5) 35(27.5)

Low and 112(65.9) 20(46.5) 92(72.5)
middle
*Primary role
Patient 71(42.4) 24(55.9) 47(31.6)
Caregiver 97(57.6) 19(44.2) 78(62.4)

0.037

P-values obtained from chi-squared test; *Education level: 5 missing data; *Primary role: 2 missing data



3.2 Comparison of Patient Awareness

Globally, patient awareness was low with 52.4% (89 of 170) rated “1 — Not
familiar at all/I don’t know” in “Health Technology Assessment (HTA)” variable and
55.9% (95 of 170) in “The overall process of HTA” variable (Table 2).

In the Asian group, the most mean patient awareness score of HTA was
significantly lower than the Non-Asian groups (p<0.05), and each of the mean patient
awareness scores for the Asian group was lower than the overall level (Table 3).

The Asian group was compared with the two income level groups in the
Non-Asian group. Compared to either the high-income Non-Asian group or the low-
and middle-income Non-Asian group, most of the mean patient awareness score for
the Asian group were relatively low. While the mean patient awareness score of the
Asian group was significantly lower than the high-income Non-Asian group in
almost all aspects, the Asian group did not differ significantly from the low-and

middle-income Non-Asian group in all aspects. (Table 4, Table 5).
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Table 2. Global Patient Awareness

Participants, No. (%)

Variable

Health Technology Assessment (HTA)
The overall process of HTA

Your influence/ role in the HTA process
Implications of HTA decisions
Stakeholders' involvement in HTA
Evidence requirements

Presence or absence of HTA in your

country

1 — Not familiar at

all/T don’t know

89(52.4)

95(55.9)

102(60.0)

91(53.5)

95(55.9)

84(49.4)

96(56.5)

18(10.6)

17(10.0)

14(8.2)

15(8.8)

23(13.5)

25(14.7)

14(8.2)

25(14.7)

31(18.2)

32(18.8)

32(18.8)

27(15.9)

31(18.2)

28(16.5)

24(14.1)

19(11.2)

14(8.2)

22(12.9)

16(9.4)

17(10.0)

18(10.6)

5 — Very familiar

14(8.2)
8(4.7)
8(4.7)
10(5.9)
9(5.3)

13(7.7)

14(8.2)



0¢

Evaluation of medicines
Evaluation of medical devices
Evaluation of clinical interventions
Evaluation of vaccines

Evaluation of surgical interventions

Evaluation of service delivery models

Evaluation of population level health

interventions

56(32.9)

69(40.6)

75(44.1)

62(36.5)

72(42.4)

73(42.9)

77(45.3)

33(19.4)

29(17.1)

27(15.9)

24(14.1)

37(21.8)

30(17.7)

28(16.5)

41(24.1)

44(25.9)

31(18.2)

41(24.1)

30(17.7)

41(24.1)

32(18.8)

21(12.4)

16(9.4)

24(14.1)

23(13.5)

20(11.8)

16(9.4)

25(14.7)

19(11.2)

12(7.1)

13(7.7)

20(11.8)

11(6.5)

10(5.9)

8(4.7)
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Table 3. Comparison of Patient Awareness (Non-Asian group vs Asian group)

Mean+SD P-value
Overall Non-Asian grou Asian grou
Variable (n=170) (n=43)g ’ (r1=1gZ7) ’
Total Patient Awareness Score 30.3x15.4 30.4+16.7 24.6+19.0 0.063
Health Technology Assessment (HTA) 22114 2.7£1.6 2.0£1.7 0.011
The overall process of HTA 2.0+1.3 2.5+1.5 1.8+1.2 0.009
Your influence/ role in the HTA process 2.0+1.2 2.4+1.5 1.7+1.1 0.008
Implications of HTA decisions 2.1+1.3 2.6x1.5 1.9+1.2 0.009
Stakeholders' involvement in HTA 2.0+1.3 2.6x1.6 1.7+1.1 0.002
Evidence requirements 2.1+1.3 2.7+¥1.5 1.9+1.2 0.003
Presence or absence of HTA in your country 2.1+1.4 2.6x1.6 1.9+1.3 0.015
Evaluation of medicines 2.5+1.4 2.9+1.4 2.4+1.3 0.021
Evaluation of medical devices 2.3x1.3 2.6+1.5 2.1+1.2 0.045
Evaluation of clinical interventions 2.3+1.4 2.7+1.4 2.1+1.3 0.022
Evaluation of vaccines 2.5+1.4 29+14 2.4+1.4 0.053
Evaluation of surgical interventions 2.2+1.3 2.5+1.4 2.1+1.2 0.066
Evaluation of service delivery models 2.2+1.2 2.5+1.3 2.1+1.2 0.050
Evaluation of population level health interventions 2.2+1.3 2.5+1.4 2.0+1.2 0.040

P-values obtained from two-sample t test
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Table 4. Comparison of Patient Awareness (Non-Asian high-income group vs Asian group)

Mean+SD P-value
. Non-Asian HI group Asian group
Variable (n=23) (n=127)
Total Patient Awareness Score 34.4+16.5 24.6+19.0 0.015
Health Technology Assessment (HTA) 3.2+1.5 2.0+1.7 0.001
The overall process of HTA 2.9+1.5 1.8+1.2 0.003
Your influence/ role in the HTA process 2.7+14 1.7£1.1 0.004
Implications of HTA decisions 3.1+1.5 1.9+¢1.2 0.002
Stakeholders' involvement in HTA 3.0+1.6 1.7+1.1 0.001
Evidence requirements 3.3+1.4 1.9+1.2 0.000
Presence or absence of HTA in your country 3.1£1.6 1.9+1.3 0.002
Evaluation of medicines 3.5+1.3 2.4+1.3 0.001
Evaluation of medical devices 2.8+1.5 2.1+1.2 0.046
Evaluation of clinical interventions 29+14 2.1+1.3 0.015
Evaluation of vaccines 3.0+1.3 24+14 0.032
Evaluation of surgical interventions 2.6x1.3 2.1+1.2 0.103
Evaluation of service delivery models 29+14 2.1+1.2 0.014
Evaluation of population level health interventions 2.8+1.4 2.0+1.2 0.021

