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Abstract

In 2019, the National Evidence-based Healthcare Collaborating Agency (NECA) in Korea
established a health technology reassessment (HTR) system to manage the life cycle of health
technologies and develop operational measures promoting the efficient use of healthcare
resources. The purpose of this study is to introduce the detailed implementation process and
practical functional methods of the HTR implemented by NECA.
The HTR is a structured multidisciplinary method for analyzing health technologies currently
used in the healthcare system based on the latest information on parameters, such as clinical
safety, effectiveness, and cost-effectiveness of optimizing the use of healthcare resources as well
as social and ethical issues. All decision-making stages of the HTR are carefully reviewed and
transparentlymanaged. TheHTR committeemakes significant decisions, and the subcommittee
decides the details related to the assessment process.
Since the pilot began in 2018, 262 cases have been reassessed, of which, 126 cases (48.1 percent)
were health services not covered by the National Health Insurance (NHI). Over the past 5 years,
approximately 130 recommendations for the in-use technologies were determined by the HTR
committee. In the near future, it will be necessary to officially develop and establish a Korean
HTR system and a legal foundation to optimize the NHI system.

Background

Health technology reassessment (HTR) is an emerging field that shifts focus from traditional
methods of technology adoption to technology management throughout its lifecycle. HTR is
defined as “a structured, evidence-based assessment of the clinical, social, ethical, and economic
effects of a technology, currently used in the healthcare system, to inform optimal use of that
technology in comparison to alternatives” (1–4). Therefore, HTR can be considered as a
mechanism to improve patient care and system efficiency by reallocating resources from low-
value care to higher-value interventions and technologies (5).

Factors affecting healthcare expenditure, including population aging and health technology
advancement driven by the ongoing Fourth Industrial Revolution (6;7), continue to rise.
Therefore, achieving balance between the fiscal soundness of health insurance and coverage
expansion is a key factor. In the past 10 years, the National Health Insurance (NHI) coverage rate
in Korea has stagnated at slightly above 60 percent and non-covered health services have
increased. To reduce the burden of health expenses, all medically necessary non-covered existing
items need to be included in NHI benefits. For items and services that have uncertain cost-
effectiveness, the non-covered services and items will be designated to a new program called
“Preliminary Benefit.” This program applies differentiated patient copayment rates such as
50, 80, and 90 percent. It is a transitional program to raise the NHI coverage rates in the current
situation of prevalent non-covered services and items (8). After 3–5 years, a reassessment of these
services and items determines their potential inclusion within the NHI. This policy underscores
the need for additional management mechanisms to reassess existing health technologies with
uncertain safety, effectiveness and cost-effectiveness. Following the announcement of the NHI
coverage reinforcement policy in August 2017, the Ministry of Health and Welfare (MoHW)
proposed to establish an HTR system to manage health technologies within the Medical Service
Act framework. This systemwould aid in decision-making regarding the appropriateness of NHI
benefits according to the newly organized NHI coverage categories.

Since the implementation of health technology assessment (HTA) in Korea, the NHI system
has primarily focused on regulating the entry of new technologies through the HTA system. This
includes establishing criteria for reimbursement of drug andmedical procedures as mandated by
the MoHW. However, currently, there is no standardized process for monitoring the ongoing
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utilization or managing the withdrawal of a technology within the
NHI system, especially if a technology becomes obsolete due to
knowledge advancement.

Since 2019, the National Evidence-based Healthcare Collaborat-
ing Agency (NECA), a national HTA agency in Korea, has estab-
lished a surge in political demands. In response, NECA has
established an HTR system to effectively manage the life cycle of
existing health technologies. Furthermore, it has devised operational
measures to optimize the efficient utilization of healthcare resources.
As an independent HTA institution, NECA supports policy
decision-making and improves policy acceptability through objective
reviews of scientific evidence, adhering to the standardized operating
procedure. In particular, the NECA HTR program is a unique
initiative in the Asian region, benefitting from dedicated financial
investment by the government. Despite lacking a specific supporting
legislation, the HTR program’s rapid expansion and comprehensive
coverage can be attributed to both the political will to achieve
universal healthcare and a substantial government investment (9).

