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Abstract: Problem statement: The goal of this study is to extend research on Evidence-Based
Practice (EBP) implementation by examining the decision-making processes for acquiring new health
technologies in selected hospitals in Southeast Queensland, Australia. Both a decision-making model
and a mini-Health Technology Assessment (HTA) model guide the approach and analysis in this
study. We anticipated that both public and private sector organisations would use HTA as the guideline
in decision-making processes to acquire new health technologies. Approach: The data were collected
using two methods; document analysis and in-depth, face-to-face interviews. The steps in decisionmaking processes to acquire new health technologies were identified through content and thematic
analysis. The HTA process and mini-HTA checklist were used as a bench mark for decision-making
processes. Results: Decision making processes were described as informal in not-for-profit private
hospitals and as formal in public hospitals. Decisions in not-for-profit private hospitals were driven by
business strategy and the cost effectiveness of the technologies. In the public hospital, however, the
main factors were safety and clinical effectiveness although budget also has some impact. Decision
makers in both types of hospitals were unclear about HTA and its agencies. They also were not aware
of mini-HTA, even though they were searching for a suitable support tool for decision making.
Conclusion: This study identified the impact of HTA and mini-HTA in public and private hospital
settings. Findings from this study show that the evidence from HTA is not fully utilised by decision
makers in the hospitals to make informed decisions. Health authorities should play a more active role
in educating decision makers at hospital level regarding health technology assessment. Mini-HTA can
be a beneficial tool for decision making processes at hospital level.
Key words: Health technology assessment, mini-HTA, decision making process, not-for-profit
private hospital, public hospital, decision support tool
INTRODUCTION

The main purpose of HTA is to offer policy makers
and funders, health professionals and health consumers
essential information to recognize the advantages and
comparative value of health technologies and to make
informed decisions either on policy, funding or clinical
issues (Australian Government, 2009).
However, concerns have been expressed about the
capability of HTA agencies to enhance the use of their
findings by decision makers and target audiences
(Lehoux et al., 2005). This issue led HTA agencies to
conduct experiments with different knowledge transfer
strategies and evaluate their varying effectiveness
(Hivon et al., 2005).
The concern now is that knowledge generated from
HTA is still not incorporated as it should be into
political, organizational and clinical decisions (Gagnon
et al., 2006). Extensive studies have been conducted to

Health technology undoubtedly produces many
benefits in patient care and quality of life. However,
there are concerns about the adoption of untested
technologies, increasing health care expenditure and an
unavoidable growth in end-user expectations. These
concerns have led to increasing interest in Health
Technology Assessment (HTA) over the last 20 years
(Stevens et al., 2003). HTA is broadly based in terms of
both its methods and applications. It can contain
assessments of cost, effectiveness, safety, efficacy, and
cost-effectiveness, as well as covering organisational,
social, ethical and legal implications. It can be applied
to equipment, drugs and procedures, as well as the
organisational and support systems. It can include
existing as well as new or emerging technologies (Haas
et al., 2008).
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Yet, studies show that the HTA findings are still
not optimally disseminated to decision makers
especially at institutional and individual levels
(McGregor, 2006; Sorenson et al., 2008). McGregor
suggested that ‘Possible explanations for this finding
are that the HTA process lacks the necessary
mechanisms to translate evidence into policy and that
there is inadequate contact of HTA producers with the
decision makers who use them’.
Hospital-based HTA or “mini-HTA” has been
recognised as one strategy to incorporate HTA into the
decision making process at hospital level. Mini-HTA is
a management and decision support tool based on the
reasoning involved in HTAs. The concept of mini-HTA
was introduced by the Copenhagen University Hospital
and in 2000, the Danish Centre for Evaluation and
Health Technology Assessment (DACEHTA) prepared
a form and a guide to the acquisition of medical devices
for hospitals. Since then mini-HTA has developed as a
standardised form, or check list, with a number of
queries relating to the prerequisites for and implications
of using (new) health technology (Vestergaard et al.,
2005). Mini-HTA can be used both for applications for
equipment and for the introduction of new treatments
(Ehlers et al., 2006). It can be conducted in a short time
frame and gives an input for decisions at the time when
needed (Vestergaard et al., 2005).
Most previous studies related to new health
technologies focus only on the decision making
environment in public health institutions (Mullen,
2004). With the increase in demand from consumers,
public hospitals are not the only providers; the
emergence of private health institutions has become
inevitable. Private hospitals consist of single hospital
operators, not-for-profit organisations, private health
insurance funds and large listed public companies. In
Australia, not-for-profit private hospitals are owned by
religious, charitable, or community institutions (Perrott
and Hughes, 2005). This study investigated decision
making processes for introducing new health
technologies in both public and not-for-profit private
hospitals.
This research addresses three main questions:

find out the most effective dissemination strategies that
should be used by HTA producers (Haines et al., 2004).
However, there are remarkably few studies on the
effectiveness of dissemination strategies from the users’
viewpoint (Hivon et al., 2005).
Hospitals as providers of healthcare are the main
buyers of equipment and they provide the bulk of
costly, high-technology services, thus they are most
important users. Also, ‘HTA can be used by hospitals
for guiding difficult choices, especially in balancing
organizational and community needs’ (Banta and
Oortwijn, 2000).
The problem of unlimited demands in a situation of
limited resources must lead to prioritization in health
care systems. This problem has become acute in today’s
world of rapidly emerging advanced technology and
extensive investigation is constantly being undertaken
to find solutions to problems relating to health service
priorities (Leggat et al., 2006). The need to set priorities
is directly related to the problem of decision making
(Gallego et al., 2008). The fundamental feature of
decision making lies in the formulation of alternatives
to meet the situation under consideration and in
choosing between these alternatives, after evaluating
their effectiveness in achieving the decision maker’s
goals and objectives (HBSP, 2006).
The decision making environment in health care
systems has been described as different and complex
(Gallego, 2006). Decisions in health care can involve
clinical decisions such as patients choosing treatments, or
they can also involve health care policy makers such as
those relating to the Pharmaceutical Schedule
(PHARMAC) (Gallego, 2006).
The problem of priority setting is still under
ongoing debate and there is little consensus on the best
method to carry it out (Kapiriri and Norheim, 2004).
Also there is no consensus to date on what are the
optimal criteria for setting priorities related to choosing
new health technology. Noorani et al. (2007) have
identified 59 unique priority-setting criteria in their
review of eleven HTA agencies. These sets of criteria
are undoubtedly useful for the decision makers when
evaluating new health technology for adoption
(Johnson-Masotti and Eva, 2005). However, to get the
information about whether the health technology under
consideration complies with the listed criteria, decision
makers must turn to HTA. Sanders argues.
The key issues governing decisions regarding the
appropriate adoption of health technologies are the
cost-effectiveness and efficacy of the technologies; this
is where decision and policy makers turn to Health
Technology Assessment (HTA)’ (Sanders, 2002).

•
•
•

How is a decision on acquiring new health
technologies made?
Do decision makers use HTA as a decision support
tool?
Are there any differences between public and notfor-profit private hospitals in using HTA in their
practices?
MATERIALS AND METHODS

Two studies-one using document analysis and the
other using semi-structured in-depth face-to-face
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interviews-were conducted between May to December
2010.

were made. Segments or paragraphs were coded and
labelled. Coded segments were then compared to find
similarities of ideas and events. The processes were
repeated until all comments were assigned into
categories (Silverman 2004).

Research setting: The study took place at hospitals in
South East Queensland, Australia. A multiple case
study method has been applied rather than random
sampling, due to the difficulty of getting agreement to
participate from all hospitals in South East Queensland
within the research timescale. Four hospitals were
selected using a convenience sampling method. Three
were not-for-profit private hospitals and one was a
public hospital.

Ethics: This study was approved by Griffith University
Human Research Ethics Committee and was further
endorsed by Queensland Health Metro South Human
Ethics Committee. All participants signed written
consents before participating. The interviews were all
de-identified and the confidentiality of all data was
ensured through password protected procedures.

Participants and recruitment: Documents related to
decision-making processes for introducing new health
technologies were collected from all hospitals. The
documents collected included product review forms,
and examples of business cases. Minutes of meetings,
although potentially relevant in the decision making
process for acquiring new health technologies, were
excluded as they were confidential.
Interviews were conducted with decision makers
who were directly involved in the decision making
process for acquiring new health technologies in these
four hospitals. Twenty-one interviews were conducted;
ten with administrative managers, six with nurse
managers and five with medical managers. The
participants were chosen by using an organisational
structure framework and a list of key decision making
roles provided by the General Managers of the
hospitals.