P-values obtained from two-sample t test; HI= High-Income
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Table 5. Comparison of Patient Awareness (Non-Asian low-and middle-income group vs Asian group)

Mean+SD P-value
Non-Asian LMI group Asian group
Variable (n=20) (n=127)
Total Patient Awareness Score 25.8+16.1 24.6+19.0 0.782
Health Technology Assessment (HTA) 2.1+1.4 2.0£1.7 0.830
The overall process of HTA 2114 1.841.2 0.488
Your influence/ role in the HTA process 2115 1.7£1.1 0.352
Implications of HTA decisions 21+13 1.9£1.2 0.667
Stakeholders' involvement in HTA 2.1+14 1.7+1.1 0.352
Evidence requirements 2.0x1.3 1.9+1.2 0.801
Presence or absence of HTA in your country 1.9+1.3 1.9+1.3 0.974
Evaluation of medicines 2.3+1.3 2.4+1.3 0.886
Evaluation of medical devices 2.4+1.4 2.1+1.2 0.401
Evaluation of clinical interventions 2.4+1.4 2.1+1.3 0.390
Evaluation of vaccines 2.7+1.5 2.4+1.4 0.453
Evaluation of surgical interventions 2.5¢1.5 2.1+1.2 0.284
Evaluation of service delivery models 2.1+1.1 2.1+1.2 0.889
Evaluation of population level health interventions 2.2+1.2 2.0+1.2 0.602

P-values obtained from two-sample t test; LMI= Low-and-Middle-Income



3.3 Comparison of Patient Involvement

Overall, patient involvement was extremely low, with only 14.1% (24 of 170)
having participated in the HTA discussion, 9.3% (15 of 161) participating in the
training. For those participants who had not participated in HTA discussions, only
7.6% (11 of 145) know how to participate. But for those participants (146 of 161, 90.7%)
who had not attended HTA training, 68.5% (100 of 146) of them were willing to
participate in relevant HTA courses (Table 6).

In the Asian group, participants were significantly less likely to participate in
HTA discussion (p=0.021) and less willing to attend the HTA courses (p=0.040) than
the Non-Asian group. Only 10.2% (13 of 127) of the Asian group had participated in
HTA discussions, in comparison to 25.6% (11 of 43) of the Non-Asian group who had
participated. For those participants who had not attended HTA training, a majority
of 64.4% (76 of 118) of Asian group was willing to participate, while a high 85.7% (24
of 28) of the Non-Asian group was willing to participate.

When comparing the Asian group with the two income level groups in the
Non-Asian group, we found that the Asian group were significantly less likely to
participate in HTA discussion (p=0.016) and less likely to attend the HTA training
(p=0.025) than Non-Asian high-income group, while no significant differences
(p>0.05) were found between Non-Asian low-and-middle-income group and Asian
group.
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Table 6. Comparison of Patient Involvement (Non-Asian group vs Asian group)

Participants, No. (%) P-value
Overall Non-Asian group Asian group
(n=170) (n=43) (n=127)
Participate in HTA 0.021
discussion
No 146(85.9) 32(74.4) 114(89.8)
Yes 24(14.1) 11(25.6) 13(10.2)
*If no, do you know how 1.00
to participate (n=145)
No 134(92.4) 29(93.5) 105(92.1)
Yes 11(7.6) 2(6.5) 9(7.9)
*Attend HTA training 0.090
No 146(90.7) 28(82.4) 118(92.9)
Yes 15(9.3) 6(17.6) 9(7.1)
If no, would you like to 0.040
attend the course (n=146)
No 46(31.5) 4(14.3) 42(35.6)
Yes 100((68.5) 24(85.7) 76(64.4)

P-values obtained from chi-squared test; *know how to participate=1 missing data; *attend HTA training=9 missing data
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Table 7. Comparison of Patient Involvement (Non-Asian high-income group vs Asian group)

Participants, n (%) P-value
Non-Asian HI group Asian group
(n=23) (n=127)

Participate in HTA discussion 0.016

No 16(69.6) 114(89.8)

Yes 7(30.4) 13(10.2)
*If no, do you know how to 0.625
participate (n=144)

No 14(87.5) 105(92.1)

Yes 2(12.5) 9(7.9)
*Attend HTA training 0.025

No 15(75.0) 118(92.9)

Yes 5(25.0) 9(7.1)
If no, would you like to attend 0.262
the course (n=145)

No 3(20.0) 42(35.6)

Yes 12(80.0) 76(64.4)

P-values obtained from chi-squared test; *attend HTA training=3 missing data; HI= High-Income
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Table 8. Comparison of Patient Involvement (Non-Asian low-and-middle income group vs Asian group)

Participants, n (%) P-value
Non-Asian LMI group Asian group
(n=20) (n=127)

Participate in HTA discussion 0.252

No 16(80.0) 114(89.8)

Yes 4(20.0) 13(10.2)
*If no, do you know how to 0.597
participate

No 15(100.0) 105(92.1)

Yes 0(0.0) 9(7.9)
*Attend HTA training 1.000

No 13(92.9) 118(92.9)

Yes 1(7.1) 9(7.1)
If no, would you like to attend 0.059
the course (n=145)

No 1(7.7) 42(35.6)

Yes 12(92.3) 76(64.4)

P-values obtained from chi-squared test; *know how to participate=1 missing data; *attend HTA training=6 missing data; LMI= Low-
and-Middle-Income



3.4 Comparison of Learning Needs

The top most interested topic for both Asian and Non-Asian regions (both high-
income group and low-and-middle income group) was the same, i.e. “What are medical
devices and diagnostics, and how are they relevant to patients and caregivers?”.

