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Abstract

Introduction:Health technology assessment (HTA) is an area that remains less implemented in
low- and lower middle-income countries. The aim of the study is to understand the perceptions
of stakeholders in Uganda toward HTA and its role in decision making, in order to inform its
potential implementation in the country.
Methods: The study takes a cross-sectional mixed methods approach, utilizing an adapted
version of the International Decision Support Initiative questionnaire with both semi-structured
and open-ended questions. We interviewed thirty key informants from different stakeholder
institutions in Uganda that support policy and decision making in the health sector.
Results: All participants perceived HTA as an important tool for decision making. Allocative
efficiency was regarded as the most important use of HTA receiving the highest average score
(8.8 out of 10), followed by quality of healthcare (7.8/10), transparency (7.6/10), budget control
(7.5/10), and equity (6.5/10). Therewas concern that some of the uses ofHTAmay not be achieved
in reality if there was political interference during the HTA process. The study participants
identified development partners as the most likely potential users of HTA (66.7 percent of
participants), followed by Ministry of Health (43.3 percent).
Conclusion: Interviewed stakeholders in Uganda viewed the role of HTA positively, suggesting
that there exists a promising environment for the establishment and operationalization of HTA
as a tool for decision making within the health sector. However, sustainable development and
application of HTA in Uganda will require adequate capacity both to undertake HTAs and to
support their use and uptake.

Introduction

Priority setting is a key aspect of attaining universal health coverage (UHC) (1). UHC is commonly
interpreted as people and communities receiving the health services they need without experien-
cing financial hardship, no matter who they are or where they are (2). Many low- and middle-
income countries (LMICs) are aiming to achieve UHC by 2030, introducing reforms, for example,
to remove financial barriers to care and eradicate the financial burden to the patients and their
households. Some of the countries enactingUHC-relevant reforms include among others, Vietnam
(3), China (4), Ghana (5), Uganda (6), and Zambia (7).

Many UHC reforms in LMICs are focused at increasing the available resources for the health
systemwhile reducing out of pocket expenditure on health (8). This leaves out the element of how
the resources are spent, the purchasing function of the health financing building block of the
health system. This includes the process by which funding priorities are made (priority setting for
health). As countries grapple with increasing resource constraints with many emphasizing the
need tomaximize value formoney, current institutional structures are often inadequate to support
the efficient allocation and use of available resources (9).Most decisions (including priority setting
decisions) are made in ad hoc and implicit manner (10;11). However, some countries have made
progress in this space through incorporating evidence-informed decision making (EIDM)
approaches in health policies as a means to effectively and efficiently respond to the health needs
of served populations. TheWorldHealth Organization (WHO) defines EIDM as a systematic and

International Journal of
Technology Assessment in
Health Care

www.cambridge.org/thc

Policy

Cite this article: Mayora C, Kazibwe J,
Ssempala R, Nakimuli B, Ssennyonjo A,
Ekirapa E, Byakika S, Aliti T, Musila T, Gad M,
Vassall A, Ruiz F, Ssengooba F (2023). Health
technology assessment (HTA) readiness in
Uganda: stakeholder’s perceptions on the
potential application of HTA to support
national universal health coverage efforts.
International Journal of Technology Assessment
in Health Care, 39(1), e65, 1–9
https://doi.org/10.1017/S0266462323002635

Received: 13 May 2023
Revised: 02 August 2023
Accepted: 22 September 2023

Keywords:
health technology assessment (HTA);
perception and experiences; Uganda; decision
making; priority setting; low and middle
income countries

Corresponding author:
Joseph Kazibwe;
E-mail: Joseph.kazibwe@lshtm.ac.uk

C.M. and J.K. are joint first authors.

