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Preface

In 2008, the Massachusetts state legislature enacted Chapter 305, An Act to Promote Cost 
Containment, Transparency and Efficiency in the Delivery of Quality Health Care. Among 
the various provisions in this act, Section 53 instructed the state Secretary of Health and 
Human Services to examine the feasibility of establishing an entity to examine the compara-
tive effectiveness of medical treatments. This report was prepared by the RAND Corporation 
to assist the secretary in meeting this requirement.

The analysis, performed between April and August 2009, is based on a literature review, 
interviews with comparative effectiveness research experts, and a meeting of representatives 
from New England states. The contents of this report will be of primary interest to the Massa-
chusetts Department of Health and Human Services but should also be of interest to national 
and state policymakers, health care organizations, health researchers, and others interested in 
comparative effectiveness research.

This work was sponsored by the Massachusetts Executive Office for Health and Human 
Services, for which Joel Weissman served as project officer. The research was conducted in 
RAND Health, a division of the RAND Corporation. A profile of RAND Health, abstracts 
of its publications, and ordering information can be found at www.rand.org/health.

http://www.rand.org/health
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Summary

Section 53 of Chapter 305 of the Massachusetts state legislature’s Acts of 2008 requires the 
Massachusetts Secretary of Health and Human Services, in consultation with the Health Care 
Quality and Cost Council, to 

(i) examine the feasibility of the commonwealth entering into an interstate compact with  
1 or more states to establish an independent entity to research the comparative effectiveness 
of medical procedures, drugs, devices, and biologics, so that research results can be used as 
a basis for health care purchasing and payment decisions, and (ii) make recommendations 
concerning the entity’s design. (Massachusetts State Legislature, 2008)

“Comparative effectiveness” research is “the conduct and synthesis of systematic research 
comparing different interventions and strategies to prevent, diagnose, treat and monitor health 
conditions” (Federal Coordinating Council on Comparative Effectiveness Research, undated). 
This report outlines the design options for such an entity, referred to hereafter as a “compara-
tive effectiveness center” (CEC), but it does not recommend specific design options. The report 
is based on a targeted literature review, interviews with comparative effectiveness research 
experts, and a meeting of representatives from New England states.

What Are the Objectives of a Comparative Effectiveness Center?

According to the Massachusetts legislature, the information generated by a CEC should be 
useful for making purchasing and payment decisions. To this end, the objectives of a CEC 
could include guiding decisions by public and private health insurers. Insurers use compara-
tive effectiveness information to decide whether particular treatments are covered or excluded 
from a benefits package. A CEC could provide additional information that insurers could use 
in making these decisions. Another potential objective is to provide information to insurers to 
enable changes in reimbursement or benefit design. The changes could include tiered copay-
ments, with higher copayments for less-effective treatments; reference pricing, under which the 
same price would be paid for equivalent treatments; and the provision of financial incentives to 
physicians for the use of effective treatments.

Another potential objective could be to provide information to physicians and patients to 
guide their medical decisions. This approach could potentially improve health care quality and 
reduce costs by improving medical decisionmaking, independent of insurers’ benefit and pay-
ment policies. The main limitation of dissemination activities is that they may not be sufficient 
to significantly change treatment decisions (and, in turn, health spending). There are many 
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examples of new information on the effectiveness of treatments having little effect on prac-
tice patterns. New approaches to disseminating comparative effectiveness information may 
increase its impact on treatment decisions. One potential approach is “shared decisionmaking,” 
a process through which patients and their care providers are active participants in the process 
of communication and decisionmaking about their care.

Design Options for an Interstate Comparative Effectiveness Center

Given the extent of existing activities by federal and state governments and the private sector, 
a compelling question is, How much value would be gained from the establishment of a new 
CEC, and how would a new CEC’s role be coordinated with other comparative effectiveness 
activities? Here, we outline five options for the role of Massachusetts in an interstate CEC.

Option 1: An interstate CEC could be established to provide a framework for the use of exist-
ing comparative effectiveness reports by regional decisionmakers. Evidence reports are currently 
available from a number of organizations, including the federal government, states, and the 
private sector, but there is currently no framework to translate the evidence into actionable 
information for New England decisionmakers. Reports from various sources could be studied 
by an independent panel of local clinicians, who would make recommendations based on their 
public deliberations.

Option 2: An interstate CEC could be established to support new comparative effective-
ness research. This option would create the framework for evidence translation as in option 1 
and also commission new comparative effectiveness research. By funding new research, the 
regional center would ensure that comparative effectiveness information was available for pri-
ority topics. The required funding for Massachusetts would depend on how many other states 
participated and how funding responsibility was allocated among participating states.

Option 3: Massachusetts could join existing interstate CECs. The Drug Effectiveness Review 
Project (DERP) and the Medicaid Evidence-Based Decisions Project (MED) are existing col-
laborations between states across the country that produce comparative effectiveness evidence 
reviews. The cost of membership would be approximately $90,000 per year for DERP and 
$130,000 per year for MED. Participating states can provide input on priorities for evidence 
reviews and have access to reports, summaries, collaboration, and guidance.

Option 4: Massachusetts could join DERP and MED and also establish a regional CEC. 
Massachusetts could pursue both options 2 and 3 to produce a greater amount of new com-
parative effectiveness research. This option would take advantage of the existing infrastructure 
of DERP and MED while allocating additional resources to regional comparative effectiveness 
priorities through a new CEC.

Option 5: Status quo. Massachusetts could elect not to establish or join a CEC. Local 
stakeholders could continue to rely on existing decisionmaking processes and activities spon-
sored by other entities for comparative effectiveness information.
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Other Design Considerations for a Comparative Effectiveness Center

How Will Comparative Effectiveness Information Be Produced?

There are several types of comparative effectiveness research that could be sponsored by a 
CEC, with very different cost implications. Systematic reviews provide a rigorous framework for 
evaluating evidence from existing studies. Systematic reviews are generally less expensive than 
options that produce new evidence. Most of the existing state and private programs undertake 
this approach. Clinical trials are the gold standard for producing rigorous evidence, but due to 
the level of funding required, sponsorship of new clinical trials is likely not a viable option for a 
regional CEC. New observational studies could be performed retrospectively using existing data 
sets, such as insurance claims. These studies can add to the evidence base at lower expense than 
prospective clinical trials but typically do not provide the same strength of evidence. A CEC 
could also facilitate the use of patient registries to produce new information on the comparative 
effectiveness of treatments. A policy of “coverage with evidence development” would require 
patients using approved treatments to participate in a registry to gather outcome information.

How Will Research Topics Be Selected?

If Massachusetts enters into an interstate compact to create a new regional CEC, a transpar-
ent process will be needed to prioritize treatments selected for review. A similar process would 
likely be used whether the CEC was providing a framework for translating existing reports 
(option 1) or commissioning new research (option 2 or 4). If Massachusetts joins DERP and/
or MED (option 3), it would participate in existing prioritization activities. Commonly used 
prioritization criteria include cost, utilization, strength of existing evidence, decision complex-
ity, and social/legal/ethical concerns.

Should the CEC Evaluate Clinical Effectiveness or Cost-Effectiveness? 

Some existing activities compare clinical effectiveness only—not cost. This should decrease 
political opposition to a CEC. However, it is likely that decisionmakers, such as insurers using 
the clinical effectiveness reviews, would consider cost information separately. These compari-
sons, since they would not be conducted within the established CEC review process, would 
not necessarily be transparent to the public. However, others advocate that, given the growing 
inaffordability of health care, it is necessary to consider the cost implications of treatment alter-
natives. Consideration of cost-effectiveness increases the likelihood that comparative effective-
ness research could lead to reduced health care spending (Congressional Budget Office, 2007).