In the Asian group, the three most interested learning topics were as follows:
“What are medical devices and diagnostics, and how are they relevant to patients and
caregivers?”, “Role of HTA in healthcare systems and policy, and in providing patients
and caregivers with access to treatments” and “Basics of Health Technology Assessment
(HTA) for medical devices”. In comparison, the top three interested learning topics for
the Non-Asian group were as follows: “What are medical devices and diagnostics, and
how are they relevant to patients and caregivers?”, “Role of HTA in healthcare systems
and policy, and in providing patients and caregivers with access to treatments” and
“What is the current decision-making process to achieve reimbursement for medical
devices?” (Figure 1).

In the Non-Asian high-income group, the three most interested learning topics
were as follows: “What are medical devices and diagnostics, and how are they relevant
to patients and caregivers?”, “What is the current decision-making process to achieve
reimbursement for medical devices?” and “Basics of Health Technology Assessment
(HTA) for medical devices”. In comparison, the top three interested learning topics for

the Non-Asian low-and middle-income group were as follows: “What are medical
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devices and diagnostics, and how are they relevant to patients and caregivers?”, “How
HTA is applied or used in different countries across APAC” and “Role of HTA in
healthcare systems and policy, and in providing patients and caregivers with access to
treatments” (Figure 2).

The Asian group preferred short duration video learning modes (Figure 3) while
the Non-Asian group preferred short duration written materials learning modes (Figure
4). The Non-Asian high-income group preferred short duration video learning modes
(Figure 5) while the Non-Asian low-and middle-income group preferred short duration

written materials learning modes (Figure 6).
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diagnostics, and how are they
relevant to patients and caregivers?

What is the current decision-
making  process to achieve
reimbursement for medical
devices?

Basics of Health Technology
Assessment (HTA) for medical
devices

Role of HTA in healthcare systems
and policy, and in providing
patients and caregivers with access
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How HTA for medical devices is
conducted

How HTA is applied or used in
different countries across APAC

How HTA is related to patients
and caregivers, and patient
organizations and what the is role
of the patients and caregivers in the
HTA process

Figure 1: Asian group and Non-Asian group - Interested topics by calculated priority value based on respondents’ rankings
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Figure 2: Non-Asian high-income group and Non-Asian low-and middle-income group - Interested topics by calculated priority value

based on respondents’ rankings
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Asian group:
Training Mode and Duration

Videos:1 hour 22.1%

Written materials;1 hour 7.1%
Online self-paced;1 hour T ————— 6.3%
Blended learning;0.5 day m——— 5.9%

[4

Videos;0.5 day m— 5.5%

Blended learning;2 days

Online self-paced;2 days

Blended learning;1 hour

Classroom teaching with group work/ discussion;0.5 day
Lecture style teaching;1 hour

Lecture style teaching;0.5 day

Classroom teaching with group work/ discussion;1 hour
Blended learning;1 day

Written materials;0.5 day

Classroom teaching with group work/ discussion;1 day
Written materials;1 day

Classroom teaching with group work/ discussion;2 days
Online self-paced;0.5 day

Videos;1 day

Others, please specify in the next question.;1 hour
Online self-paced;1 day

Lecture style teaching;1 day

Written materials;2 days

Online self-paced; 0.5 day

Videos;2 days

Lecture style teaching;2 days

I 4.7%
I 4.7%
e 4.7%
e 4.3%
e 4.0%
I 3.6%
—— 3.6%
I 3.6%
s 3.2%
e ?.8%
— ?.4%
2 4%
m 2.0%

mmm 1.6%

mm 1.6%

mmm 1.6%

m (.8%

B 0.4%
m 0.4%
B 0.4%
B 0.4%

0% 5% 10% 15% 20% 25%

Figure 3: Training mode and duration in Asian group (127 participants; Each participant could have more than 1 answer; Total number
of answers: 253)
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Non-Asia group:

Training Mode and Duration

Written materials;] hour e 11.7%

Videos;1 hour

Online self-paced;1 hour

Lecture style teaching;1 hour

Classroom teaching with group work/ discussion;1 hour
Written materials;0.5 day

Videos;0.5 day

Blended learning;2 days

Blended learning;1 hour

Online self-paced;2 days

Videos;1 day

Classroom teaching with group work/ discussion;2 days
Classroom teaching with group work/ discussion;1 day
Blended learning;0.5 day

Written materials;1 day

Blended learning;1 day

Written materials;2 days

Online self-paced;0.5 day

Lecture style teaching;2 days

Written materials; 2 days

Videos; 2 days

Lecture style teaching;1 day

Others, please specify in the next question.;2 days
Classroom teaching with group work/ discussion;0.5 day

|
I 8. 3%
I 8. 3%
I 5.8%
I | 5. 8%

10.0%
10.0%

0% 2% 4% 6% 8% 10% 12% 14%

Figure 4: Training mode and duration in Non-Asian group (43 participants; Each participant could have more than 1 answer; Total
number of answers: 120)
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Non-Asian high-income group:
Training Mode and Duration

Videos;1 hour e 11.9%
Blended learning;2 days s 10.2%
Written materials;1 hour I £ 5%
Written materials;0.5 day I e —— C.5%
Online self-paced;1 hour T — T 5.5%
Videos;0.5 day a——— 5.1%
Online self-paced;2 days I - —————— 5.17
Lecture style teaching;1 hour I ——— 5.1%

Written materials;1 day - —————— 3.4%
Online self-paced;0.5 day I —_— 3.4%
Classroom teaching with group work/ discussion;2 days S 3.4%
Classroom teaching with group work/ discussion;1 hour — ———— 3.4%
Classroom teaching with group work/ discussion;1 day T .- — 3.4%
Blended learning;1 day S 3.4%
Blended learning;0.5 day n---—— 34%
Blended learning;1 hour . —————— 3.4%