The primary objective of this study is to introduce a compre-
hensive implementation process and functional methods for HTR,
as implemented by NECA, offering an overview of how this pro-
gram works with stakeholders in the Korean context.

International trends in HTR

HTR systems have been established worldwide since the mid-2000s.
While Spain and France operate separate HTR programs, other
countries, such as the United Kingdom (UK) and Australia, operate
reassessment systemswithin theHTAprocess (10;11). Of these four,
only France conducts a regular review of publicly funded technolo-
gies as a political HTR. In the other three countries (UK, Australia,
and Spain), HTR is conducted on request by authorities (10). While
HTR could be used only to decide disinvestment in some countries,
most countries, including Korea, aim to reallocate health resources
and optimize the use of existing health technologies, as appropriate.

Generally, HTA agencies conduct reassessments with processes and
methods that are not significantly different from those of HTA. The
relevant bodies assess clinical safety, effectiveness, and cost-
effectiveness based on systematic reviews and use other methods
such as cost-effectiveness analysis, investigations of medical use
amount, and patients’ preferences in their country. For HTR, social
and ethical factors should be assessed more comprehensively in
addition to clinical and cost-effectiveness parameters involving
various stakeholders. The results of the HTR are presented as
recommendations and used as a basis for decision-making by
policy-making authorities (regarding issues such as public resource
investments and benefits) and stakeholders, such as healthcare
providers and users.

The involvement of stakeholders throughout the process and
exchanges of perspectives or preferences are important for success-
ful implementation of HTR recommendation (3) and for the
desired goal achievement (12). Continuous knowledge exchange
is important throughout the HTR process, and stakeholders are
involved in the selection, prioritization, and identification of
reassessment topics, research question developments, knowledge
generation, and interpretation of findings (3;12).

HTR committee

The HTR committee in NECA was formed in 2019, operating
separately from the new HTA (nHTA) due to the differences in

processes and content. The HTR committee serves as an advisory
body to NECA, providing recommendations related to existing
technologies through HTR processes. These recommendations
are crucial for informing NECA’s key customers and stakeholders.

The HTR committee comprises 1 chairman and 18 members
and recruits various professionals, including individuals frommed-
ical, dental, and traditional Korean medicine societies, legal experts
(lawyers), health economists, HTA specialists, as well as represen-
tatives of patients, consumers, and civic groups, and the govern-
ment. Transparency and ethical conduct are secured, requiring
committee members to declare any conflicts of interest or potential
influences on HTR tasks within NECA.

The HTR committee convenes monthly focusing on evidence-
based advices integrating insights from medical and scientific evi-
dence, ongoing clinical practices, economic considerations, ethical
aspects, patients’ perspectives, and social values. The holistic
approach by the committee ensures a comprehensive and in-depth
assessment process for HTR.

HTR system in NECA

Since its establishment, NECA has played a crucial role in support-
ing the deliberations of the nHTA committee by producing evi-
dence for new technologies beyond drugs (13;14). Recently, NECA
initiated the HTR project, aligned with previous studies (1–4), to
compare the effectiveness and cost-effectiveness of existing tech-
nologies and to make recommendations. It aims to facilitate the
appropriate utilization of these technologies by clinicians and
patients and support relevant insurance policy decisions. Ultim-
ately, this initiative aims to optimize the allocation of health
resources and encourage the optimal use of health technologies.

NECA’s HTR scope encompasses several technologies, includ-
ing those with covered benefits and selective or preliminary bene-
fits, and even those not covered by the NHI. The HTR committee,
which is responsible for significant decisions, discusses and deter-
mines process details within the subcommittees. The HTR process
is structured into three stages: topic selection, assessment, and
recommendation (Figure 1).

Topic selection for HTR

The technology selection follows a structured three-step process:
candidate listing, screening, and prioritization. The subjects of
reassessment are health technologies currently used in the Korean
clinical practice, with concerns related to safety, uncertain effect-
iveness, or unexpected changes in use and healthcare costs within
the past 5 years.