Conclusion

This report outlines several design options that Massachusetts could follow in establishing an 
interstate CEC. The choice of design option will be determined by the specific objectives of the 
legislature and by the legislature’s prioritization of comparative effectiveness research over other 
options under consideration for improving quality and reducing spending growth in health 
care. With the political will, all of the options presented in this report should be technically 
feasible to implement. However, the implementation of a government-funded CEC would 
likely encounter significant political opposition.
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Participants in a meeting of New England state representatives expressed strong interest 
in establishing a CEC. Among the design options presented in this report, meeting partici-
pants expressed the strongest interest in beginning with option 1, possibly as a first step. In 
this approach, Massachusetts would enter into an interstate compact with other New England 
states to create a framework for translating comparative effectiveness information into action-
able recommendations for local decisionmakers. Meeting participants felt that recommenda-
tions coming from such an organized framework may be viewed as a “trusted source” by local 
physicians, patients, and other stakeholders. They also felt that collaboration among New Eng-
land states made sense, given the region’s merged medical marketplaces. The centerpiece of the 
regional framework was envisioned by meeting participants as an independent group of local 
clinicians. This panel would hold public meetings to review comparative effectiveness research 
reports produced by other organizations and make recommendations for purchasing or clini-
cal decisionmaking. 

The American Reinvestment and Recovery Act of 2009 (ARRA; Pub. L. 111-5) included 
funding for comparative effectiveness research that could potentially provide seed money for a 
regional effort. ARRA allocated $1.1 billion between the Agency for Healthcare Research and  
Quality (AHRQ), the National Institutes of Health, and the U.S. Department of Health  
and Human Services. In a notice of intent to publish grant and contract solicitations, released 
on August 7, 2009, AHRQ announced that it would provide $29.5 million to “support innova-
tive translation and dissemination grants” for comparative effectiveness research, with solicita-
tions published beginning in fall 2009 and funding commencing in spring 2010. A potential 
barrier is that the ARRA prohibits the Federal Coordinating Council on Comparative Effec-
tiveness Research from taking action that could be construed “to mandate coverage, reim-
bursement, or other policies for any public or private payer.” At this time, it is unclear whether 
this stipulation will apply beyond the activities of the council itself and apply to all AHRQ 
grants and contracts for translation and dissemination activities. 

In future steps, Massachusetts and other New England states could potentially build 
on such a framework by commissioning additional comparative effectiveness research to fill 
gaps in existing information. This could be accomplished by commissioning studies from 
established research centers (option 2) and/or joining existing state collaborations (DERP and 
MED) (option 3).

Massachusetts is at the forefront of the national health reform debate and is considering 
a variety of innovative approaches to improve the quality and affordability of care in the state. 
However, other state governments have been more active to date in sponsoring and using com-
parative effectiveness research. Massachusetts could potentially become a leader among states 
in this area. New England is world-renowned for its clinical research enterprise, and its aca-
demic medical centers could help in the establishment and operation of a CEC. In addition, 
New England states have a track record of collaboration on health policy issues that could be 
extended to comparative effectiveness research.
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CHAPTER ONE

Introduction

Section 53 of Chapter 305 of the Massachusetts legislature’s Acts of 2008 requires the state 
Secretary of Health and Human Services, in consultation with the Health Care Quality and 
Cost Council, to

(i) examine the feasibility of the Commonwealth entering into an interstate compact with 
1 or more states to establish an independent entity to research the comparative effectiveness 
of medical procedures, drugs, devices, and biologics, so that research results can be used as 
a basis for health care purchasing and payment decisions, and (ii) make recommendations 
concerning the entity’s design. (Massachusetts State Legislature, 2008)

This report was prepared to assist the Secretary in meeting this requirement by describ-
ing the design options for such an entity, referred to hereafter as a “comparative effectiveness 
center” (CEC). It does not recommend specific design options, however. The report is orga-
nized as follows. We begin by describing our methodology (Chapter Two), defining what is 
meant by comparative effectiveness research (Chapter Three), and identifying the ways in which 
this research might reduce health care spending (Chapter Four). We then describe existing 
entities at the federal level, in other states, in the private sector, and in other countries that 
perform this type of work (Chapter Five). Finally, we review potential objectives and design 
options for the CEC (Chapter Six), along with other design considerations (Chapter Seven). 
Chapter Eight presents our conclusions, and Appendix A provides profiles on existing CECs. 
Appendix B includes a glossary of terms used in report.
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CHAPTER TWO

Methods

The overview of comparative effectiveness research and definitions of related terms, presented 
in Chapter Three, was developed through a targeted review of the medical literature using 
the MedLine database. The descriptions of existing CECs (Chapter Four) were drawn from 
published literature and Web sites, supplemented through consultations with CEC staff. The 
CECs discussed in Chapter Four were selected based on (1) the CECs named in Chapter 305 
of the Massachusetts Acts of 2008, (2) recommendations from the project officer, and (3) rec-
ommendations from consulted experts. The list of CECs is therefore illustrative of all existing 
activities but not comprehensive.

We developed the design options described in Chapter Five through Seven based on our 
review of existing CECs in Chapter Four. We gathered input on these design options through 
a meeting of representatives from New England states, convened in August 2008. The meet-
ing was attended by representatives of state Medicaid programs, state employee insurance pro-
grams, state departments of health, legislators and their staffs, and academic researchers with 
expertise in comparative effectiveness research.
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CHAPTER THREE

Overview of Comparative Effectiveness Research

What Is Comparative Effectiveness Research?

Comparative effectiveness research is “the conduct and synthesis of systematic research com-
paring different interventions and strategies to prevent, diagnose, treat and monitor health 
conditions” (Federal Coordinating Council on Comparative Effectiveness Research, undated). 
The research can be structured to evaluate treatments with similar modalities (e.g., different 
types of medication therapy), treatments with different modalities (e.g., medication versus sur-
gery), and treatment versus no treatment (sometimes referred to as “watchful waiting”). The 
results of comparative effectiveness research can be used in a variety of ways, including for  
the provision of information to physicians and patients for choosing appropriate treatments, as 
input into decisions about whether and/or for whom a treatment will be covered under public 
or private insurance policies, and for setting the level of reimbursement that will be allowed 
under private or public insurance policies.

Comparative effectiveness research can be conducted in several different ways, including 
through clinical trials, observational studies using existing databases, medical registries, and 
systematic reviews of prior research. Each method has strengths and limitations, which we dis-
cuss later when we consider options for the structure and functions of a CEC.

Comparative effectiveness research can focus on different types of “effectiveness”—mainly, 
clinical effectiveness and cost-effectiveness.1 Clinical effectiveness is “the extent to which a spe-
cific intervention, when used under ordinary circumstances, does what it is intended to do” 
(Cochrane Collaboration, 2005). Clinical effectiveness research can consider a range of clinical 
outcomes (e.g., mortality rates, functional status, laboratory results, physical examination find-
ings, the presence of side effects). A challenge in measuring clinical effectiveness is in observ-
ing the effect of an intervention under “ordinary circumstances”—real-world use, rather than 
controlled experimental conditions. Many clinical trials instead measure “efficacy,” or “the 
extent to which an intervention produces a beneficial result under ideal conditions” (Cochrane 
Collaboration, 2005).

Throughout this report, we distinguish clinical effectiveness from cost-effectiveness, which is 
“the costs for some additional health gain” (Cochrane Collaboration, 2005). Variants of cost-
effectiveness analysis include cost-benefit analysis, in which both health benefits and costs are 
measured in monetary units, and cost-utility analysis, in which health effects are measured 
only in quality-adjusted life years, a measure that combines morbidity and mortality into a 
single metric.