Written materials;2 days m—— 1.7%

Written materials; 2 days — 1.7%

Videos;1 day e 1.7%

Videos; 2 days T 1.7%

Lecture style teaching;2 days n— 1.7%

Classroom teaching with group work/ discussion;0.5 day m—_ 1.7%

0% 2% 4% 6% 8% 10% 12% 14%

Figure 5: Training mode and duration in Non-Asian high-income group: (23 participants; Each participant could have more than 1
answer; Total number of answers: 59)
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Non-Asian low-and -middle-income group:
Training Mode and Duration

Written materials;1 hour

Classroom teaching with group work/ discussion;1 hour
Online self-paced;1 hour

Lecture style teaching (no group work/ discussion);1 hour
Videos;1 hour

Videos;0.5 day

Videos;1 day

Blended learning;1 hour

Written materials;2 days

Written materials;0.5 day

Online self-paced;2 days

Classroom teaching with group work/ discussion;2 days
Classroom teaching with group work/ discussion;1 day
Blended learning;2 days

Written materials;1 day

Lecture style teaching;1 day

Blended learning;0.5 day

Blended learning;1 day

I 14.3%

0% 2% 4% 6% 8% 10%  12% 14%  16%

Figure 6: Training mode and duration in Non-Asian low-and middle-income group: (20 participants; Each participant could have more
than 1 answer; Total number of answers: 70)



4. Discussion

To our knowledge, this is the first global baseline survey on patient awareness,
involvement, learning needs in HTA, comparing Asian with Non-Asian countries. Our
study serves to inform the future development of patient engagement & involvement in
HTA globally.

Our study confirmed that patient awareness of HTA was generally weak in Asia.
This situation in Asia was similar to that of low- and middle-income countries in Non-
Asian regions, with most not knowing what HTA is or how to participate in it. Lack of
knowledge about HTA is one of the main burdens preventing patients from
participating in HTA®. The European Patients' Academy on Therapeutic Innovation
(EUPATI) had recommended that education and training be provided to patients to
improve their ability to participate in HTA in a meaningful way”. Patients and patient
organizations, being given the opportunity to participate in training is also one of Health
Technology Assessment International (HTAi) quality standard*'. For patients, specific
training should include five areas: the purpose of HTA; local HTA processes; collecting
and reporting patient information that is most likely to impact HTAs; presenting at
committee meeting; and communicating HTA recommendations'®. Considering the
relatively low awareness of all aspects of HTA in the Asian group, as shown in our
study, future patient education of HTA in Asia should focus more on the basic and be

more widespread.
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The results of our study indicated that patient involvement in HTA was lacking
in Asia. This was the same as in Non-Asian low- and middle-income countries, with the
majority neither participating in HTA discussions nor attending HTA trainings. The

results were also consistent with previous country-based surveys ' ***

indicating that
while patients are important stakeholders in health technology assessment, the lack of
participation by patients in HTA is still very obvious, especially in Asia. It is consistent
with the fact that HTA is relatively young and stunted in Asia***. As direct beneficiaries
of health care, patients have a more complete understanding of the impact of a treatment
or technology on different aspects of their health and lives, all of which can contribute to
a more accurate assessment of the value of health technology' '°. There is little reason to
exclude patients or minimize their participation from the HTA as it is closely aligned to
their interests. Hopefully, among the Asian group who had not received HTA training, a
majority of 64.4% (76 out of 118) expressed a willingness to participate, which is a
positive development. Additionally, an even higher percentage of the Non-Asian group
(85.7%; 24 out of 28) was willing to participate, indicating a strong desire to learn and
engage with HTA. These findings bode well for the future of HTA.

The Asian group demonstrated lower levels of willingness to participate in either
HTA discussions or to attend HTA training courses. This may be partly due to the lack

of knowledge of HTA among patients who did not know how to participate, thus

resulting in a low participation percentage. Another possible explanation for the low
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participation rate in HTA training among Chinese individuals, who comprised the
largest Asian group (56 out of 127, or 44.1%), is their general reluctance to attend. This
may be attributed to social conditions in China, where people are accustomed to relying
on the government to address public health concerns and tend to assume a subservient
role, leading to a lack of personal responsibility, motivation, and initiative to engage in
public health events® *.

Considering the above factors and the strong learning needs, the intervention of
an experienced patient advocacy or patient organization may be a good solution. There
are some good practices, for example, in Hong Kong, patients are involved in
discussions about HTA in the health system and government through collaboration with
health professionals; in Australia, patients with rare cancers make their views known to
regulators and HTA bodies (e.g. PABC) through the Rare Cancers Australia'®. In these
practices, patient involvement is embedded in an organization's political system to
ensure effective patient involvement in the HTA process.

The learning needs of patients, particularly with regard to preferred learning
modes, differed between the Asian and the Non-Asian groups. The Asian group tended
to favor video-based learning, while the Non-Asian group preferred written materials.
This preference may be influenced by the prevalence of video culture in Asia, as

evidenced by the popularity of video platforms in countries like Japan and Indonesia,

Kpop reception videos from Korea, or short videos on TikTok (DouYin) from China**.
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Video-based education can offer a wealth of visual and auditory information that can be
disseminated to a large number of people, providing easily understandable information
in a cost-effective manner®. Studies have demonstrated that video-based education is

50, 51

more acceptable to patients compared to other patient education methods™ " and can

have a positive impact on enhancing health literacy among patients® *.

4.1 Implications for policy and practice

As many countries are striving to promote patient involvement in HTA, it is
important to develop comprehensive and effective practices to ensure the successful
implementation of these policies. With the rapid pace of healthcare innovation, there is a
pressing need to expand the breadth and depth of patient involvement in HTA.

To achieve this, policymakers should focus on designing effective training
programs to promote patient involvement in HTA. Through systematic training,
patients can gain a better understanding of what HTA is and how they can participate in
the process. Given the preference for video-based learning in Asia, policymakers should
prioritize the development of short-duration video series on different popular social
media platforms to educate patients in Asian country>. These videos should focus on
the basics and be more widespread in the outreach of the patient population.