The process of listing candidates includes external topic sugges-
tions from themedical society, related governmental organizations,
public involvement groups, and internal monitoring activities.
Anyone, including stakeholders, decision-makers, healthcare
experts, and patients, can propose topics for reassessment via email
using a submission form. Furthermore, internal monitoring is
conducted through strategies tailored and established for each type
of NHI reimbursement (Table 1).

The screening step involves a preliminary review of candidate
technologies, where NECA’s HTR staff develops an information
sheet containing current evidence and usage data in Korea. This
information is provided to support the candidate selection, which is
then evaluated by clinical experts. Experts within the relevant
clinical fields assess whether the topic is suitable for in-depth
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reassessment. The following health technologies are deemed
unsuitable for HTR: (i) not approved by the Ministry of Food
and Drug Safety, (ii) not registered in the NHI list, and
(iii) without alternative treatments for rare incurable disease. If

more than one-third of the attendingmembers determine a topic as
unsuitable for HTR, it will be excluded in the screening stage.

The final stage of topic selection is prioritization by the HTR
committee, emphasizing procedural transparency. The selection
criteria encompass evaluating the need for safety, clinical effective-
ness, cost-effectiveness, social impact (including health and equity),
and feasibility of reassessment. Topics that score 70 or more out of
100 are chosen for HTR.

Evidence assessment of health technologies

The reassessment process is systematically structured, involving a
planning stage to decide the scope of reassessment, actual reassess-
ment, and preparation of a comprehensive report. The final scope and
methodology of reassessment are approved by the HTR committee.

The assessed scopes are mainly categorized into (i) clinical
usage; (ii) safety and effectiveness; (iii) cost-effectiveness; and
(iv) social value (patient preference, health impact, or equity).
Safety and effectiveness are the main domains assessed through
systematic reviews and outcomes research studies. Cost-
effectiveness and social value are optionally reviewed, depending
on reimbursement type, disease burden, and social need. Literature
regarding cost-effectiveness analysis is reviewed based on the reim-
bursement type (health services covered by the NHI or preliminary
benefit with 50 percent copayment). The preliminary benefit with
50 percent copayment is provided when the medical necessity and
effectiveness are confirmed but cost-effectiveness is uncertain when
reimbursement is listed. Furthermore, a separate economic evalu-
ation is conducted when additional evidence are required for cost-
effectiveness in Korean context.

Focus group interview (FGI) with patients or survey for public
involvement inNECA (PIN) is a crucial step in evaluating the social

MoHW: Ministry of Health and Welfare; HIRA: Health Insurance Review and Assessment Service; NECA: National

Evidence-based healthcare Collaborating Agency; HTR: Health Technology Reassessment

Figure 1. The process of health technology reassessment.

Table 1. Internal monitoring strategy of candidate HTR topic by reimburse-
ment type

Type of reimbursement Internal monitoring strategy

Services registered in
the benefit list and
covered by NHI

• Health technologies not recommended by
clinical guidelines (e.g., NICE do not do
recommendations, choosing wisely, etc.)

• Health technologies that already have
many alternatives (reduced clinical usage)

• Health technologies listed on NHI prior to
the nHTA system introduction in Korea
(not reviewed through an HTA process)

• Topic suggestion (clinical experts or other
stakeholders)

Service registered in the
benefit list and partially
covered by NH
(preliminary benefits)

• Screening items subject to next year’s
suitability assessment program

Services registered in the
benefit list but
non–covered by NHI

• Items related to NHI coverage expansion
plan

• Topic suggestion (clinical experts or other
stakeholders)

Services considered
medically unnecessary
(e.g., health screening
test, cosmetic and plastic
surgeries, etc.)

• Items for cost investigation in clinical
fields (report from non–covered task
force)

• Topic suggestion (patients or other
stakeholders)

Abbreviations: NICE, National Institute for Health and Clinical Excellence; nHTA, new Health
Technology Assessment; NHI, National Health Insurance.
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value. Patient’s FGI considers the disease burden as well as social
impact of the health technology. However, the survey for PIN,
grounded on evidence regarding safety, effectiveness, and other
relevant factors, helps evaluate the acceptability of the health tech-
nology. Additionally, a budget impact analysis is performed to
predict the potential impact of the technology on the NHI budget
in the next 5 years. It considers the application of new health
insurance benefits or changes in the current benefit criteria.