1 These and other relevant terms are further defined in the glossary.
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There are several challenges to measuring the incremental costs used in cost-effectiveness 
analyses. The U.S. Public Health Service Panel on Cost-Effectiveness in Health and Medicine 
recommended a “societal perspective” in measuring costs (Gold, Siegel, and Russell, 1996). 
Societal perspective has been interpreted in different ways, but, in general, it has two com-
ponents: (1) productivity gains and losses, such as the cost of time missed from work, are 
included, and (2) costs are measured using “opportunity costs,” or the value of the alternative 
use of a resource (Garrison et al., 2008). In practice, because the societal perspective can be 
difficult to operationalize, not all cost measurements include productivity gains and losses, 
and market prices are often used to measure the value of resources, not opportunity costs. For 
example, a comparison of the cost of two drugs may compare estimates of their market prices; 
another may include the costs of related treatments that are needed, such as physician visits 
and hospitalizations; and other approaches may add the value of wages lost or gained due to 
the drugs’ effect on productivity. Measurement approaches also vary in the length of time over 
which costs are considered. Costs could be measured solely for providing the treatments being 
compared at a given point in time, over the period required to treat a case, or over a longer 
period that includes follow-up care and long-term health effects.

Why Is New Comparative Effectiveness Research Needed?

Comparative effectiveness research is not new, but it has received increasing interest as new, 
high-cost medical technology and treatments have proliferated. Some form of evidence on the 
effectiveness of new medical treatments is usually available, but that evidence is often insuf-
ficient to provide a solid basis for decisions among treatment alternatives, for several reasons:

• Few head-to-head comparisons: Most clinical trials evaluate whether an intervention pro-
duces some form of benefit compared to a control group that does not receive any inter-
vention. Fewer studies directly evaluate whether one intervention performs better than 
another or whether patients have better outcomes if treated with different modalities (e.g., 
medical therapy versus surgery). Making such comparisons after the studies have been 
done can produce misleading results if the original studies enrolled different types of 
patients, used different outcome measures, or employed different protocols.

• Limited effectiveness data for off-label use and surgical procedures: The U.S. Food and Drug 
Administration (FDA) evaluates the safety and effectiveness of new drugs and medical 
devices. These evaluations support the process of obtaining approval to market these 
treatments. The approval is generally restricted to the treatments’ use under particular 
clinical circumstances and is based on research in fairly narrowly defined patient popula-
tions. Once a drug or device is approved, however, its use may not remain restricted to 
the original indications (“off-label” use). Further, new surgical procedures can enter into 
use without review by a regulatory body, such as the FDA. The evidence supporting new 
surgical procedures is often less rigorous than that supporting new drugs and devices and 
may change rapidly as use diffuses to new practitioners (Congressional Budget Office, 
2007).

• Limited information on treatment effects for different patient subgroups: It is rarely the case 
that a treatment works equally well for all patients, however, the original clinical research 
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is frequently not designed to detect differences among patients of different ages, race/ 
ethnicities, or other subgroups. 

How Have the Results of Comparative Effectiveness Research Been Used?

Comparative effectiveness research is used by different types of decisionmakers for differ-
ent purposes. Physicians and patients may use this information in making decisions about 
the management of particular health problems. The results of the research may be dissemi-
nated through scientific articles in the peer-reviewed literature or made more readily accessible 
through their incorporation into clinical guidelines from professional societies or structured 
decision aids for patients and doctors. Insurers may use comparative effectiveness information 
to decide which services to cover under their benefit plans, particularly for new technologies. 
It is less common for insurers to revoke coverage unless a treatment is found to be unsafe or 
completely ineffective. Insurers are also testing and implementing ways to encourage the use of 
preferred treatments other than the blunt instrument of coverage decisions, such as payment 
rules and benefit design. For example, comparative effectiveness information is sometimes used 
not only to determine which prescription drugs are covered in a health plan’s formulary, but 
also to assign drugs to different “tiers” with different copayment obligations for beneficiaries. 

How Can Comparative Effectiveness Research Contribute to Reduced Health 
Care Spending Growth?

The likelihood that comparative effectiveness research can moderate trends in health spend-
ing depends on a number of factors. Consider some examples.2 First, comparative effective-
ness research could conclude that two treatments have equivalent effectiveness for all types of 
patients, but one treatment is substantially more expensive than the other. The extent to which 
health care spending growth will be reduced depends on the degree to which this informa-
tion changes behavior. In general, publication of these findings in a scientific journal will be 
unlikely to quickly or decisively result in a change in practice. If the information is structured 
into practice guidelines and physicians’ performance is monitored, greater change might occur. 
If the information is structured into formal decision aids for patients and doctors, the impact 
on health spending might be greater. If the information is used for coverage decisions, even 
greater effects on health spending are likely (particularly if the result is to stop coverage for the 
more expensive treatment). If patients can still get partial coverage for the more expensive but 
equivalent treatment, the reduction in health spending will be somewhat attenuated.

Second, comparative effectiveness research could conclude that one treatment is sub-
stantially more effective than the other while the costs of the two treatments are comparable. 
In this case, although a patient’s health might improve with greater use of the more effective 
intervention, the impact on spending is less clear-cut. We could observe reductions in spend-
ing growth if the less effective treatment led to additional health spending or increased rates of 

2 In these examples, we assume that research examines both clinical effectiveness and cost; much comparative effectiveness 
research focuses on clinical effectiveness only.
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complications, but it would depend on the frequency and type of complications. For example, 
sudden death might not be expensive, but repeated hospitalizations would be.

Third, comparative effectiveness research could conclude that one treatment is superior to 
another and that one treatment is substantially more expensive than the other. Increasing use 
of a treatment with superior effectiveness and higher cost would increase health spending.3 The 
opposite scenario is increasing the use of a treatment with superior effectiveness and lower cost, 
which would decrease health spending. 

Fourth, comparative effectiveness research could find no evidence of differences between 
two treatments. In this case, use of the more expensive treatment could decrease, since there 
are no proven health benefits that would justify its use. This would result in decreased health 
spending. 

At this point, we do not have information on the likely distribution of comparative effec-
tiveness research results across these illustrative scenarios, which makes it difficult to predict 
the likely impact on spending. 

3 A variation on this scenario is that the research could conclude that a combination of the two treatments is the superior 
option.
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CHAPTER FOUR

Existing Comparative Effectiveness Centers

Comparative effectiveness research is currently sponsored and conducted by the federal gov-
ernment, a limited number of states, and the private sector. Several models for CECs also exist 
in other countries. This chapter provides an overview of existing comparative effectiveness 
activities, then discusses the role of a potential interstate CEC that includes Massachusetts. 
Appendix A provides detailed descriptions of these centers.

Federal Government

Comparative effectiveness research is currently sponsored by various government agencies, 
including the Agency for Healthcare Research and Quality (AHRQ), the Centers for Medi-
care and Medicaid Services (CMS), and the National Institutes of Health (NIH).

• AHRQ: AHRQ has the authority to conduct comparative clinical effectiveness research 
on health services and prescription drugs. AHRQ contracts with evidence-based practice 
centers (EPCs), affiliated with academic centers and private-sector organizations, to con-
duct the research, which most commonly involves systematic evidence reviews. AHRQ’s 
annual budget for comparative effectiveness research was $30 million in fiscal year 2008 
(Alliance for Health Reform, 2008). AHRQ will receive an additional $300 million for 
comparative effectiveness research under the American Reinvestment and Recovery Act 
of 2009 (ARRA; Pub. L. 111-5). The additional funding will build on AHRQ’s current 
activities, with $148 million devoted to evidence generation and $30 million devoted to 
translating evidence into changes in practice (Agency for Healthcare Research and Qual-
ity, 2009).

• CMS: CMS uses information about the clinical effectiveness of treatments in its coverage 
decisions, but not in establishing provider payment rates. By statute, CMS is prevented 
from using cost considerations in making coverage decisions for Medicare (Medicare Pay-
ment Advisory Commission, 2008). In making coverage decisions, CMS may contract 
with EPCs or other entities to synthesize evidence.