© The Author(s), 2023. Published by Cambridge
University Press. This is an Open Access article,
distributed under the terms of the Creative
Commons Attribution licence (http://
creativecommons.org/licenses/by/4.0), which
permits unrestricted re-use, distribution and
reproduction, provided the original article is
properly cited.

https://doi.org/10.1017/S0266462323002635 Published online by Cambridge University Press

https://orcid.org/0000-0002-8315-1503
https://orcid.org/0000-0002-5688-5835
https://orcid.org/0000-0001-5183-3959
https://doi.org/10.1017/S0266462323002635
mailto:Joseph.kazibwe@lshtm.ac.uk
http://creativecommons.org/licenses/by/4.0
http://creativecommons.org/licenses/by/4.0
https://doi.org/10.1017/S0266462323002635


transparent approach that applies structured and replicable
methods to identify, appraise, and make use of evidence across
decision-making processes, including for implementation (12).

The WHO asserts that priority setting decisions should be
informed by the best available evidence from research, as well as
other factors such as context, public opinion, equity, feasibility of
implementation, affordability, sustainability, and acceptability to
stakeholders (12). Countries in the global south have increasingly
introduced EIDM mechanisms such as health technology assess-
ment (HTA); or at least expressed a desire to do so (13–15).

HTA has been defined as a multidisciplinary process that uses
explicit methods to determine the value of a health technology at
different points in its lifecycle (16). The purpose is to inform
decision making in order to promote an equitable, efficient, and
high-quality health system (17). HTA has been highlighted by the
WHO as one of the tools that can propel countries toward UHC if
implemented. Examples of countries recently introducing HTA in
decision making include Ghana (15;18), India (19), Kenya (20),
Indonesia (21), and the Philippines (22). Uganda is committed to
the achievement of UHC by 2030 through strengthening the health
system and its supportmechanismswith a specific focus on primary
health care (23). TheMinistry of Health (MoH) sees HTA as one of
the tools that can enable the country make further progress
toward UHC.

Uganda, a country located in East Africa, is a low-income
country with a gross domestic product per capita of USD 883.9
(24) and a population of 47 million as of 2021 (25). The Ugandan
health system is decentralized from MoH to the districts but with
the financing still largely controlled by the central government,
there is little allocative authority available to the districts. The
MoH is responsible for policy formulation, planning, quality
assurance, epidemic response, international relations, resource
mobilization andmonitoring, and evaluation.Most decisionmak-
ing takes place at the ministry level. Resource allocation at
national level is done every financial year by the Ministry of
Finance Planning and Economic Development (MoFPED) to
different sectors, that is, ministries, departments, and agencies
(MDAs) like MoH based on the government priorities and fiscal
space. Each MDA is then required to prepare a budget framework
paper attaching the allocated resources to specific program out-
puts and activities.

The budgetary allocations to the health sector have been increas-
ing over time from 560 billion Uganda Shillings (UGX) (USD
219.2 million) in the financial year (FY) 2010/11 to 911 billion
UGX in 2018/19 (USD 244.4 million) (26). However, the MoH
budget as a share of the total government budget has been showing
a downward trend even before COVID-19 pandemic. The budget
declined from 11.2 percent in 2004/5 to 5.1 percent in 2020/21 (27).
There was an increase to 7.5 percent for FY 2021/22 after the start of
COVID-19 (28). Out-of-pocket expenditure on health as a propor-
tion of the national current health expenditure remains high at
40 percent as of FY 2018/19 (29;30).

Uganda has a total of 6,937 health facilities and clinics at
different levels in 128 districts (31). The biggest share of all health
facilities is government owned at 45.16 percent (3,133); another
14.44 percent (1,002) are private and not-for-profit (PNFP), 40.29
percent (2,795) are private for profit (PFP), and 0.10 percent
(7) community-owned facilities. Uganda has made improvements
in healthcare coverage in recent years. The Government of Uganda
planned to have at least 85 percent of the population living within
5 kilometers of a health facility by 2020 from 75 percent as of 2015
(32). This target, however, has not yet been achieved (33).

The International Decision Support Initiative (iDSI), a global
network of priority setting support institutions and experts,
received a request from the Ugandan MoH to facilitate the institu-
tionalization of HTA in the country (34). Institutionalization of
HTA involves the establishment and operationalization of HTA
structures and processes that enable the sustainable production and
utilization of HTA evidence. Following a literature review, we did
prior to this study; we did not find any evidence of past HTA efforts
at national level.