In NECA’s HTR process, real-world evidence (RWE) is not the
primary focus and has been applied only in a few cases. NHI claims
data are the main source for HTR within NECA. The claims data
sets exhibit high completeness for variables necessary for the evalu-
ation of technologies registered in the NHI list and include medical
cost, utilization, and the characteristics of the population using
those technologies. Amajor strength of insurance ormedical record
databases is the extensive data from nearly 100 percent of Korean
population with specific conditions (15;16).

In 2020, the NECA HTR started a pilot project that reflected the
social value evaluated by the public. This group is comprised of
individuals selected for PIN or patients involved in the decision-
making process for the recommendation system. The NECA’s
reassessment execution staff conducts the evidence review according
to the approved protocol, and subcommitteemeetings are held at each
stage. The report is developed by integrating information about a
technology’s background, disease indication, clinical safety, effective-
ness, cost-effectiveness analysis, and social value with the subcommit-
tee’s review. A draft report is submitted to the HTR committee.

Recommendations

To determine the recommendations for HTR to promote the
efficient use of healthcare resources, NECA strives to establish a
scientifically robust and practical system for achieving consensus.
The existing recommendation system, based on the Grading of
Recommendation, Assessment, Development and Evaluation

system, comprises four grades (Table 2): “recommended,” “condi-
tionally recommended,” “not recommended,” and “insufficient.”
The HTR committee decides the recommendations, and agree-
ments are discussed during meetings.

Performances and impacts in NECA’s HTR

Since its pilot launch in 2018 up to 2023, 262 cases have been
reassessed (Table 3). Of these, 126 (48.1 percent) were not covered
by the NHI and a high proportion were aimed at supporting the
plan for benefit expansion in the NHI. Over 5 years, the HTR
committee has formulated approximately 130 recommendations
for currently used technologies.

In 17 cases, items transitioned fromnon-covered by theNHI or the
range of reimbursement was reduced. Additionally, five cases were
removed from the list of non-covered items due to non-use in the
clinical field. Forty-seven HTR reports were submitted to the MoHW
and Health Insurance Review and Assessment Service (HIRA) for
their review and consideration. Moreover, public information or
knowledge transfer activities were conducted to assist patients and
medical service consumers in making informed and rational choice.
The following representative cases of HTR were outlined.

Case 1: Robot-assisted gait training

Robot-assisted gait training (RAGT)-based rehabilitation is within
“Gait Training (Sa130, charge code MM302)” category and is
covered by the NHI. This technology is widely used in physiotherapy
and has demonstrates superior clinical outcomes compared to con-
ventional rehabilitation. Based on this intent, both themanufacturers
and clinical experts of RAGT technology have advocated an increase
in the NHI charge for RAGT-based rehabilitation. In response, the
HIRA requested the HTR committee to reassess whether RAGTwas
more clinically effective than conventional rehabilitation.

A systematic literature review was conducted encompassing all
diseases eligible for reimbursement indications, such as quadriple-
gia, Parkinson’s disease, amputation, peripheral nervous system
disease, progressive muscular dystrophy, traumatic brain injury,
and stroke. Based on the level of evidence derived from this review,
the HTR committee concluded that RAGT-based rehabilitation
was a safe technique to be used for patients with stroke, Parkinson’s
disease, multiple sclerosis, or spinal cord injury. Furthermore, the
committee found no significant difference in clinical effectiveness
compared to that of conventional therapies in aspects such as gait,
balance, quality of life, and fatigue. Consequently, the HTR com-
mittee conditionally recommended RAGT for the rehabilitation of
patients with stroke, Parkinson’s disease, multiple sclerosis, and
spinal cord injury and pediatric patients. However, for other indi-
cations, including lower-limb amputation, traumatic brain injury,
and lower-limb burns, the HTR committee deemed the evidence to
be insufficient for a recommendation.

After discussing the HTR results, the MoHW decided to imple-
ment a preliminary benefit in 2022 for RAGT especially for patients
with stroke. Under this provision, patients are required to make a
50 percent copayment for the RAGT service.