• NIH: The NIH is the largest federal sponsor of clinical trials; however, a minority of its 
funding has been devoted to head-to-head comparisons of treatment alternatives (Medi-
care Payment Advisory Commission, 2008). ARRA allocated $400 million to the NIH 
for additional comparative effectiveness trials.

• FDA: The FDA regulates the safety and effectiveness of new drugs and medical devices. 
It conducts evaluations before approving new treatments and performs postmarketing 
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surveillance to identify potential safety problems that did not surface during the clinical 
trials.

State Governments

State governments fund comparative effectiveness research through several interstate collab-
oratives. Washington State belongs to such a collaborative and also funds additional compara-
tive effectiveness research.

• The Drug Effectiveness Review Project (DERP): DERP is a self-governing collaboration 
among 12 organizations overseen by the Center for Evidence-Based Policy in Oregon.1 
DERP produces full systematic reviews of the literature on the effectiveness of major drug 
classes, such as beta blockers and statins. DERP reports are updated as new evidence for 
each drug class becomes available. All reports are made available to the public, and the 
results are used by public and private insurers to inform coverage decisions and by con-
sumer groups as the basis for consumer guides.

• Medicaid Evidence-Based Decisions Project (MED): The Center for Evidence-Based Policy 
in Oregon also oversees MED. MED reviews evidence on medical therapies, procedures, 
and devices to inform coverage decisions by state Medicaid programs. To date, MED 
has focused on reviewing and translating evidence syntheses from such sources as the 
Cochrane Database of Systematic Reviews and AHRQ. MED reports are available only 
to its 11 members.2

• Washington State Health Technology Assessment (HTA) program: Washington State’s HTA 
program performs systematic reviews of the evidence on the cost, efficacy, and safety 
of medical devices, procedures, equipment, and diagnostic tests. The assessments are 
reviewed by a clinical panel, which makes coverage recommendations for state insurance 
programs, including Washington Health Care Authority plans, Medicaid, and the state 
Department of Labor and Industries, Department of Corrections, and Department of 
Veterans Affairs. The reports and decisions are also available to the public.

Private Sector

Several private-sector organizations and academic institutions conduct comparative effective-
ness research on behalf of both private-sector clients, such as health plans, and public-sector 
clients. In this section, we discuss several of the most prominent groups.

• Technology Evaluation Center (TEC): Blue Cross and Blue Shield Association’s TEC eval-
uates such technologies as drugs, devices, procedures, and biological products for their 
influence on health outcomes, including length of life, quality of life, and functional abil-

1 The 12 DERP participants are Arkansas, the Canadian Agency for Drugs and Technologies in Health, Colorado, Idaho, 
Maryland, Missouri, Montana, New York, Oregon, Washington, Wisconsin, and Wyoming. 
2 MED members include Medicaid programs from Alabama, Alaska, Arkansas, Minnesota, Missouri, New York, Okla-
homa, Oregon, Washington, Wisconsin, and West Virginia.
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ity. TEC completes between 20 and 25 assessments each year. It reports to both private- 
and public-sector clients, including Kaiser Permanente, AHRQ, and CMS. 

• Institute for Clinical and Economic Review (ICER): ICER, based at Massachusetts General 
Hospital’s Institute for Technology Assessment, reviews evidence on the clinical effective-
ness and comparative value of medical treatments and produces a rating system integrat-
ing effectiveness and value. ICER’s four completed reviews, along with executive summa-
ries, supporting documents, and information on its current project, are available to the 
public at no cost on the ICER Web site. 

• Tufts: The Tufts Center for Evaluation of Value and Risk in Health is a federally funded 
evidence-based practice center that conducts systematic reviews of the cost-effectiveness 
of health care interventions and maintains the Tufts Medical Center Cost-Effectiveness 
Analysis Registry (CEAR). The registry provides publicly available electronic access to a 
comprehensive database of 4,400 cost-effectiveness results from the published medical 
literature.

• Center for Medical Technology Policy (CMTP): Unlike most other existing CECs, the non-
profit CMTP’s primary activities are to develop and facilitate clinical studies, not to con-
duct evidence reviews. The clinical studies focus on methods for rapidly producing infor-
mation needed for medical decisionmaking. These methods include “pragmatic trials,” or 
clinical studies that are designed specifically to answer the questions faced by decision-
makers, and analysis of clinical registries.

• ECRI Institute: The ECRI Institute is a nonprofit organization that conducts systematic 
evidence reviews for drugs, devices, procedures, and systems of care for clients.

• Drug and device manufacturers: Individual manufacturers typically sponsor research on 
the effectiveness of their products.

International

The United Kingdom and Germany have CECs that produce information that is used as the 
basis for coverage decisions by public insurance programs.

• National Institute for Health and Clinical Excellence (NICE): Part of the United King-
dom’s National Health Service and funded by the national government, NICE conducts 
systematic reviews of existing literature on the cost-effectiveness of medical interven-
tions and prescription drugs. NICE reviews form the basis of coverage decisions by the 
National Health Service.

• Institute for Quality and Efficiency in Health Care (IQWiG): Established in 2004, IQWiG 
is an independent German institution that works on commission from the Federal Joint 
Committee and the Federal Ministry of Health to evaluate the use, quality, and efficiency 
of medical services. It evaluates therapeutic and diagnostic services, pharmaceuticals, sur-
gical procedures, diagnostic tests, clinical practice guidelines, and disease management 
programs. The Federal Joint Committee uses IQWiG reports to make binding coverage 
decisions. 
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CHAPTER FIVE

Objectives of a Comparative Effectiveness Center

The goal of a CEC, as indicated in the legislature’s instructions to the secretary, is to gener-
ate information that would be useful for making purchasing and payment decisions. To this 
end, the center’s objectives could be to guide insurers’ decisions about the coverage of specific 
treatments, benefit design, or provider payment methods. Another potential objective could be 
to provide information for physicians and patients. This approach, although not directly indi-
cated in the legislature’s instructions, could potentially improve health care quality and reduce 
costs by improving medical decisionmaking, independent of insurers’ benefit and payment 
policies. This chapter outlines potential objectives for the CEC.

Potential Objective 1: Provide Information to Patients and Physicians to 
Guide Decisionmaking

A stronger evidence base on the comparative effectiveness of treatment alternatives could 
improve the information that patients and physicians use to decide between treatment alterna-
tives. Dissemination of new information on the effectiveness of treatments to physicians and 
patients has had significant effects on practice patterns for many conditions. However, practice 
patterns can be slow to adjust following the publication of new research findings, so some level 
of utilization of less effective treatments often persists long after new findings are published.

There are several dissemination approaches that could potentially increase the rate of dis-
semination of new information and make a faster, larger impact on decisionmaking by patients 
and their physicians. An example of an effort targeted to physicians is the “drug detailing” 
initiative mandated in Chapter 305 to educate physicians about effective prescribing practices. 
An example of an initiative targeted to patients is Consumer Reports Best Buy Drugs, a con-
sumer guide based on DERP research. AARP, formerly known as the American Association of 
Retired Persons, has produced a similar consumer guide based on DERP research. An excerpt 
from the Consumer Reports guide on diabetes drugs presents some general findings about the 
drugs reviewed and recommended before listing its best buys:

Our evaluation of the diabetes medicines found the following:

• Newer drugs are no better. Two drugs from a class called the sulfonylureas and a drug 
named metformin have been around for more than a decade and work just as well as 
newer medicines. Indeed, several newer drugs are less effective than the older ones.
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• Newer drugs are no safer. All diabetes pills have the potential to cause adverse effects, 
both minor and serious. The drugs’ side effect “profiles” may be the most important 
factor in your choice.