As an initial step, and to inform any strategy to implement HTA
in Uganda, a situational (or landscape) analysis that examines
existing priority setting approaches and the potential capacity to
use evidence in decision making was considered necessary. The
present study, a component of a wider situational analysis, aimed to
understand the perceptions of stakeholders inUganda towardHTA
to inform HTA implementation in the country.

Methods

Study design

This is a cross-sectional mixed methods study utilizing a question-
naire with both semi-structured and open-ended questions.

Data collection tool

The iDSI HTA situational analysis survey questionnaire (35) was
used to collect data from key informants. The questionnaire was
selected because it has previously been used in a survey of sub-
Saharan African countries and also in a more in depth study
focused on Nigeria (36). The questionnaire was adapted to the
Uganda setting and used to collect the primary data. Two forms
of adaptation were carried out, adaptation to improve comprehen-
sion and adaptation to improve coverage. The adaptation to
improve comprehension involved replacing general terms with
specific terms for example changing “your country” to “Uganda.”
Adaptation to improve coverage involved making additions to
original/source questions to get more specific answers from the
respondents such as asking the respondents to give examples. No
language translations were done. The adaptation of the tool was
done during a 1-day virtual workshop organized by the research
team consisting of members from Makerere University School of
Public Health (MakSPH), MoH, and iDSI (co-authors on this
study). The questionnaire is divided into two parts: a closed ended
(quantitative) series of questions focused on the uses and import-
ance of HTA; and an open-ended questionnaire section that seeks
information on the need, demand and supply of HTA. The quan-
titative sections score the importance of HTA in a number of
dimensions: achieving allocative efficiency; quality of care; trans-
parency in decision making; budget control; and equity. The scores
ranged from 0 to 10, where 0 is “not important” and 10 is “very
important.” The key informants were expected to answer both the
quantitative and qualitative sections of the questionnaire. The
questionnaire was pretested among five non-key informants at
the MoH to ensure that the questions were clear and uniformly
understood by the people answering them.

Study participants

Participants were people in decision-making positions within their
organizations or institutions. A total of thirty-three key informants
were identified and invited to participate in the study. They were
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purposively selected to represent a variety of stakeholder institu-
tions involved in policy making in the health sector which are likely
to utilize and supply HTA evidence. The selection of the key
informants was based on expertise, experience, and role in the
decision making and resource-allocation/prioritization processes
in the health sector at both regional and national level. The key
informants were identified through a rapid literature review, and
consultations with the MoH. The key informants included: repre-
sentatives of the professional councils; district health officers;
development partners; government institutions such as the
National Drug Authority; investigators at academic and research
institutions; development partners and non-governmental organ-
izations (all of which were civil society organizations, CSOs). The
interviews took place between January and March 2022.

Administration of the questionnaire

Appointments were made with the participants prior to the inter-
view day. The interviews were conducted either in person or
virtually via Zoom taking into account the key informant’s prefer-
ence and the existing COVID 19 guidelines in the country at that
time. The questionnaire was interviewer-administered. All inter-
views were recorded. In addition, the interviewer took notes during
the interview which were handed over to the principal investigator
after the interview for referencing during analysis.

Data processing and analysis

The recorded interviews were transcribed. The quantitative data
were cleaned and descriptively analyzed usingMicrosoft Excel. The
data were summarized narratively in addition to using tables and
graphs.

The qualitative data were analyzed using the inductive thematic
analysis method (37) taking the constructionist thematic approach.
This involved reading the transcripts several times to identify
meaningful statements that were coded. The codes were then
categorized. The meaningful statements were reported to provide
context and explanation to the quantitative data. Validation of
results was done through a meeting with the stakeholders.