Case 2: Hemoperfusion with a polymyxin B-immobilized fiber
column

Hemoperfusion with a polymyxin B-immobilized fiber column
(PMX-DHP) is a direct extracorporeal hemoperfusion technique
that employs a column containing polymyxin B, an antibiotic, to

Table 2. Recommendation system of HTR project

Explanation

Recommended Considering that the clinical safety and effectiveness
of the relevant health technology are sufficient
and other aspects (cost–effectiveness, value, etc.),
the use of it is recommended in most domestic
clinical situations.

Conditionally
recommended

Considering that the clinical safety and effectiveness
of the relevant health technology are sufficient
and other aspects (cost–effectiveness, value, etc.),
its clinical use may vary depending on the clinical
situation or preference; therefore, it is
recommended under conditions or restrictions.

Not recommended Considering that the clinical safety and effectiveness
of the relevant health technology are sufficient
and other aspects (cost–effectiveness, value, etc.),
the use of it is not recommended inmost domestic
clinical situations.

Insufficient Due to insufficient clinical evidence to determine the
clinical safety and effectiveness of the relevant
health technology, the recommendation for its use
cannot be determined in domestic clinical
situations.

※ Health technology that has been deliberated as
“insufficient” may be mentioned in a decision
letter containing the reasons for the decision and
HTR’s follow–up plan.

Abbreviation: HTR, Health Technology Reassessment.
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eliminate endotoxins from the blood of patients experiencing sepsis
or septic shock.

In 2019, owing to insufficient clinical evidence and high treat-
ment costs borne by patients with severe conditions, PMX-DHP
was designated as a preliminary benefit with a 90 percent copay-
ment. Subsequently, the HIRA requested the HTR committee to
conduct a reassessment focusing on the safety and effectiveness of
PMX-DHP.

Based on the evidence from a systematic review, the HTR
committee concluded that PMX-DHP is safe, with rare complica-
tions. However, in terms of effectiveness, it did not yield improve-
ment in the mortality rate, which is a critical outcome, at any of the
tested time points or according to the Multiple Organ Dysfunction
Score. Consequently, the HTR committee did not recommend the
utilization of PMX-DHP for patients with sepsis or septic shock.

After discussing the HTR results, theMoHWdecided to remove
PMX-DHP from a preliminary benefit list, which previously had a
90 percent copayment. Instead, it was relisted as a non-covered item
in 2022.

Case 3: Hyperthermia combined with radiation therapy

Hyperthermia combined with radiation therapy is a cancer treat-
ment aimed at eradicating cancer cells while minimizing harm to
normal tissues. This technique involves subjecting body tissues to
elevated temperatures (up to 45 °C), causing damage or destruction
of cancer cells or rendering them more susceptible to radiation or
chemotherapy. Despite its potential, hyperthermia combined with
radiation therapy has been considered as a non-covered item by the
NHI since January 2005, and the HIRA requested a reassessment to
gather evidence and evaluate the possibility of expanding insurance
coverage.

Based on the evidence derived from a systematic review, the
HTR committee concluded that hyperthermia can be an adjuvant
treatment alongside radiation therapy and/or chemotherapy. How-
ever, the evidence was deemed insufficient, and additional thera-
peutic effects could not be confirmed even when some evidence was
presented contingent upon specific types of cancer.

The HTR committee concluded that the combination of hyper-
thermia and radiation therapy in patients with cancer was not
recommended for coverage by NHI due to its lack of effectiveness,
despite being used for over 10 years.

Case 4: Saw palmetto

Saw palmetto (Serenoa repens) is a fruit extract of saw palm trees,
often marketed to alleviate urination symptoms. Saw palmetto
extract was considered as a topic owing to the interest of the PIN

group due to its widespread exposure in the media and advertise-
ments. Consequently, the HTR committee undertook the task of
providing public information concerning the safety and effective-
ness of saw palmetto extracts in treating prostate hypertrophy.

