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Introduction and Objectives

Implementation of health technology assessments (HTAs) by official HTA agencies varies internationally, perhaps most profoundly with
respect to the use of health economic evaluation methods. Whereas the UK National Institute for Health and Care Excellence (NICE)
relies heavily on cost utility analysis, HTAs by the German Institute for Quality and Efficiency in Health Care (IQWiG) and the Federal
Joint Committee (Gemeinsamer Bundesausschuss, G-BA) focus on comparative effectiveness based on a rigorous application of
principles of evidence-based medicine (EBM). These discrepancies may be interpreted as the result of underlying differences in
Institutional context and value judgments.

The objective of the present analysis was to explore the extent to which different methodological choices are associated with different
HTA outcomes.

Data and Methods

Both HTA agencies, NICE and G-BA/IQWIG, publish detailed Procedure for comparing matched condition-intervention pairs:
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Results and Key Findings
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During the study period, NICE issued guidance for 88 technologies (125 subgroups); G-BA completed 105 appraisals (226 subgroups). We identified
37 matched condition-intervention pairs. Of those, 24 were evaluated differently by NICE and G-BA. NICE recommended 29/37 treatments, whereas
G-BA confirmed additional benefit for 21/37 only. By therapeutic area, interventions for hematological and oncological diseases were relatively more
likely to be evaluated positively by G-BA/IQWIG. In contrast, NICE appraisals were relatively more favorable towards treatments for metabolic and
neurological disorders. Results including all interventions were consistent with the findings reported for matched pairs. NICE recommended 67/88
technologies (99/125 subgroups); G-BA proved additional benefit for 64/105 drugs (90/226 subgroups), IQWIG for 53/120 drugs (75/240 subgroups).

Summary and Conclusion
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