Secondly, policymakers should recognize the critical role of patient advocates

and patient organizations in promoting patient involvement in HTA. These groups are
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more likely to be familiar with HTA and have a greater ability to influence the process.
Previous surveys have indicated that most patients are involved in the HTA process
through patient organizations™ *. A randomized controlled trial has also demonstrated
the value of patient advocates and organizations as influential members of the public
and professional organizations™. Therefore, policymakers should integrate patient
involvement into the political and educational system of the organization to ensure

effective patient participation in the HTA process.

4.2 Implications for further research

In the past, patient views were often excluded from HTA as they were deemed

biased or anecdotal*

. Fortunately, there is now recognition of the importance of
involving patients in HTA for a comprehensive evaluation. HTA must therefore expand
its research to encompass a wider range of patient-based evidence and acknowledge
patients and patient advocates as "experience-based experts" with the right to participate
in the HTA process. Given our study's findings of low levels of patient awareness and
participation in HTA, as well as the strong need for patient education on HTA, research
on barriers to patient involvement in HTA and effective methods of patient engagement

is imperative. Furthermore, it is crucial to conduct research on the effectiveness of HTA

training after it has been implemented.
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4.3 Study strengths and limitations

This is the first global baseline survey to explore patient awareness, involvement,
and learning needs in HTA, as well as the first to examine patient education preferences.
Unlike previous studies that were limited to individual countries, our study provided a
valuable opportunity to compare and contrast differences between regions.

However, our study had some limitations. Firstly, the sample size was relatively
small for a global survey, and the composition of the Asian sample was too mixed. The
average number of responses from each country was relatively low, which may not be
fully representative of each country. The Asian group included both high-income and
low- and middle-income countries, which may led to less rigorous comparison results.
Secondly, the questionnaire design may lead to anchoring bias and low quality
responses. It was observed that participants tended to choose the first option in ranking
questions and there were inconsistent responses to the questions. Thirdly, our study
used convenience sampling, which may have resulted in some sample selection bias. We
received feedback that the majority of respondents had some knowledge of public health,
while many laypeople declined to participate. Therefore, our findings may
underestimate the poor awareness and involvement of patients in HTA, particularly

among the lay population.
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5. Conclusion

In Asia, patient awareness and involvement in HTA were low. Comparatively,
the awareness and involvement level were even lower in Asian region than in Non-
Asian high-income regions. Despite the lack of engagement in HTA, the majority of
patients expressed a desire to participate, indicating a strong need for education and
potential for increased involvement in the future. The Asian group exhibited a particular
preference for short-duration video-based learning. To promote patient involvement in
HTA, it is crucial to design effective training programs and develop short-duration

video series on HTA for different popular social media platforms in Asia.
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Appendix A

QUESTIONS FOR ANALYSIS
1. Which country do you currently live in? ___

2. What is your gender?
O Male

O Female

3. Whatis your age?

4. What is your highest qualification?
O Primary School
O Secondary School/ High School/ Junior College
O Diploma / Polytechnics
O Undergraduate Degree

Postgraduate Degree
O Others —please indicate

O

5. You are answering this survey in your primary role asa ___
O Patient

O Caregiver. If you are a caregiver, please share how you are related to the person you
are caring for (e.g. wife, mother, son etc)
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6. On ascale of 1-5, state how familiar you are in the
followingareas: (1 being not familiar at all, 5 being very

familiar)

S/N | Question- How familiar are you with

A Health Technology Assessment (HTA)

B The overall process of HTA

B Your influence/ role in the HTA process

C Implications of HTA decisions

D Stakeholders’ involvement in HTA

E Evidence requirements (clinical, economic,
social, legal, ethical, healthcare systems
impact)

F Presence or absence of HTA in your country

G Evaluation of medicines/ pharmacological
treatments (e.g. drugs)

H Evaluation of medical devices (such as
pacemakers, hip and knee prostheses,
diagnostic tests, stents, MRI machines)

I Evaluation of clinical interventions

J Evaluation of vaccines

K Evaluation of surgical interventions

L Evaluation of service delivery models
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promotion)

Evaluation of population level health

interventions (prevention and

7. Have you been part of any HTA discussion or processes?

O Yes. Please describe your role and experience

O No. Do you know how to be participate and be involved in HTA?

o Yes

o No

8. Have you attended any HTA training?

O Yes. Please share some information:

No. | Title Duration| Primary mode| Core Topics Organized by
of delivery

1

2
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O No. Would you like to attend such courses:
o Yes

o No

Which of the following topics would you be interested in learning more about in the area
of HTA for medical devices? (please rank in terms of priority by indicating “1” to “7”
where “1” is the top priority and “7” being the least)

O What are medical devices and diagnostics, and how are they relevant to

patients and caregivers?

O What is the current decision-making process to achieve reimbursement for medical

devices?

O Basics of Health Technology Assessment (HTA) for medical devices

O Role of HTA in healthcare systems and policy, and in providing patients and

caregivers with access to treatments

O How HTA for medical devices is conducted (e.g. methods of HTA)

O How HTA is applied or used in different countries across APAC
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O How HTA is related to patients and caregivers, and patient organizations and what

the is role of the patients and caregivers in the HTA process

O Others, please indicate

10. What is/are your preferred mode(s) of training? (select as many as applicable) and duration:

Mode of training What to you is the optimal
duration for maximized
learning to go through each
individual topic in the
respective mode of training

(e.g. 1 hour, ¥ day,

1 day, 2 days)

O A.Videos

O B. Written materials (e.g. bulletins, guides, toolkits)

O C.In-person/virtual classroom teaching with group

work/ discussion

O D. In-person/ virtual lecture style teaching (e.g.

lecture, webinar)

O E. Online self-paced (e.g. e-learning modules)
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O Blended learning (any combination of the listed

modes of delivery from A to E)

O Others — please indicate:

48




Appendix B

RESEARCH QUESTIONNAIRE
PAEZARVHE HTA) FRRARIR. Z2E5MZEI TR
&

HE

FENE, o NN B T3RAT6 7 197 SRIEAE R B . & B BUR PRAS 3R it —Fh
IRIT TR B R A2 B E B ROy A SCRIEAL (HTA) o X990 AN & Bk
PR T A RFENZ.