After assessing the evidence through an overview of the system-
atic review, the HTR committee concluded that saw palmetto
extract poses no safety concerns for benign prostatic hyperplasia.
However, the evidence could not substantiate the improvement in
prostatic hyperplasia. The outcomes of HTRwere consolidated and
information were provided to the public to promote rational health
consumption and support informed decision-making.

Discussion

The ultimate goal of treatment is to maximize health benefit,
encompassing disease treatment, lifespan extension, and improve-
ments in overall quality of life. However, the increased prevalence
of chronic diseases, exacerbated by demographic factors, such as
population aging, is accelerating this trend and significantly strain-
ing healthcare budgets (13). Given the constraints of limited
resources and the increasing costs associated with health technolo-
gies, there is a pressing challenge to prioritize and optimize net
benefits. HTA plays a vital role in evaluating the benefits of these
technologies for both patients and healthcare systems. It aids in
informing health policy decision-making regarding the utilization
of existing health technologies.

In Korea, there has been a growing need for health policy
reforms and strategies that promote effective management and
appropriate use of existing health technologies, considering their
evolving value throughout the life cycle. To address this need,
NECA has established an HTR system that aims to effectively
manage the life cycle of health technologies by updating evidence
based on existing technologies. The technologies include those for
which nHTA has been conducted, enabling NECA to conduct
reassessments based on up-to-date evidence. This study introduced
the recent activities undertaken by NECA in executing the HTR
with the primary goal of promoting the optimal use of health
technologies and supporting affordable healthcare coverage and
decision-making. The selection ofNECAHTR items is based on the
evaluation of various factors such as safety, effectiveness, cost-
effectiveness, social impact, and feasibility. Recommendations are
based on the assessment results and perspectives of stakeholders,
including clinical experts, the public, and patients, at every stage of
the process.

Specifically, the NECA intends to improve the HTR system to
enhance objectivity and maintain consistency in reassessment. This
is to ensure adequate consideration of values for the public and

Table 3. NECA’s HTR performance over the past 5 years

Type of reimbursement 2018 2019 2020 2021 2022 2023 Total

Services registered in the benefit list and covered by NHI 2 4 17 3 6 20 52 (19.8%)

Service registered in the benefit list and partially covered by NH (preliminary benefits) 5 5 6 7 18 21 62 (23.7%)

Services registered in the benefit list but non–covered by NHI 8 24 26 37 24 7 126 (48.1%)

Services considered medically unnecessary (e.g., health screening test,
cosmetic and plastic surgeries, etc.)

2 6 4 4 4 3 22 (8.4%)

Total 17 39 53 51 51 51 262 (100.0%)

Abbreviations: NECA, National Evidence-based Healthcare Collaborating Agency; HTR, Health Technology Reassessment; NHI, National Health Insurance.
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patients within the context of social values. In 2018, NECA initiated
the PIN system, and the ongoing third-term PIN commenced in
2022 comprises more than 100 Korean residents aged over 19 years.
This group was formed to facilitate rational decision-making con-
sidering social values. The PIN serves as a mechanism for public
involvement, enabling patients and the public to have their thoughts
and values integrated into the HTA process (17). Individuals par-
ticipating in the PIN can share their experiences and opinions as
medical users through various activities. They can contribute at any
point in the HTR process, including suggesting topics, defining
assessment scopes, incorporating social values during recommenda-
tions, and aiding in knowledge transfer. It is noteworthy thatNECA’s
HTR initiative not only informs health insurance benefit determin-
ation but also emphasizes the public’s right to information access.
Through the dissemination of health knowledge, it strives to facilitate
shared decision-making among the public.

Well-designed and effectively executed deliberative processes
are crucial in enhancing public trust and ensuring the legitimacy of
decisions (18). Consequently, utilizing evidence in systematic
reviews helps substantiate the use of values and resources to miti-
gate subjectivity (19). In many cases, institutions responsible for
conducting HTA at the national level operate independently from
the competent authorities they serve (e.g., ministries of health and
health insurance organizations). However, these activities may be
supervised by these authorities (20).