Ethical considerations

This study was reviewed and approved by the MakSPH Higher
Degrees Research and Ethics Committee (HDREC), approval num-
ber SPH-2021-151. The study was registered with the Uganda
National Council of Science and Technology. Ethical approval
was also sought from and granted by the London School of Hygiene
and Tropical Medicine Ethics Committee (LSHTM Ethics Ref:
26615). During data collection, ethical principles were upheld in
the study including: (i) maintaining the level of confidentiality;
(ii) informant’s participation was voluntary; (iii) obtaining written
informed consent; and (iv) no study materials contained names or
other explicit identifiers of participants.

Results

A total of thirty stakeholders from governmental, non-governmental,
and private sector institutions were interviewed to understand their
perceptions toward the use of HTA in decision making. Supplemen-
tary Table S1 shows the list of institutions from which the key
informants were selected.

Proportionately, the key informants included in this study
reflected a balanced representation of the supply and demand side
of HTA in the country. The supply side of HTA was mostly repre-
sented by academic institutions (n = 5) while the majority of key
informants on the demand side were government ministries (n = 8).

The results are presented under the following four themes based
on the analyzed data: (a) perceived use of HTA, (b) areas that
require HTA urgently, (c) potential users of HTA outputs, and
(d) perceived level and type of HTA evidence needed by major
stakeholders.

Perceived use of HTA

The stakeholders perceived achieving allocative efficiency, quality
of care, transparency in decision making, budget control, and
equity as key uses of HTA. Each of these aspects had average scores
greater than 6 out of 10 (where 10 indicates the use is “very
important”). Allocative efficiency was scored as themost important
use of HTA gaining an average score of 8.8. Figure 1, a graph
showing the average scores awarded to each of the HTA benefits.

Value for money and optimal use of resources were common
reasons provided for scoring allocative efficiency highly. HTAs
were viewed by many as a way of getting the best value from the
available resources enhancing the efficiency of the health system.
For example, one of the key informants mentioned that there was a
mismatch between the amount of resources allocated to the differ-
ent levels of health facilities and the services the health facilities are
expected to provide. The informant indicated that HTAwould help
prevent such scenarios.

“Health center IV, we give resources in the same way that we
give… other lower-level facilities, and yet you know very well that
almost 30 percent of these health centers are not carrying out
operations but they are getting money like the health center IVs
which are having like sixty or fifty operations per month. So, there
you are not allocating your resources efficiently. There is no alloca-
tive efficiency in that aspect. So, it means that you need to have that
information and you need to develop that criterion, the whole of that
formula then you can be able to say that you can efficiently allocate,
we must be conscious of what we are doing….” Key informant (K3)

Others emphasized the need for transparency in decision mak-
ing to ensure that the resource allocation is aligned with the main
problems from the communities’ perspective. A key reason for
adopting HTA was that it would help improve the quality of
health care.

“Improving the quality of healthcare, …… requires having in
place tools that can help you to continuously assess and identify the
gap on a regular basis. So, if you go manual, you cannot get all the
information and analyze it in time and triangulate and give you a
good assessment of the different perspectives of quality…. HTA can
assist in ensuring provision of quality services.” Key informant (K9)

“Why would I give it [improving quality of healthcare] a higher
score… because interventions implemented based on evidence are
less prone to embezzlement. …, resources are put to their best use.”
Key informant (K23)

Despite a high score on the need for HTA, many respondents
acknowledged that there could be a less-than-optimal use of HTA
in actual decision making due to political pressures and other
considerations. For example, limited resources and capacity may
not support the actual use of evidence in practice.

“I will give it about 8 (allocative efficiency), because as much as
you can have the assessment [HTA] done, …when it comes to
decision making, there are other factors that also influence things
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like political decisions, interests and all that. It is good, but you
cannot rely on it 100 percent.” Key informant (K9)

Areas that require HTA urgently

Each respondent was asked to identify three technology
(or intervention) areas that they thought urgently required HTA.
A number of areas were identified including medicines, medical
devices and diagnostics, public health programs, vaccines, screen-
ing programs, and service delivery incentives (Figure 2).