TWANIIZ 5 IEAE RO — 2 HTA PP RIFRAE . B 7 BB RSB 2 MR R . HRTia
JYITERJRBRYE . W BF UAHRE D MATER ARG A OGTE . 4E4T HTA I, IXUEHE SR
B FERIER, T H 25 A 5K B TR A& e S IR0 T .

S5 BEMALN) LN REARE: AT HTA R A, AT A CAEMAN IR K
A2t DRWEE SR E S S, S THASS HTA SRR EZEN, RAGH
M —FEEI, SR T f## HTA IR, IR A8 s T i 2 55,

RS, A A BSOS I LA IR A R L1
ST HR IR

RO AT KA E 15 73858 .

XTABR (2585, BT E. SR, B RRGNGEAD Mk,
bR BRI, DUE A . TR RGO & AT R
CHIA) fly sz 3| SRMTPAS . HTA BfE At I TAEBOR I YR L5 ., o, Wl
P bk A6 s 5/ X i

BEdT B4 AT DURAE(TOCHS . i, T WSS, A, HAM. 4
| EREIRAL B PRI S, RISk A £
PIT ARRIE | T 2y7 F i,

N
(kV8: https://www.who. int/health—topics/medical-
devices#itab=tab 1)
" BFERKHLR . BImtha/ 0z RO SR .
BEAN

e ML FHERERLAK.
49




AR

W/ K JFE A T (Caregiver) /T 8ME 5% (Patient Advocate)

IR A S R B eV A AR, LREHRTE B2 EE AL,
PRI AR SR NI, ST LS 5RO &

50




§§‘§Mﬁ o

L EHEEEMAER, AH0?
2. BIHERBML AT A

3. BHIMEREA?
0%

ETI LN
ORLREEAR
OAREAL
i S 2 A
CIFAth, 1EERA

6. MR i B AE BB AN A
O A

OXJ@elkdr L. BRFEBI AR (. R BERSE)

7. BRTIBAE Q6 thIEFM EEM O, RN AHAERRMO, WA KRS,
BH R BT B A P Al A 2

O, HHRUY

ao®%

51



8. S EE T IRBTFR o N\ I 28 3 1) 2 B0 BOIRAS S R int 18] o (R A N e 20 A v 2 2

P RIRECRES SR R[]

9. K A P R R N A 5 A5 DA T BT RS ?
O%Zz &P b

OfE X AR S Ao

ORFEE =R

OFR& e /47 e

O 24 S HLAL)

OfE K3

OFAl, 57

10, /P HBT AAE ST BIBATHRIFE BRI ik wT AE 2 55 b, 3/,
BRI A\ B EBCRIEE AL .

Ok A &

OF=

O sz

OAF =
Ok A F &

B BRI ME

1L Mg R/ A NSRRI, EEEE R ZR A ? IFIERR R 2
13 MR

CHZIRYT ITERT R (D

52



OB YT H 9 H

OHZIBTT J7 ik 22 4t

CN&IGI7 71T 3252 M (Acceptability)
52 1%3R T T 5% (Accessibility)
O ANE WS 5

Tl G 7 R A A 7 B A AR AE? a2, iR
mﬁ&ﬁo

S VRHE DL B Ay B2

13. & H A N EE AL R ?
O, TR AREESE A & (1585 — B 7 A e = &0
O, 1Egks e & m 5 — i

53



B RTEPABRAMEERE

14.

.
T

£ 1-5 HIE R, BB IEAE DR J5 T A A B R «

(1: BEAME, 5. EH

Fro [RGB

%

1 | AEFRVEAL (HTA)

2 |HTA FEEAS T FE

3 |{&AE HTA S RE R 52/ F

4 |HTA Y5 H& X

5 |FIEAHKESE HIA (FlRidl e, Wi WA

AR/ HBNEED

P FKE. BORHEE . IWIKESTRIBN. B27

6 |HTA 75 EAFHE A feidktT

T [SEPTE M E SO AR HTA

8 ZiERZGHIAIT VA
;R

9 |BEIT SIS

. DRSS BRI, SO RHLRILE

10 Xl PR T P It P 0P

11 | KPR PP,

12 | TR 90 ki ) DAl

13 |BEy7 IR SRR A

14 | PPN CE ) AR T Pid e
. g AHE

15.

O

BB 5id HTA i F2?
&, MR BN A EmE,

54




OF, BHEmms5 HTA 52

o

oy fo

e R B FHFHLZ AR S CEE B TRIEEALADID =51 SBUFERT]
) BA BRI 187
O, 5 @

BEEEEHLE RS S TN/ F Rl T/ 85 A0 HTA 85?40
%m, HHS LT E R

e iy FREERY | EEHAITT AR
=l [f] B

1

2

18. & nid HTA B8 2
O&, HHESIMMER:

\

7 F it Fral | FEEH) ¥%0> 7 f HL rp
= i [1] J7 R
1
2
O, BEBEZESILL T SHAE:
o &
o

55



19. FEERJT AR HTA A0, ST B T A LU RIIREE 2R (BH% 17 IR a2k
. Hoi 1 AR, 7T NRIRILSESD

Oft2 R By7 Szl TR, efTSmA. KEsidh THHARKR?
O H B SEBLEE ST 25 Wb s 1 R SO A2 A4 7
OBS7 &I RAESORPEALG (HTA) JEA 1R

OIHTA £ B2 97 R RGMBOER T R, ORI KIEsdr TRAEETTHLE T
T AR

OBRS7 A5 B HTA 2 anfardb 47 . . HTA J5ik
CIHTA Gpa] 78 A Hh X R A ] [ 5% rp s A

OHTA A FKIgsdr TAUEHE AR NCR, BN FKI@sdr A HTA i fE
e H

CHAR R, 1EER

20. EEmER AR AMFFELI A AT A7 (k)

(N IE I T,
BRI 5 5 A TR B )
R o 1/
H\j" 3‘59{, 13{, 23{

OA. Fi4

CIB. B sk
. A5, fBE. R
CIC. 281 /26 /N BT 1 g e AR 3 22

OID. 28~ /& ke
e PR, BT
CJE. fE£8 H 2

CEE 2] (A 2 E RS BRI S

CIFAh R, 1EERA:

56



21. W SRMMEMT AR, DAH BTN/ F IR g 1T/ Bk A € 53& ¥ HTA
IR

57



8¢

B RTREEHR

(U R A H AT BB LA R A0/ B0 B SR /INAL 0L, 15 58 B B0 114D
22. TR RIEPTE R BE HAE R

Fr LA TR B JINGRS B2 AZH—IREN? ZAH LIRS
! O &M O #H
O &EJLIK O fHE—IK
O HRAA O HAh
9 O &M O #H
O &EJLIR O fHE—IK
O AN O HA
5 O 4 O #&H
O &EJLIR O &HE—IK
O AN O HA




23. WS HG AR AMF BB TR, a2 mEER? (% 1-5 Ktk
Py, Ho 1 ovEEi e, 5 ARIILEZO

O AME S (Advocacy) fllz 5

YN ]

O3k 2597 P2 (Gaining Access to Therapies)

Ok B & R/ NP2 (Gaining Access to Patient Support Groups)
4 BERI Al 55 1) 22 4 R Joid

OIHAth, 157

59



Survey of Patient Awareness, Involvement & Learning
Needs in Health Technology Assessment (HTA)

Background

The way that treatments reach patients and caregivers in Asia is changing.
Governments now consider whether making a treatment available makes sense in terms
of its clinical and economic value — an evaluation process known as health technology
assessment (HTA). This presents an opportunity for patients and caregivers to make
their voices heard.

Patients’ input is becoming a standard requirement for some HTA evaluations. It can
convey unmet needs, limitations of current treatments, concerns about affordability and
lived experience. These are crucial considerations when undertaking an HTA and,
ultimately, these can influence whether a treatment becomes available to patients and
caregivers.

Some of the difficulties in engaging patient support and advocacy groups might include
being unaware of HTA, being unaware of what their role might be, where they fit in
the process, or how they might make their voices heard. Given the importance of
patient engagement in the HTA process, we seek to offer a training to impart an
understanding of HTA processes and how patients and caregivers can best get involved.

Through this survey, we hope to gather feedback from end users like yourselves to tailor
training materials that meet your learning needs and that of patient organizations. This
survey is expected to take approximately 15 minutes to complete. Kindly return
completed survey to XX by XX.

Definition of The systematic evaluation of the properties, effects and impacts
Health of health technologies (use of medicine, medical devices,
Technology vaccines, procedures and systems), on the lives of patients,
Assessment health care systems and society. HTA aims to inform decision-
(HTA): making on use of health technologies, for example, appropriate

use, clinical guidelines or national/regional financing.
Definition of a | A medical device can be any instrument, apparatus, implement,
Medical Device | machine, appliance, implant, reagent for in vitro use, software,
material or other similar and related article, intended by the
manufacturer to be used, along or in combination for a medical
purpose.

(Source: https://www.who.int/health-topics/medical-
devices#tab=tab 1)
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Patient Includes patient advocacy organizations/ networks, disease

Organization: societies/ associations and patient support groups

Survey Patient/ Caregiver/ Patients Advocate

Target - L : :
Audience: You can participate in this survey if you are a patient or

caregiver or patient advocate, regardless of whether you are
currently a member of a patient advocacy organization/ network,
disease society/association and patient support group.
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PART 1- ABOUT YOU

1. Which country do you currently live in?

2. What is your current occupation?

3. What s your gender? <dropdown list>

4. What is your age?

5. What is your highest qualification?

O Primary School

O Secondary School/ High School/ Junior College
O Diploma / Polytechnics

O Undergraduate Degree

O Postgraduate Degree

O Others — please indicate

6. You are answering this survey in your primary role asa
O Patient
O Caregiver. If you are a caregiver, please share how you are related to the person you

are caring for (e.g. wife, mother, son etc)

7. Besides your primary role chosen in Qn. (6), do you have other significant roles like a
patient, a caregiver, or a patient advocate or other roles in any patient organization?

O Yes. If yes, please elaborate
O No.

8. What is/are the main types of diseases/ conditions that you are or the patient whom you
are caring for is going through, and for how long? (please share max of two main types of
diseases/conditions)

No. Name of Disease/ Condition For How long?

1

2
9. Do you or the patient whom you are caring for, use the healthcare services from the

following? Note: To allow dropdown option of government/public healthcare or private
hospitals for the selected choices.
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10.

Oo0o0O ooooao

Primary Care Clinic (e.g. Polyclinics, General Practitioners)
General Hospital Care

Specialty Care Centers / Hospital (e.g. Eye, Heart, Skin)
Community Hospital Care

Nursing Home Care

Hospice Institution Care
Home care
Others- please indicate

I am/ The patient whom | am caring for is fully engaged by my healthcare team in
planning and choosing my treatments. | have/ The patient whom | am caring for has
autonomy and choice.

O

Oo0Ooao

Strongly Agree
Agree

Neutral

Disagree
Strongly Disagree

Please briefly share your experience in the option you have chosen.

11.

12.

What factors do you think are the main consideration(s) when your health system/provider
offers you a treatment? Please select the top 3 factors which matter toyou.