• Taking two diabetes drugs can improve blood sugar control. Many people with diabe-
tes do not get enough help from one medicine. Two or more drugs may be necessary. 
However, taking more than one diabetes drug raises the risk of adverse effects and 
increases costs.

Taking effectiveness, safety, side effects, dosing, and cost into consideration, we have chosen 
the following as Consumer Reports Best Buy Drugs:

•  Metformin—alone or with glipizide or glimepiride

•  Glipizide and Glipizide Sustained Release—alone or with metformin

•  Glimepiride—alone or with metformin

These medicines are available as low-cost generics. We recommend that you try metformin 
first unless your health status prevents it. If metformin fails to bring your blood glucose 
into the normal range, we advise adding glipizide or glimepiride. Should either of those 
cause problems, Actos (pioglitizone) may be an option you and your doctor will want to 
consider. Be aware that Actos has been linked to a higher risk of heart failure. (Consumer 
Reports Best Buy Drugs, 2009, p. 2)

Another potential dissemination approach is “shared decisionmaking,” a process through 
which patients and their care providers are active participants in the communication and deci-
sionmaking about their care (Charles, Gafni, and Whelan, 1999; Charles, Whelan, and Gafni, 
1999). Comparative effectiveness information has been incorporated into “decision aids”—
booklets or interactive software programs that are designed to simplify and clarify the deci-
sionmaking process by giving a patient a clearer and more thorough understanding of his or 
her treatment options. Shared decisionmaking is most useful for decisions that involve signifi-
cant trade-offs that patients and their physicians must weigh (Wennberg et al., 2007). 

A review of 17 studies on patient decision aids showed that the aids generally improved 
knowledge of medical options and outcomes among patients (O’Connor et al., 1999). The 
Congressional Budget Office concluded that decision aids reduce the use of aggressive surgi-
cal procedures without affecting health outcomes and that the use of such aids on a broader 
scale could reduce health care spending (Congressional Budget Office, 2008). However, it was 
unable to estimate the effects increased shared decisionmaking on Medicare expenditures.

The following is an excerpt from a decision aid for patients considering magnetic reso-
nance imaging (MRI) for low back pain that was created by the online health information 
clearinghouse WebMD: 

Consider the following when making your decision about having magnetic resonance 
imaging (MRI):

• There is a good chance that your new (acute) low back pain will improve within  
6 weeks—most cases do.

• Avoid requesting costly imaging tests for acute low back pain. They usually provide 
no helpful early information. If you don’t have signs of a serious medical condition 
(such as spinal infection or bone cancer), don’t ask for or agree to imaging tests unless 
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you have low back pain that has persisted through at least 4 weeks of nonsurgical 
treatment.

• MRI is the best test for showing a herniated disc, soft-tissue damage, tumor, or infec-
tion. MRI also has the advantage of not using the ionizing radiation that the CT 
[computed tomography] scan does.

• Your doctor will probably wait to order an MRI for nerve-related symptoms that don’t 
go away within at least 4 weeks, because these symptoms often go away on their own.

• A technique called rapid MRI is probably no better than a standard X-ray for diagnos-
ing the cause of back pain or deciding what treatment to use. (WebMD, 2008)

Potential Objective 2: Provide Information to Private and Public Insurers to 
Enable Changes in Reimbursement or Benefit Design

New evidence on the comparative effectiveness of treatments could be used by insurers to 
fine-tune reimbursement policies or benefit designs in order to encourage the use of effective 
treatments. Insurance benefits could be designed to increase patient demand for services with 
higher effectiveness and decrease demand for services with lower effectiveness. Previous studies 
have shown that the level of cost sharing affects consumers’ demand for services (Newhouse, 
1993). However, cost sharing is an effective tool only in changing utilization patterns in insur-
ance programs in which out-of-pocket payments can be raised to decrease demand for services. 
In Medicaid, for example, cost-sharing levels are low or nonexistent in order to foster access  
to care.

While cost sharing targets consumers, there is also interest in targeting provider behavior 
by changing reimbursement methods, such as paying less for less-effective treatments while 
still covering them. This removes the current common incentive for providers to perform new 
procedures before a strong evidence base is necessarily established.

Several types of reimbursement policy could potentially be used to encourage the use of 
treatments shown to be more effective than alternatives. The main options are reference pric-
ing, which would pay the same price for equivalent treatments, and financial incentives for the 
use of preferred treatments.

Reference pricing is used in several countries for payment for pharmaceuticals. Under 
this system, a reference price is determined for a group of drugs—typically the minimum or 
median price. Insurance companies reimburse the reference price for all drugs in the group. 
Individuals are responsible for any cost above the reference price. Evidence on the effect of 
reference pricing on costs is limited and mixed, but, overall, studies have concluded that it 
results in lower costs (Aaserud et al., 2006; Kanavos and Reinhardt, 2003). There are many 
challenges to implementing a reference pricing system, however, including the administrative 
structure for determining reference prices, the definition of “therapeutic clusters” that would 
be subject to a single reference price, and the determination of appropriate prices. Critics of 
reference pricing argue that it could stifle innovation and increase barriers to access for lower-
income individuals. These effects have not been demonstrated conclusively, however (Kanavos 
and Reinhardt, 2003).

Another reimbursement approach is to pay bonuses to providers who provide evidence-
based care (i.e., “pay for performance”). Existing pay-for-performance programs could be 
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expanded using new comparative effectiveness information. These programs are easiest to 
implement when the evidence is clear and indicators of evidence-based care delivery can be 
readily determined from existing data. 

Potential Objective 3: Use Information to Guide Coverage Decisions in 
Insurance Programs

New comparative effectiveness information could be used to improve the evidence base that 
public and private insurers use to make coverage decisions. The Massachusetts state Medicaid 
program, MassHealth, includes cost-effectiveness in its definition of medical necessity for pur-
poses of determining coverage for medical services, and other insurers in the state use similar 
definitions (Massachusetts Office of Health and Human Services, undated). The CEC would 
produce information tailored for use by insurers in these determinations.

An example of a state program that conducts comparative effectiveness research to inform 
coverage decisions in state public insurance programs is the Washington State HTA. Most of 
the decisions made to date have been to deny coverage for some or all Washington State insur-
ance beneficiaries (see Table 5.1).
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Table 5.1
Coverage Decisions by Washington Health Technology Assessment

Service Description and Alternative(s) Coverage Decision Rationale

Implantable drug 
delivery system

Infusion pumps are surgically implanted devices used to deliver drugs to a 
specific site in the body, rather than relying on systemic levels of medication(s) 
administered orally or by other routes.

Not covered Uncertain effectiveness and 
equivalent cost

Discography Discography is a diagnostic test for discogenic pain. Controversy in using the test 
exists because the clinical importance of test results is unknown and there is a 
high rate of false positives.

Not covered Uncertain effectiveness and higher 
cost

Upright/positional MRI Upright/positional MRI is an imaging test designed to be performed on patients 
in weight-bearing or other positions. Alternative imaging tests used to diagnose 
spinal and other joint conditions are a regular MRI (lying down), CT myelogram, 
regular or flexion and extension radiographs (X-rays), and discography.

Not covered Uncertain effectiveness and higher 
cost

CT colonography CT colonography has been proposed as a less invasive alternative to conventional 
colonoscopy to screen for colorectal cancer, with the potential to induce more 
individuals to get screened.

Not covered Equivalent effectiveness and higher 
cost

Knee arthroscopy Surgical procedure to treat pain associated with osteoarthritis. Alternatives 
include physical and occupational therapy.

Not covered Not effective and higher cost

Lumbar fusion Lumbar fusion reduces back pain by surgically immobilizing the spinal column 
vertebrae surrounding the disc(s). Nonsurgical treatment alternatives for 
chronic low back pain include cognitive behavioral therapy, medications, and 
rehabilitation.