Since the pilot in 2018, NECA has been actively developing the
HTR system; however, there are areas to improve. Initially, theHTR
focused on non-covered items with a high proportion of support
policies to strengthen the NHI coverage; however, NECA aims to
enhance the reassessment of the effectiveness and cost-effectiveness
of covered items. In particular, technologies that were reimbursed
before the introduction of the nHTA system have not been assessed
on safety and effectiveness. Due to the rapid advancement of health
technologies and the complexity in clinical practice, evidence-based
policymaking regarding resource allocation, rationing, and priority
setting increasingly demands explicit justification of decisions.
Policymakers face the challenges of balancing short-term and long-
term costs and gains, alongside consideration of social values,
cultural beliefs, uncertainty, risk perceptions, politics, ideology,
and the political economy, all of which extend beyond empirical
evidence. In this context, it is crucial to focus on how evidence-
based interventions are effectively transferred to diverse implemen-
tation sites (21), highlighting the necessity for continuous reassess-
ment. There is a call to officially develop and establish an HTR
system with a solid legal foundation to reoptimize the NHI system
and ensure efficient utilization of healthcare resources.

The incorporation of RWE in HTR significantly aids decision-
makers in the efficient allocation of healthcare resources, facilitat-
ing reinvestment or disinvestment in health technologies (22;23).
However, within the NECA, the NHI claims data are the primary
source forHTR, limiting the application of RWE to services covered
by the NHI. Recognizing the limitations of insurance claims data
due to its administrative nature (15;24), theNECAmust enhance its
framework to effectively utilize RWE in assessing the effectiveness
and cost-effectiveness within HTR. Furthermore, the MOHW is
considering a new system for generating evidence for
reimbursement-related decision-making. This initiative will
strengthen the role and impact of RWE in Korea’s HTR.

Finally, monitoring and evaluating the outcomes of HTR are
critical to assess whether program has achieved its intended object-
ives. This monitoring process also serves as the initial step in

identifying health technologies that require reassessment and fur-
ther informs the HTR process. Currently, we are actively striving to
monitor the impact of HTR recommendations by utilizing real-
world data such as claims data, changing statement of clinical
guidelines, or surveying public perspectives. Although there is time
gap between HTR decision and practice changes in real world, we
recognize the significance of this task and are committed to its
effective implementation.

Acknowledgments. Special thanks to the members of the HTR and the
subcommittees.

Funding statement. This research received no specific grant from any fund-
ing agency, commercial, or not-for-profit sectors.

Competing interest. The authors declare no competing interests exist.

Reference

1. Leggett L, Noseworthy TW, Zarrabi M, Lorenzetti D, Sutherland LR,
Clement FM. Health technology reassessment of non-drug technologies:
Current practices. Int J Technol Assess Health Care. 2012;28(3):220–227.

2. MacKean G, Noseworthy T, Elshaug AG, et al. Health technology reassess-
ment: The art of the possible. Int J Technol Assess Health Care. 2013;29(4):
418–423.

3. Soril LJ,MacKean G,Noseworthy TW, Leggett LE, Clement FM. Achiev-
ing optimal technology use: A proposed model for health technology
reassessment. SAGE Open Med. 2017;5:1–7.

4. Esmail R,Hanson H,Holroyd-Leduc J,Niven DJ, Clement F. Knowledge
translation and health technology reassessment: Identifying synergy. BMC
Health Serv Res. 2018;18(1):674.

5. Niven DJ, Mrklas KJ, Holodinsky JK, et al. Towards understanding the
de-adoption of low-value clinical practices: A scoping review. BMC Med.
2015;13:255.

6. De Melo e Castro e Melo JAG, Araújo NMF. Impact of the Fourth
industrial revolution on the health sector: A qualitative study. Healthc
Inform Res. 2020;26(4):328–334.

7. AhsanM, Siddique Z. Industry 4.0 inHealthcare: A systematic review. IJIM
Data Insights. 2022;2(1):100079.

8. Lee S,Holbrook R,ChoiH. Moon care and preliminary benefit program in
South Korea: Innovative strategies in post-market evidence generation for
medical devices. J Health Tech Assess. 2018;6(1):33–42.