The assessment of medicines was identified as the area HTAwas
most urgently needed (eighteen respondents (60.0 percent)), fol-
lowed by medical devices and diagnostics (sixteen respondents
(53.3 percent)), and vaccines (twelve respondents (40.0 percent))
in third place (Figure 2).

Most respondents highlighted that these technology areas
are expensive relative to the limited available resources. Other
issues noted by respondents included the use of expensive first
line drugs by Ugandan health providers, especially in the pri-
vate sector, despite the availability of more affordable alterna-
tives.

“… these are things (medicines, vaccines, and medical devices)
which are common in a health system service delivery and because
they are there, we interface with them whether you are a patient or
not. […] The diagnostic devices [….], people are taken advantage
of with these devices so I think to help the user, these need to go
through HTA process and government or the country makes a
statement on the various diagnostics; then the private sector is
unlikely to take advantage of the population…….” Key informant
(K10)
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Potential users of HTA outputs

Respondents were asked for the likely users of HTA outputs.
Figure 3 shows the frequency of perceived likely users of HTA
outputs in Uganda.

Development partners were perceived to be most likely users of
HTA output (twenty of thirty respondents) followed by the MoH
and its subsidiaries (thirteen of thirty). Only five respondents
perceived pharmaceutical and private firms as potential users of
HTA outputs, while CSOs, community and research institutions
were seen as potential users of HTA output by less than five
respondents.

“Donors are good consumers of this data (HTA evidence); it can
help with allocating the limited resources that are usually available.
They focus more on the top priority.” K8

Perceived level and type of HTA evidence needed by major
stakeholders

Respondents scored the extent to which the different type of
HTA outputs are needed by the major categories of stakeholders
(Figure 4).

All the different potential HTA outputs (relating to safety,
efficacy, effectiveness, economic and social/ethical concerns) are
seen to be needed and helpful to all categories of stakeholders
(Table 1). All the outputs were scored at least five out of ten for
each category of stakeholders. ‘Efficacy’ was scored at 5/10 for the
CSO and community stakeholders.

The CSO category of stakeholders was perceived to be the most
interested in safety-related outputs of HTA (10.00/10) followed by
research and academic institutions (9.25/10), and the MoH and its
subsidiaries (9.00/10). Research and academic institutions were
identified as the most interested in efficacy aspects (9.50/10) fol-
lowed by pharmaceutical and private firms (9.33/10). TheMoH and
its subsidiaries was identified as the stakeholder most interested in
effectiveness outputs of HTA (9.53/10) followed by pharmaceutical
and private firms (9.33/10). The CSOwere perceived to be the most
interested in economic-related HTA outputs (10 out of 10), fol-
lowed by development partners (9.37/10). The ranking of the
interest of the stakeholders in social/ethical concerns was similar
to the interest in economic evidence.

Discussion

This study shows that HTA stakeholders (decisionmakers) on both
the supply and demand sides of HTA perceive HTA as an import-
ant tool for decision making within the health sector in Uganda.
According to this study, seeking allocative efficiency is the most
important goal when implementing HTA, and medicines were
identified as the main technology area where the application of
HTA type analyses were long overdue. Notably, development part-
ners were perceived to be the most likely users of HTA outputs. To
the best of our knowledge, this is the first HTA situational analysis
carried out in Uganda.

Resource allocation was perceived as the most prominent use of
HTA according to the stakeholders in Uganda. This is consistent
with findings in India (35) and Nigeria (36) where similar surveys
have been done. HTA has been taken to be synonymous with cost
effectiveness (38) and limited to the end result of resource alloca-
tion or some assessment of value-for-money. However, HTA argu-
ably offers further benefits in terms of transparency, support for
equity considerations and stakeholder inclusiveness, as part of an
overarching priority setting decision process (39–41). HTA is not a
narrow technical exercise; it provides a framework to accommodate
multiple considerations/criteria including potentially “political
factors” within a multi-stakeholder engagement process. A good
HTA process follows pre-agreed rules and offers transparency with
respect to how any evidence is considered in decision making.
These factors enhance the credibility and social legitimacy of often
difficult priority setting choices (42).