RESULTS
The results presented here are from the two data
sources; documents and interviews.
Hospital demographics: Four hospitals participated in
this study. Three are not-for-profit private hospitals and
one is a State funded public hospital. All hospitals serve
the population of South East Queensland. Because of
confidentiality, the hospitals are coded as Private A,
Private B, and Private C for the not-for-profit private
hospitals and Public for the public hospital. The sizes
of hospitals are provided in Table 1.
Health technology assessment at hospitals: None of
the hospitals conduct specific health technology
assessment. They have a product review committee to
evaluate new products they want to acquire. However,
these are not formal committees, except in the public
hospital, where it is still in an early stage of
development. In the public hospital, this committee is
part of the hospital structure and has a formal meeting
scheduled for once a month.
Two hospitals, Private C and Public, use
standardized product evaluation forms when they need
to assess a new product prior to introduction. On the
other hand, Private A and Private B have a range of
different forms depending on the purpose of the
evaluation, for example, a ’new or alternative product
trial’ form and ’consumable product evaluation’ form.
However, all hospitals in the study are using
business case analyses to analyse the cost effectiveness
of the more expensive products. Table 2 summarises
the criteria the hospitals use for analysis and compares
these with the mini-HTA criteria.

Data collection and analysis: The documents were
analysed using a comparative method, comparing the
documents collected from hospitals with a mini-HTA
checklist produced by the Danish Centre (DACEHTA).
The mini-HTA checklist from DACEHTA was used as
a benchmark because of its worldwide recognition as a
decision making support tool. Similarities and
differences between items in the product review form
and the business case with the mini-HTA checklist were
noted.
The interview guide was developed to ensure the
capture of pertinent information and structural
similarity of each interview. The guide consisted of
four parts; decision making processes, evaluation
processes, perception of HTA, and implementation and
future improvement. The participants signed a consent
form before the interview. The interviews were
recorded with permission from the participants. The
recorded interviews were transcribed by the
interviewer. Transcripts were read through, and notes
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Table 1: Hospital demographics
Private A
Bed No.
286 beds
Staff No.
1450 employees
Services
Medical and
Surgical Services

Private B
149 beds
485 employees
Medical and
Surgical Services

Table 2: Summary of criteria used for health technology assessment
Mini-HTA
Private A
Standardize form
Yes
No
for HTA checklist
Main issues assess
Technology
Technology
in the form:
Patient
Workplace health
Organization
and safety issues
Economy
Change
management
Cost analysis

Decision making process: The respondents from
Private A and Private B described the current process as
“informal”, though they do have a committee to review
the requests. Respondents from Private C and Public
hospital described the processes in their hospitals as
“formal”.
The costs of the new technologies determine the
complexity of the decision processes. The department
managers have the authority to make decisions for new
technologies that cost less than AUD$1,000. If the
product costs are more than AUD$1,000, the requester
has to prepare a business case and present it to the
executive committee. There are also product review
forms to be completed when requesting new
technologies. If they are small cost items (less than
AUD$1,000) or simple modifications in procedure,
usually they will just introduce the new technologies
immediately at the department level without further
discussion with senior executives. However, for
expensive new technologies or technologies or
procedures that can affect business strategies, decision
making is in the hands of senior executives. For both
types of hospitals, the decisions were made collectively,
but the final decisions are made by the General
Managers in the private hospitals or Executive Director
in the public hospital. In the public hospital, the ethics
and legality of the technologies also affect the
decisions.
For not-for-profit private hospitals, doctors have a
major influence on decisions to introduce new
technologies. The significance of the doctors’ demands
reflect the fact that the doctors bring customers to the
hospitals. The patients or customers will usually go
where their doctors go. As one interviewee put it:

Private C
58 beds
110 employees
Medical and
Surgical Services

Public
302 beds
1972 employees
Medical and
Surgical Services

Private B
No

Private C
Yes

Public
Yes

Technology
Workplace health
and safety issues
Cost benefits
Clinical and
financial risk