OoOoo0Oo0ooao

The efficacy (quality) of the treatment

The cost of the treatment

The safety of the treatment

The acceptability of the treatment

Access to the treatment (complexity, patient education, suppo# needed)
Patients’ views and opinions

Do you face challenges in understanding the use of medical devices in your treatment? If
yes, please share the challenges and how we can improve them.
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13. Are you currently a member of a patient organization?
O Yes. Please proceed to complete both Part 2 and Part 3 of the survey

I No. Please proceed to complete Part 2 of the survey
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PART 2- ABOUT HEALTH TECHNOLOGY
ASSESSMENT AND EDUCATION

14. On a scale of 1-5, state how familiar you are in the
followingareas: (1 being not familiar at all, 5 being very
familiar)

S/N | Question- How familiar are you with 1 2 3

A Health Technology Assessment (HTA)

B The overall process of HTA

B Your influence/ role in the HTA process

C Implications of HTA decisions

D Stakeholders’ involvement in HTA

E Evidence requirements (clinical, economic,
social, legal, ethical, healthcare systems
impact)

F Presence or absence of HTA in your country

G Evaluation of medicines/ pharmacological
treatments (e.g. drugs)

H Evaluation of medical devices (such as
pacemakers, hip and knee prostheses,
diagnostic tests, stents, MRI machines)

I Evaluation of clinical interventions

J Evaluation of vaccines
K Evaluation of surgical interventions
L Evaluation of service delivery models

M Evaluation of population level health
interventions (prevention and
promotion)

15. Have you been part of any HTA discussion or processes?
O Yes. Please describe your role and experience
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O No. Do you know how to be participate and be involved in HTA?
o Yes
o No

16. Have you or your patient organization(s) participated in health policy discussions with
government or government agencies before (either through, or independent of, your
patientorganization)?

O Yes. If yes, please share high-level description of the topic and experience

O No.

17. Are you or your patient organization(s) involved in HTA training for patients/
caregivers/ patient organizations? If yes, please share some information:

No. | Title Duration | Primary mode | Core Topics
of
delivery

1

2

18. Have you attended any HTA training?
O Yes. Please share some information:

No. | Title Duration| Primary mode| Core Topics Organized by
of delivery

1

2

O No. Would you like to attend such courses:
o Yes
o No

19. Which of the following topics would you be interested in learning more about in the area
of HTA for medical devices? (please rank in terms of priority by indicating “1” to “7”
where “1” is the top priority and “7” being the least)
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O

What are medical devices and diagnostics, and how are they relevant to
patients and caregivers?

What is the current decision-making process to achieve reimbursement for medical
devices?

Basics of Health Technology Assessment (HTA) for medical devices

Role of HTA in healthcare systems and policy, and in providing patients and
caregivers with access to treatments

How HTA for medical devices is conducted (e.g. methods of HTA)
How HTA is applied or used in different countries across APAC

How HTA is related to patients and caregivers, and patient organizations and what
the is role of the patients and caregivers in the HTA process

Others, please indicate

20. What is/are your preferred mode(s) of training? (select as many as applicable) and duration:

Mode of training What to you is the optimal

duration for maximized
learning to go through each
individual topic in the
respective mode of training

(e.g. 1 hour, ¥ day,
1 day, 2 days)

O A.Videos

O B. Written materials (e.g. bulletins, guides, toolkits)

O C.In-person/virtual classroom teaching with group
work/ discussion

O D. In-person/ virtual lecture style teaching (e.g.
lecture, webinar)

O E. Online self-paced (e.g. e-learning modules)
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O Blended learning (any combination of the listed
modes of delivery from A to E)

O Others — please indicate:

21. Please provide any other suggestions to help us develop suitable HTA training materials
for patients/ caregivers/ patient organizations.
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PART 3-ABOUT YOUR PATIENT ORGANIZATION

(Please complete this part of the survey if you are a current member of a patient advocacy organization/ network, disease
society/association and/ or patient support group

22. Please provide information on the patient organization that you are part of:

No.| Full Name Country How long have How frequently are you What therapeutic Approx.
you been with involved in your role? E.g. To areas & diseases do Number
this patient attend meetings, discussions, to | the organization of
organization? participate in events, workshops,| advocate for? Members

projects, etc.

1 O Every week

0 Every month

O Few times a year

O Once a year

O Not at all

[ Others, please specify

23. What matters most to the patients and caregivers that your organization(s) represent(s)? Please select as many as applicable and rank the
top 5 in terms of priority by indicating “1” to “5” where “1” is the top priority and “5” is the least important.
O Patient Advocacy and Engagement

Patient Education

Gaining Access to Therapies

Gaining Access to Patient Support Groups

Safety and Quality of Care Provision & Service Delivery

Others — please indicate

OO0O0o0oao
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RELEASES
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Survey of Patient Awareness, Involvement & Learning Needs in
Global Health Technology Assessment (HTA)
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https://tinyurl.com/HTAChinese
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SingHealth Duke

Institute for
Patient Safety & Quality

Survey of Patient Awareness, Involvement & Learning Needs in
Global Health Technology Assessment (HTA)

The way that treatments reach patients and caregivers in Asia is changing. Governments now consider
whether making a treatment available makes sense in terms of its clinical and economic value —an evaluation
process known as health technology assessment (HTA). This presents an opportunity for patients and
caregivers to make their voices heard.

Patients’ input is becoming a standard requirement for some HTA evaluations. It can convey unmet needs,
limitations of current treatments, concerns about affordability and lived experience. These are crucial
considerations when undertaking an HTA and, ultimately, these can influence whether a treatment becomes
available to patients and caregivers.

Some of the difficulties in engaging patient support and advocacy groups might include being unaware of HTA,
being unaware of what their role might be, where they fit in the process, or how they might make their voices
heard. Given the importance of patient engagement in the HTA process, we seek to offer a training to impart
an understanding of HTA processes and how patients and caregivers can best get involved.

You can participate in this survey if you are a patient or caregiver or patient advocate, regardless of whether
you are currently a member of a patient advocacy organization/network, disease society/association and
patient support group.

Through this survey, we hope to gather feedback from you to tailor training materials that meet your learning
needs and that of patient organizations. This survey is expected to take approximately 20 minutes to complete.
Kindly complete the survey by 31 Jan 2022.

You may either click the URL link or scan the QR Code provided below to access the survey.

https://tinyurl.com/GlobalHTA
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