Development partners were identified as the most likely users of
HTA in Uganda in this study which differs from the findings of
similar studies in other countries. In Nigeria and India, it was found
that that federal and state governments were seen as the dominant
users of HTA outputs (35;36). This difference could reflect variation
in development partner influence in resource allocation decisions in
these settings. In bothNigeria and India, the state governments have
extensive authority to make such decisions, while in Uganda, most
of the healthcare resources have been ear-marked already, and to a
significant extent these ear-marked resources are supported by
funding from development partners. Indeed, development partners
fund approximately 40 percent of the Ugandan health budget (30).
The findings from Uganda may also reflect the stakeholders’
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association of HTA with primarily the allocation of resources for
specific technologies, with less consideration of other uses such as
informing the development of clinical guidelines. In addition, the
perception that the development partners are themost likely users of
HTA raises some concerns about the sustainability of implementa-
tion of HTA in the country. As the country progresses toward
middle-income status, development assistance may concomitantly
fall. In the event that the perceptions do not change, there is a risk
that, counter-intuitively, there may be a reduced HTA supply hin-
dering institutionalization in the country. On the other hand,
reduced external support may lead to a greater focus on ensuring
value for money for domestically allocated budgets given increasing
country responsibility for their management. As suchHTAdemand
from policy makers may actually increase and help drive domestic
supply. Further sensitization of Ugandan stakeholders on the nature
and use of HTAmay change perceptions around key beneficiaries of
implementation.

It is perhaps concerning that theMoH is not seen as themost likely
user of HTA evidence despite the fact that it is the institution
responsible for policy formulation and implementation within the
health sector. This may in part be a result of the relatively low
engagement of stakeholders by the MoH on the topic of HTA. This
suggests that there could be value in the MoH (with the support of
international partners as needed) in actively engaging with relevant
stakeholders, and advocate for a potential legal framework to guide
the operationalization and institutionalization ofHTA in the country.
Building HTA within a legal framework that requires it use for
coverage decisions could be valuable in aiding implementation, espe-
cially in environments where there is a national social insurer (43).
For example, the Philippines put in place an HTA organizational
structure informed by a statutory law that established the Health
Technology Assessment Council (HTAC), an independent advisory
institution which gives guidance to the Philippines Government
Department of Health and the Philippine Health Insurance

Corporation (PhilHealth) onwhich health interventions/technologies
are to be funded by the government (22).

Uganda, through the MoH, is in fact pursuing a legal framework
detailing the processes through which priority setting decisions are
made and operationalized. However, significant progress can still be
made in the absence of a detailed legal underpinning for HTA. For
example, Thailand has developed robust HTA systems without a
specific legal framework and has created a semi-autonomous unit to
serve as an agency to inform decisions using HTA (44). Rwanda,
while not having a dedicated HTA unit, is currently applying HTA
approaches to update the health benefits package of the community-
based health insurance scheme (45). Uganda could therefore explore
setting up preliminary, exploratory structures to support HTA
development, such as an HTA unit perhaps within the MoH, in
advance of a formal legal framework. This would allow for testing
potential options and processes.

The relative absence of HTA-like approaches in decisionmaking
in Uganda was seen by the stakeholders interviewed as disadvanta-
ging the patients and people in Uganda in general. The cost of
medicines is not regulated, and patients are seen as being taken
advantage of. This potentially exposes patients and their households
to catastrophic health expenditures. It is for these reasons that
respondents see HTA as a tool to support development of the
national drug formulary, standardize reimbursement of expenses
especially for provider payment systems and improve health out-
comes of the final users.