Covered under  
certain criteria

Higher effectiveness than usual 
care, equivalent effectiveness to 
intensive therapy and cognitive 
behavioral therapy, and higher cost

Pediatric bariatric 
surgery 

Bariatric surgery is a surgical intervention intended to induce weight loss and 
resolve co-morbid conditions linked to obesity. Alternatives to bariatric surgery 
include dietary modification, increasing physical activity and exercise, behavior 
modification, and pharmacotherapy.

Not covered  
for patients under  

age 18; covered  
for patients  

18–20 years old

More effective for patients 18–20 
years old, uncertain effectiveness 
for patients under age 18, and 
uncertain cost

SOURCE: 2009 Washington State Health Technology Assessment Program data. 
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CHAPTER SIX

Design Options for an Interstate Comparative Effectiveness 
Center

Th e existing CECs listed in Chapter Four incorporate various models that could guide the 
establishment of an interstate CEC that includes Massachusetts. However, given the extent of 
activities by existing centers, a more compelling question is, How much value would be gained 
by establishing a new CEC, and how would a new CEC’s role be coordinated with other com-
parative eff ectiveness activities?

Figure 6.1 outlines the main functions that will guide the design of a CEC. First, the 
CEC will need a process for ensuring oversight of its activities, establishing methods and pro-
cedures for those activities, and prioritizing topics for study. Second, the CEC will generate 
evidence on the comparative eff ectiveness of treatments. Since there are already many reports 
from existing centers, it is possible that the CEC will limit its purview to collating and inter-
preting these reports. Alternatively, the CEC could commission new studies from research 
institutions. Finally, it will need a process of “evidence translation,” or producing information 
and recommendations that local decisionmakers can use. Th is will likely require public meet-
ings of local medical and public health experts who review the evidence generated by the CEC

Figure 6.1
Potential Functions of a Comparative Effectiveness Center
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and gather input from stakeholders. Finally, the recommendations made through these public 
meetings will need to be produced and disseminated to target audiences. The target audiences 
could include physicians, patients, and insurers, depending on the objectives of the CEC, as 
discussed earlier.

These functions could all be performed by a new CEC, or some functions could be per-
formed collaboratively by existing organizations. In this chapter, we outline five design options 
for a CEC.

Option 1: An interstate CEC could be established to provide a framework for use of 
existing comparative effectiveness reports by regional decisionmakers. This option would 
establish a new regional organization that would focus on collating, interpreting, and dis-
seminating existing comparative effectiveness information from other sources. This option 
would address the issue that there are many comparative effectiveness studies that have been 
published, but there is no organizational framework to translate the evidence into action-
able information for New England decisionmakers. This option would establish a new entity 
either within existing government organizational structures or as an independent, govern-
ment-funded organization. The CEC would include mechanisms for governance, such as an 
independent board of directors. The board would approve methods for prioritizing topics for 
analysis, collecting and interpreting studies, and disseminating results. To perform evidence 
generation functions, the CEC would collate and summarize evidence reports from external 
sources. This function could be performed by CEC staff or through contracts with research 
organizations. To perform evidence translation functions, the CEC would convene a panel of 
regional physicians and public health experts. The panel would hold public meetings to review 
comparative effectiveness research reports produced by other organizations and make recom-
mendations for purchasing or clinical decisionmaking, depending on the objectives defined 
for the CEC.

In establishing a regional CEC, it may be possible to build on infrastructure that is in 
place in the form of existing regional collaboratives. One example is the New England Col-
laborative, an initiative by state health departments to coordinate efforts to establish medical 
home pilot programs. However, comparative effectiveness would have to compete for priority 
with ongoing work by regional collaboratives. 

Option 2: An interstate CEC could be established to support new comparative effective-
ness research. This option would create the framework for evidence translation as in option 1 
and also commission new comparative effectiveness research studies.1 The studies would likely 
be conducted by existing research organizations under contract with the CEC. (Many such 
highly regarded research institutions are located in New England.) The new research findings 
would then be used in an evidence translation process as outlined in option 1. In addition, the 
research findings could be published for use by others outside the region, adding to the scien-
tific evidence base.

A regional center would ensure that comparative effectiveness information was available 
in priority areas for the region, although many priorities are likely to be shared with other 
regions of the country. Possible reasons that regional priorities may vary include differences in 
the population disease profile and differences in the utilization of services. For example, the rate 
of colonoscopy screening is relatively high in Massachusetts and neighboring states compared 

1 There are several different types of studies that could be commissioned, as discussed in Chapter Seven.
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to other regions of the country (Kaiser Family Foundation, 2009); this may affect the interest 
in, and decisionmaking around, “virtual” colonoscopies, a less invasive test that is covered by 
many private insurers but not by Medicare. It is possible that priorities for Massachusetts may 
be more closely aligned with those of states outside the region than with those of other New 
England states—for example, states that have similar delivery systems (e.g., many academic 
medical centers), similar urban/rural distribution of the population, or other characteristics.

The establishment of a regional CEC would require resources to establish and administer 
the program, as well as resources to support the development and dissemination of compara-
tive effectiveness information. The amount of funding required could vary widely, depend-
ing on the number of comparative effectiveness studies conducted, the design and scope of 
the studies, and the extent of dissemination. Based on the budgets of existing CECs, such as 
Washington State HTA and DERP (see Table 6.1), a rough estimate of the annual funding 
required would be $1–1.5 million. Massachusetts’s share would depend on how many other 
states participated and how funding responsibility was allocated among participating states. 
Based on the experience of HTA and DERP, a budget of this size could fund approximately 
seven evidence syntheses per year. However, it is unclear whether seven syntheses per year 
would be the optimal level of output for a regional CEC that includes Massachusetts.

Option 3: Massachusetts could join existing interstate CECs (i.e., DERP and MED). Join-
ing existing CECs would allow Massachusetts to provide input into the content and priority of 
comparative effectiveness reviews and would provide Massachusetts with access to comparative 
effectiveness information that is limited to participants, without incurring the cost of estab-
lishing a new CEC. Fourteen states and the Canadian Agency for Drugs and Technologies in 
Health currently participate in DERP. Eleven state Medicaid programs currently participate 
in MED. The cost of membership would be approximately $90,000 per year for DERP and 
$130,000 per year for MED.

Unlike a regional CEC (option 1 or 2), participating in DERP and MED may pro-
vide information that is less closely aligned with Massachusetts’s priorities, since all partici-
pants have equal input. However, participation would offer access to services that can be used 
in decisionmaking. MED members receive reports that are not available to nonparticipants. 
Members also have access to policy and evidence consultation experts who provide guidance

Table 6.1
Funding for Selected Existing Comparative Effectiveness Centers

Name Funding

Washington State HTA $1.2 million in 2006

DERP $1.4 million annual average since 2002

AHRQ Effective Health Care Program $30 million in 2008

Federal funding in the American Recovery and 
Reinvestment Act of 2009 (ARRA)

$1.1 billion in 2009, until expended

NICE (UK) $35–50 million annually

SOURCES: Agency for Healthcare Research and Quality (2009); Medicare Payment Advisory 
Commission (2008); Pub. L. 111-5 (2009); University of Washington Office of State Relations data.
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for decisionmaking, and members can take advantage of collaboration with other participat-
ing state Medicaid programs. DERP evidence reports are available to the public, but DERP 
participants receive summaries of reports that are not available to nonmembers.

Option 4: Massachusetts could join DERP and MED and also establish a regional CEC. 
Massachusetts could combine options 2 and 3 in order to take advantage of the existing infra-
structure of DERP and MED while allocating additional resources to regional comparative 
effectiveness priorities through a new CEC. This would require the highest level of funding of 
the five options presented here. The option does have a precedent: Washington State partici-
pates in both DERP and MED and also supports the HTA program.