Technology
Projected use
of the product
Quality and safety
Cost analysis

Safety
Effectiveness
Clinical Feasibility
Issues related to access
and equity and legal
and ethical implication
Cost analysis

sometime put pressure on us to buy the new
technology.”
As for public hospitals, doctors are also the main
instigators but their requests can be declined if the
technology that the doctor requests is too expensive, or
is not yet clinically proven. Other instigators in public
hospitals include the need to replace out-dated
technologies; and also instructions from the State
Health Department (Queensland Health) that the
hospital has to follow.
The processes can flow from top - down or from
the bottom - up. Both types of hospitals are part of a
bigger parent organization. Sometimes, the parent
organizations at corporate level will instruct these
hospitals to acquire certain new technology and they
will have to follow such a top-down decision. However,
the requests can come from doctors or nurses. The
requesters typically go to the department head and
make their request. Usually the department head will
ask the requester to fill up the specific form, such as
product review form, and find out all the information
needed, such as the cost-benefit, the product quality, the
effectiveness, and the safety issues. Then the form will
go back to the department head, and if the product
request is an inexpensive product, is not complicated to
be introduced and is low risk, the department head will
make a decision at his/her level.
However, if the product involved is high risk and is
complicated it will go through the product review
committee in the public hospital and executive
committee in the private hospitals. Furthermore, if the
cost involved is high, the requester must prepare a
business case, which usually goes further up the
organizational structure to the corporate level of the
parent organizations. In private hospitals, the executive
committee has the power to make decisions even

“a fair amount of the new technology is
introduced to us from the doctors and they can
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an open and innovative organisational culture was
critical as a facilitator for the adoption of new health
technologies, whereas limited resources and space were
seen as major barriers. Respondents did not view
human resources as a factor, because staff can be
trained and up-skilled:

though the cost involved is high, but for the public
hospital, the decision is made at the corporate level of
the parent organization, if it involves high cost items.
The evaluation mechanism: the private hospitals
stated ‘cost and business strategy’ as their most
important criterion for evaluation, in contrast to the
public hospital that stated ‘patients’ safety’ as the most
important criterion. All hospitals stated the requestor(s)
and the vendor(s) as their sources of information,
nevertheless other sources of information were also
quoted, such as other hospitals, journal articles,
conferences and seminars:

“The culture of the organisation is very open
and I think that the staff members and the
people who…like doctors and everything …
they’re also quite comfortable in suggesting or
being willing to try, they don’t feel hampered
in any way that they will get a ‘no’ answer.
They know they will have a collaborative and
sort of open discussion about new technology.
So the culture is one of ... I guess... supportive
of new equipment and procedures when those
things come in”.

“We contact other hospitals…. We do that
frequently…and ask them about the equipment
that we have nothing to do with before…we go
through the references, read articles....”

However, the participants from the Public hospital
believed that bureaucracy is also an important barrier to
the introduction of new technologies. Resistance to
change among the staff is another barrier.
In terms of future improvement, 90% of the
decision makers in the Private hospitals believe that the
decision making process should be more structured,
because structured processes ensure that the decisions
are supported by facts and will reduce unfairness and
prejudiced responses.
Participants also spoke about timely information,
they want the information be there when they need it,
not one of two years afterwards because the
technologies are rapidly change and after one or two
years there will undoubtedly be a newer technology
available.
Participants also believe it would be valuable if
they could get information on new technology from an
independent body, such as HTA agencies.
The participants from public hospitals suggested that
the product review committee members in their hospital
should have more variation in membership so as to
include representatives from doctors, nurses, pharmacies,
and administrators, and not just from nurses.