The establishment of HTA structures is likely to stimulate and
increase HTA capacity in the country. Currently, there is a limited
HTA relevant literature that focuses on the Ugandan context, and
the majority of those studies are authored by researchers based in
other countries, a situation similar to LMICs more generally (46).
The existence of HTA structures will further enhance the value of
the awaited Master of Health Economics program by Makerere
University which will train health economists in-country that could
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Table 1. Level of interest in different types of HTA outputs

Organization Safety Efficacy Effectiveness Economics Social/ethical concerns

Development partners 8.00 7.50 8.14 9.37 9.25

MOH and its agencies (NMS, UNITAG, NDA) 9.00 8.85 9.53 9.06 8.41

Other government agencies (MoFPED, NPA, KCCA, and UBOS) 8.75 6.00 8.83 9.57 8.71

Pharmaceutical and private firms (JMS) 8.67 9.33 9.33 8.67 7.00

CSO and community 10.00 5.00 8.00 10.00 10.00

Research and academic institutions 9.25 9.50 9.00 6.67 8.00

Source: Averaged from respondent scores.
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then be absorbed into those HTA structures. Makerere University
has developed a curriculum for the master’s program which has
been approved by the Makerere University Council. It should be
noted that universities play an active role in the establishment of
HTA structures in the country and are crucial elements in capacity
building and in supporting the supply of locally generated assess-
ments (47). For example, universities have been crucial in carrying
out training on HTA in Kenya (48) and India (49).

Building in-country HTA structures will, however, still need
the support of international organizations and donors for the
foreseeable future. There are a number of development partners
that are engaging in HTA relevant activities within the country
including the Medical Research Council/Uganda Virus Research
Institute and LSHTM Uganda Research Unit, the University of
York under Thanzi la Onse, the Professional Society for Health
Economics and Outcomes Research (ISPOR), Results for Devel-
opment (R4D), ThinkWell, Strategic Purchasing Africa
Resource Centre (SPARC), Norwegian Institute of Public Health
(NiPH), and KEMRI-Wellcome Trust. Although important for
supporting domestic HTA institutionalization, in most cases,
development partners tend to carry out activities in isolation
leading to duplication and unnecessary competition if unregu-
lated within a given country. There is therefore a need for the
MoH to encourage collaboration and coordination among these
stakeholders to avoid duplication of HTA-related activities and
optimize impact.

Next steps

This study provides an overview of the HTA landscape in Uganda,
setting out the existing perceptions of different stakeholders on its
role in priority setting. It represents initial foundational work to
inform a detailed HTA strategy that will describe the capacity
strengthening needs, the role of stakeholders, and the path to
establishing and operationalizing preliminary HTA structures in
Uganda. Supported by development partners and under the leader-
ship of Ugandan authorities, it may be necessary to undertake a
detailed capacity assessment exercise in order to better understand
existing strengths andwhere current expertise is located. This would
inform a national strategy for capacity building in HTA going
forward.

Limitations

The study included respondents that were in decision-making
positions within their organizations. The findings may not reflect
mid-level and low-level managers within those institutions. The
stakeholders selected were mostly from the central region of
Uganda, which is generally urban and houses the headquarters of
MoH and most key institutions. Therefore, the findings of this
study may not reflect the perceptions of decision makers that are
based in rural parts of the country. The level of understanding of
HTA varied across stakeholders, where those with a background in
health economics having more knowledge on the subject matter
than others. This may have introduced some level of bias in the
findings. Furthermore, although we aimed to include a diverse
assortment of stakeholders, patient representatives were not
included in this study despite efforts to reach out to them. They
were unavailable at a time. In addition, representation from private
industry was limited with only one person included in the study.

Conclusion

Key stakeholders in Uganda took a positive view of the role of HTA
suggesting a promising environment for the establishment and
operationalization of HTA as a tool for decision making within
the health sector. The perception of stakeholders that HTA output/
evidence is most likely to be used by development partners calls for
empowerment of the different stakeholders to stimulate local
demand, ownership, and use of HTA evidence with MoH taking
on the leadership role with support from other stakeholders. Sus-
tainable development and application of HTA in Uganda will
require adequate capacity both to undertake HTAs and to support
their use and uptake. There is perhaps a need for a more compre-
hensive understanding of current HTA capacity in Uganda, which
takes into account the different needs and requirements of the
stakeholders involved, the existing priority setting processes and
notes the importance of strengthening both technical and non-
technical (e.g., administrative) aspects necessary for the conduct
of HTA.
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