Option 5: Status quo. Massachusetts could elect not to establish or join a CEC. Local 
stakeholders could continue to rely on existing decisionmaking processes and activities spon-
sored by other entities for comparative effectiveness information.
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CHAPTER SEVEN

Other Design Considerations for a Comparative Effectiveness 
Center

How Will Comparative Effectiveness Information Be Produced?

If a new interstate CEC commissions new research (option 2 or 4), there are four main types 
of research that could be conducted. Each has very different cost implications. Existing CECs 
mainly conduct syntheses of existing evidence; under option 1, a New England regional CEC 
would likely rely on these syntheses.

Conduct systematic reviews of available evidence. Systematic reviews provide a rigor-
ous framework for evaluating evidence from existing studies. A commonly used method for 
reviews is “meta-analysis,” in which results from multiple studies are pooled using statisti-
cal techniques to formulate a single, overall estimate. Many systematic reviews also include 
products that aim to translate scientific findings for different audiences, such as decisionmak-
ers, consumer advocates, or physicians. This approach is most useful for evaluating a large,  
mixed evidence base from previous studies. It is least useful when there are few high- 
quality studies. Systematic reviews are generally less expensive to conduct than new studies. 
The funding for systematic reviews supported by AHRQ generally averages between $50,000 
and $300,000 per study (Agency for Healthcare Research and Quality, 2007). Most of the 
existing comparative effectiveness centers primarily conduct systematic reviews.

Support the generation of new evidence from existing data for treatments with a weak 
evidence base. New observational studies could be performed retrospectively using existing 
data sets, such as insurance claims. These studies can add to the evidence base at lower expense 
than prospective clinical trials but are not as rigorous for two reasons. First, since patients are 
not randomized to treatments, the studies may be biased by differences between the groups of 
patients receiving each treatment. Second, readily available data used in observational studies, 
such as insurance claims, include limited clinical information that may limit the outcomes 
that can be evaluated or the ability to adjust for differences in the illness severity of patients 
receiving one treatment versus another. In some instances, these data may be linked to other 
sources of information to improve their utility. For example, claims data have been linked to 
the National Death Index to study the survival benefits of different treatments. Other sources 
of clinical information, such as medical records, are more difficult and costly to collect. In the 
future, it is possible that expanded use of electronic health records will facilitate the collection 
of clinical data.

Support the generation of new evidence from patient registries. A patient registry is “a 
systematic collection of a set of health and demographic data for patients with specific health 
characteristics held in a defined database for a predefined purpose” (Levine and Julian, 2008). 
Health plans, medical societies, and product manufacturers maintain such registries to track 
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the effects of treatments over time. A CEC could facilitate the use of patient registries to pro-
duce new information on the comparative effectiveness of treatments. One way registries can 
be used is through a policy of “coverage with evidence development,” which is used by CMS 
for a limited number of treatments (Tunis and Pearson, 2006). Under this type of policy, 
Medicare covers promising new treatments on the condition that data on health outcomes 
are collected in a registry. The policy is also used to require participation in clinical trials. For 
example, Medicare is collecting health outcomes data from a mandatory registry for certain 
patients receiving implantable cardioverter defibrillators (Centers for Medicare and Medicaid 
Services, 2005). Other registries collect data on patients with a particular disease or condi-
tion. Product- or service-specific registries can be used to compare how treatment effects differ 
across patient subgroups or between providers, while disease-specific registries could be used to 
compare the effectiveness of different treatments for that disease. 

Support the generation of new evidence from clinical trials. A CEC could support 
prospective randomized clinical trials to generate new information on the relative effective-
ness of treatments. While clinical trials have the potential to provide rigorous evidence, they 
are expensive and time-consuming. Head-to-head clinical trials conducted recently by the 
NIH averaged $77.8 million, ranging from $12 million to $176 million (National Institutes of 
Health, 2007). Due to the level of funding required, sponsorship of new clinical trials is likely 
not a viable option for a regional CEC. 

How Will Research Topics Be Selected?

Chapter 305 of the Massachusetts Acts of 2008 states that treatments examined by a potential 
CEC should include medical procedures, drugs, devices, and biologics. The scope of a CEC 
could also potentially be expanded to include different methods for care delivery, as has been 
recommended by the Institute of Medicine. The “treatments” being compared would include 
defined processes for delivering medical interventions, not just the medical interventions them-
selves. For example, limited evidence exists on the effectiveness of alternative chronic disease 
management approaches, such as the use of telephonic reminder systems to encourage medica-
tion adherence. IQWiG in Germany is an example of an existing CEC that includes both care 
delivery methods and medical treatments as research topics.

If Massachusetts enters into an interstate compact to create a new regional CEC, a trans-
parent process must be established to prioritize treatments selected for review. A similar pro-
cess would be required whether the CEC was providing a framework for translating existing 
reports (option 1) or commissioning new research (option 2 or 4). If Massachusetts joined 
existing collaborations, such as DERP and MED (option 3), research topics would be selected 
using existing prioritization processes. 

Candidates for study topics could be identified through nominations from the public and 
employees of the CEC or state health programs. The Washington HTA and the AHRQ Effec-
tive Health Care program are examples of programs that accept nominations by the public via 
their Web sites. Criteria would then need to be developed and applied to select the subjects for  
study from among the nominations. Examples of potential criteria for selecting treatments  
for comparison are summarized in Table 7.1.
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Table 7.1
Potential Criteria for Selection of Treatments for Comparative Effectiveness Research

Criterion Example of How Criterion Could Be Quantified

Impact on health Mortality rate relevant to condition treated

Impact on health care spending Total annual spending for treatment

Size of population affected Number of treatments delivered per year

Geographic variation in utilization rates Ratio of treatment volume in high- and low-utilization regions

Growth rate in costs and/or volume Average annual growth in mortality rate or total annual 
spending for past five years

Strength of existing evidence base Number of clinical trials addressing treatment

Complexity of treatment decisions Existence of conflicting evidence on effectiveness

Extent of social, legal, or ethical issues Number of lawsuits related to treatment

SOURCE: Authors’ analysis.

Should the CEC Evaluate Clinical Effectiveness or Cost-Effectiveness?

Many existing CECs evaluate clinical effectiveness only and have excluded cost-effectiveness 
from their purview. This has been the approach of federal agencies, such as AHRQ and CMS, 
and other organizations, such as DERP. Political opposition to the use of cost-effectiveness 
information in decisions affecting treatment alternatives is typically strong. However, others 
advocate that, given the growing unaffordability of health care, it is necessary to consider 
the cost implications of treatment alternatives. Consideration of costs increases the likelihood 
that comparative effectiveness research could lead to reduced health spending (Congressional 
Budget Office, 2007). 

The CEC could review clinical effectiveness only, not cost. Under this approach, the CEC 
would not be involved in the use of cost considerations to influence treatment availability. This 
should decrease political opposition to a CEC. However, it is likely that decisionmakers, such 
as insurers using the clinical effectiveness reviews, would consider cost information separately. 
For example, insurers often compare the drug effectiveness information published in DERP 
reports to the prices they pay for drugs to make coverage decisions. These comparisons, since 
they are not conducted within the established DERP review process, are not necessarily trans-
parent to the public, and the methodological standards of such analyses are unclear. For exam-
ple, cost comparisons may be conducted using only the price of the treatment or drug. More 
rigorous evaluations of cost could consider the full range of costs of a particular treatment 
option over time. The exclusion of explicit consideration of cost could contribute to distrust of 
a CEC, since stakeholders may assume that cost information is being used in decisionmaking, 
but in a nontransparent manner (Neumann, 2006). 