9. Kumar R, Suharlim C, Amaris Caruso A, Gilmartin C,Mehra M, Castro
H. Assessing progression of health technology assessment implementation
in Asia: A balanced scorecard for cross comparison of selected countries in
Asia. Int J Technol Assess Health Care. 2022;38(1):e60.

10. Pant S,BoucherM, Frey N.Health technology reassessment: An overview of
Canadian and international processes. Ottawa: CADTH; 2019.

11. Seo H, Park JJ, Lee SH. A systematic review on current status of health
technology reassessment: Insights for South Korea. Health Res Policy Syst.
2016;14:82.

12. Soril LJ, Elshaug AG, Esmail R, Chalkidou K, Gad M, Clement FM.
Developing a how-to-guide for health technology reassessment: “The
HTR Playbook”. Int J Health Policy Manag. 2022;11(11):2525–2532.

13. Bae E. Role of health technology assessment in drug policies: Kore. Value
Health Reg Issues. 2019;18:24–29.

14. Kim C. Health technology assessment in South Korea. Int J Technol Assess
Health Care. 2009;25(Supplement S1):219–223.

15. Ahn EK. A brief introduction to research based on real-world evidence:
Considering the Korean National Health Insurance Service database. Integr
Med Res. 2022;11(2):100797.

16. Kim JA, Yoon S,Kim LY,KimDS. Towards actualizing the value potential
of Korea health insurance review and assessment (HIRA) data as a resource
for health research: Strengths, limitations, applications, and strategies for
optimal use of HIRA data. J Korean Med Sci. 2017;32(5):718–728.

6 Shin et al.

https://doi.org/10.1017/S026646232400014X Published online by Cambridge University Press

https://doi.org/10.1017/S026646232400014X


17. ChiumenteM,Kamal KM,DaubenH-P,Riedel R,Gutierrez-Ibarluzea I.
HTA metro map: A patient centred model for optimizing the decision
making process. GMS Health Innov Technol. 2019;15.

18. Oortwijn W, Husereau D, Abelson J, et al. Designing and implementing
deliberative processes for health technology assessment: A good practices
report of a jointHTAi/ISPOR task force.ValueHealth. 2022;25(6):869–886.

19. Schünemann HJ, Reinap M, Piggott T, et al. The ecosystem of health
decision making: from fragmentation to synergy. Lancet Public Health.
2022;7(4):e378–e390.

20. Fontrier A-M,Visintin E,Kanavos P. Similarities and differences in health
technology assessment systems and implications for coverage decisions:
Evidence from 32 countries. Pharmacoecon Open. 2022;6(3):315–328.

21. Lancaster K, Rhodes T. What prevents health policy being ‘evidence-
based’? New ways to think about evidence, policy and interventions in
health. Br Med Bull. 2020;135(1):38–49.

22. Calabrò GE, Torre GL, deWaure C, et al. Disinvestment in healthcare: An
overview of HTA agencies and organizations activities at European level.
BMC Health Serv Res. 2018;18(1):148.

23. Graili P, Guertin JR, Chan KKW, Tadrous M. Integration of realworld
evidence from different data sources in health technology assessment. J
Pharm Pharm Sci. 2023;26:11460.

24. Koto R, Nakajima A, Horiuchi H, Yamanaka H. Real-world treatment of
gout and asymptomatic hyperuricemia: A cross-sectional study of Japanese
health insurance claims data. Mod Rheumatol. 2021;31(1):261–269.

International Journal of Technology Assessment in Health Care 7

https://doi.org/10.1017/S026646232400014X Published online by Cambridge University Press

https://doi.org/10.1017/S026646232400014X

	Deliberative process of health technology reassessment by health technology assessment agency in Korea
	Background
	International trends in HTR
	HTR committee
	HTR system in NECA
	Topic selection for HTR
	Evidence assessment of health technologies
	Recommendations

	Performances and impacts in NECA’s HTR
	Case 1: Robot-assisted gait training
	Case 2: Hemoperfusion with a polymyxin B-immobilized fiber column
	Case 3: Hyperthermia combined with radiation therapy
	Case 4: Saw palmetto

	Discussion
	Acknowledgments
	Funding statement
	Competing interest
	Reference