Neither private nor public hospitals have a specific
or formal guideline for new health technology
evaluation. In the public hospital, the guidelines are
largely undeveloped and they are still at the design
stage of the evaluation form.
Perceptions of Health Technology Assessment
(HTA): At the public hospital, HTA is a requirement
for new health technology decision making.
Queensland Health has produced a policy stating that
decision making for health technology must follow
HTA guidelines, however it is still very new and the
implementation stage is still in its infancy. In private
practice, the HTA is not a requirement for new health
technology decision making, though participants agreed
that HTA could be a valuable tool for decision making.
Decision makers from both types of hospitals were
unfamiliar with the HTA and mini-HTA; both the term
and the guidelines. However, the decision makers have
searched for good guidelines or forms that they can
adapt in order to have a more structured decision
making process. They believe it would be a good idea
to make HTA a formal requirement in the decisionmaking process for introducing new health technologies
in their hospitals. They also state that HTA has met
their expectation of what HTA should be:

DISCUSSION

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

The public hospital in this study has taken steps to
ensure more evidenced-based decision making. Based
on instructions from Queensland Health, the executives
at the public hospital took the initiative to develop an
HTA guide or form to assist in new health technology
decisions and priority settings. The evidence they
sought was patient-oriented.

Facilitators and barriers for new health technology
adoption and future improvement: The majority of
the respondents from both types of hospitals stated that
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Hospitals also should have at least an HTA officer
if not one specific unit or department. This officer
should have a good knowledge of HTA, such as what it
is, how to conduct HTA at the hospital and where to
find the required information. This position could
provide an independent assessment for new
technologies that the hospital may want to introduce.
With this in mind, the information gathered will not be
biased and the more evidence based decision processes
will be employed.

In the not-for-profit private hospitals, however, the
processes are ‘informal’ and many aspects of the
decision making process did not comply with evidencebased decision making. For example, the evidence
taken under consideration are not comprehensive, with
cost and business strategies being the key deciding
factors.
The impact of HTA as a support tool for decision
makers at institutional level is still relatively minimal.
Most decision makers, private and public, are not aware
that there are independent bodies, such as HTA
agencies worldwide where they can get unbiased
information on health technologies. Such international
HTA bodies as International Network of Agencies for
Health Technology Assessment (INAHTA) and Health
Technology Assessment International (HTAI) are
unfamiliar to them. On the other hand, they are more
familiar with agencies in Australia such as the
Therapeutic Goods Administration (TGA), Medical
Services
Advisory
Committee
(MSAC)
and
Pharmaceutical Benefit Advisory Committee (PBAC),
because these agencies are a regulatory agencies and
usually they have to comply with these agencies
regulations regarding health technologies before they
can introduce them in their hospitals. The limited use of
such evidence might lead to less than well informed
decision making, which, in turn, might have an impact
on patients.
More effective strategies for disseminating the
HTA evidence to decision makers should be employed
by HTA agencies and associated regulatory bodies.
More structured decision making processes for
introducing new health technologies at the hospital
level should be developed and introduced. Hospital
authorities can use a formal HTA form, guide or
checklist to assess new technologies but such a form
should reflect the reasoning behind HTA, namely:
technology, patient, organization and economy.
Hospitals could refer to the `mini-HTA’ form as a bestpractice guideline when creating their own HTA form.
A recent initiative from Queensland Health
instructs the hospitals under its jurisdiction to create a
standardised procedure for decision making processes
to introduce new health technologies. As yet, however,
no standardised process has been introduced and every
hospital must create its own process, based on the
available best practice. In Danish hospitals, it has been
proven that mini-HTA is a good tool to address this
issue (Kidholm et al., 2009). It can be argued that the
mini-HTA form should be introduced more rigorously,
because it is adaptable and can become the best
available tool for decision making processes to
introduce new health technologies.

CONCLUSION
There is still a long way to go to develop an
efficient and effective process to translate research
evidence into practice. There are, however, a number of
strategies that the regulatory bodies and HTA agencies
can use to make sure the new health technologies are
introduced in the best interests of the patients. One such
strategy is to introduce mini-HTA or hospital based
HTA. This would mean that the assessment hospitals
undertake on new health technology before deciding to
introduce it, would be based on the same criteria as the
HTA reasoning: technology, patient, organisation, and
economics, and not just for economic or profit oriented
reasons alone.
Evidence from Demark and other countries
suggests a demonstrable need for local HTA tools at
hospitals (Ehlers et al., 2006). The mini-HTA can
become such a tool with a format that is flexible enough
for local adaptation, to meet local needs (Vestergaard et
al., 2005). Health authorities and parent or corporate
bodies overseeing the private health sector should
strongly promote the introduction of mini-HTA in
hospitals, public as well as private.
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