Alternatively, the CEC could review both clinical effectiveness and cost. There are several 
ways that this is done by existing CECs, and different approaches could have different effects 
in diffusing opposition. Several existing CECs report clinical effectiveness and cost separately, 
rather than together as a single cost-effectiveness ratio. For example, the Washington HTA 
summarizes its reviews in three categories: clinical effectiveness, safety, and cost-effectiveness. 
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In its recommendations, HTA indicates whether cost-effectiveness was a strong factor in its 
decision process or whether the decision was based entirely or predominantly on clinical con-
siderations. ICER reports comparative clinical and cost-effectiveness data using a grid, with 
clinical effectiveness on one axis and cost on the other. NICE, on the other hand, uses an 
explicit threshold of cost-effectiveness for its recommendations. However, it has made excep-
tions in the application of this threshold. 

If the CEC reviews cost-effectiveness, an open, transparent process would be critical to 
diffusing opposition. For example, the Washington HTA has used open, public meetings for 
decisionmaking and incorporates feedback from patients, drug and device makers, and other 
stakeholders in decisions. NICE has also convened a citizens’ council to allow for greater public 
input on its recommendations.
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CHAPTER EIGHT

Conclusions

This report outlined several design options that Massachusetts could follow in establishing an 
interstate CEC. The choice of design option will be determined by the specific objectives of the 
legislature and by the legislature’s prioritization of comparative effectiveness research relative 
to other options under consideration for improving quality and reducing spending growth in 
health care. All of the options presented in this report should be technically feasible to imple-
ment, given the political will. However, as noted earlier, the implementation of a government-
funded CEC would likely encounter significant political opposition. Certain design decisions 
would likely increase political opposition to a CEC. In particular, the consideration of cost-
effectiveness and the use of comparative effectiveness information in decisions about the cover-
age of specific treatments have been very controversial.

Participants of a meeting of New England state representatives expressed strong interest 
in establishing a CEC. After considering the design options presented in this report, meet-
ing participants expressed the strongest interest in beginning with option 1 and potentially 
expanding to other options. Under this approach, Massachusetts would enter into an interstate 
compact with other New England states to create a framework for translating comparative 
effectiveness information into actionable recommendations for local decisionmakers. Meeting 
participants felt that recommendations coming from such an organized framework may be 
viewed as a “trusted source” by local physicians, patients, and other stakeholders. Meeting par-
ticipants also felt that collaboration among New England states made sense, given its merged 
medical marketplaces.

ARRA included funding for comparative effectiveness research that could potentially 
provide seed money for a regional effort. ARRA allocated $1.1 billion among AHRQ, the 
NIH, and the U.S. Department of Health and Human Services. In a notice of intent to pub-
lish grant and contract solicitations released on August 7, 2009, AHRQ announced that it 
would provide $29.5 million to “support innovative translation and dissemination grants” for 
comparative effectiveness research, with solicitations published beginning in fall 2009 and 
funding commencing in spring 2010. A potential barrier is that the ARRA prohibits the fed-
eral coordinating council overseeing the use of the ARRA comparative effectiveness funding 
from taking action that could be construed “to mandate coverage, reimbursement, or other 
policies for any public or private payer.” At this time, it is unclear whether this stipulation will 
apply beyond the activities of the council itself to all AHRQ grants and contracts for transla-
tion and dissemination activities. 

Representatives from New England states expressed an interest in continuing to meet to 
discuss design options further. Topics that will need to be addressed include specific objectives 
for a CEC, funding sources, legislative/regulatory authority, and organizational structure. 



28    Feasibility and Design Options to Research the Comparative Effectiveness of Medical Treatments

In future steps, Massachusetts and other New England states could potentially build 
on such a framework by commissioning additional comparative effectiveness research to fill 
gaps in existing information. This could be accomplished by commissioning studies from 
established research centers (option 2) and/or joining existing state collaborations (DERP and 
MED) (option 3).

Massachusetts is at the forefront of the national health reform debate and is consider-
ing a variety of innovative approaches to improve the quality and affordability of care in the 
state. However, other state governments have been more active to date in sponsoring and using 
comparative effectiveness research. Massachusetts could potentially become a leader among 
states in this area. New England is world-renowned for its clinical research enterprise and its 
academic medical centers could help in establishment and functioning of a CEC. In addition, 
New England states have a track record of collaboration on health policy issues that could be 
extended to comparative effectiveness research.

Given the increase in federal funding and attention to comparative effectiveness research, 
a central question is whether additional funding by Massachusetts is a priority among the poli-
cies being considered. The increasing federal role in this area could be interpreted as a sign that 
state efforts are becoming less important. On the other hand, the increased federal role could 
make a regional CEC more important. There will be an increasing amount of evidence avail-
able that must be weighed by local decisionmakers, and federal funding could also support the 
creation of a regional CEC.



29

APPENDIX A

Existing Comparative Effectiveness Centers

In this appendix, we compare existing CECs according to their role and organization, selection 
of treatments for comparison, methods used for comparisons, and uses of the comparisons. 
Table A.1 presents a summary profile of each center.
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Table A.1
Summary of Existing Comparative Effectiveness Centers

Characteristic AHRQ CMTP CEAR DERP ECRI ICER IQWiG MED NICE TEC HTA

Affiliation Federal gov’t Private 
nonprofit 

Academic 
nonprofit 

State gov’t 
coalition

Private 
nonprofit 

Academic 
nonprofit

National gov’t 
(Germany)

State gov’t 
coalition

National 
gov’t (UK)

Private,  
Blue Cross  

and Blue Shield 
Association

State gov’t 

Funding 
sources

Federal budget 
appropriations

Various 
public- and 

private-sector 
sources

Public- and 
private-sector 

grants

Participating 
state gov’ts

Various 
public- and 

private-
sector 

sources

Various public- 
and private-

sector sources

National 
government

Participating 
state gov’ts

National 
gov’t

Participating 
Blue Cross  

and Blue Shield 
plans

State gov’t

Availability  
of products 

Publicly  
available

Publicly 
available

Publicly 
available

Main reports 
publicly 

available;  
other products 
for members 

only

Most 
available to 

members 
only

Publicly 
available

Publicly 
available 
(mainly in 
German)

Available to 
members 

only

Publicly 
available

Publicly 
available 

Publicly 
available 

Type of 
treatments 
reviewed 

Medical 
procedures  
and drugs

Medical 
procedures

Health care 
interventions 
(not specified) 

Drug classes Not specified Medical 
procedures, 
devices, and 

biologics

Medical 
procedures, 

drugs, disease 
management 

programs 

Medical 
procedures 
and devices

Medical 
procedures, 

drugs, 
devices, 
health 

promotion 
activities

Medical 
procedures, 
drugs, and 
biologics

Medical 
procedures 
and devices

Basic  
methods

Systematic 
reviews

Clinical trials Systematic 
reviews

Systematic 
reviews

Systematic 
reviews

Systematic 
reviews and 

decision 
modeling

Systematic 
reviews

Systematic 
reviews

Systematic 
reviews

Systematic 
reviews

Systematic 
reviews

Intended use 
of products

Inform  
consumer 

and clinician 
decisionmaking

Inform a  
variety of 

applications, 
including 
coverage 
decisions

Not specified Inform state 
insurance 

benefit design 
and coverage; 
also used in 
consumer 
education

Not  
specified 

(may differ 
by client)

Inform benefit 
design, 

reimbursement, 
and coverage 

decisions

Inform 
national 

insurance 
coverage 
decisions

Inform 
Medicaid 
coverage 
decisions

Guidance for  
providers

Inform  
benefit design, 
reimbursement, 

and coverage 
decisions 

Inform state 
insurance 
coverage 
decisions
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Agency for Healthcare Research and Quality

Role and Organization

AHRQ was designed to both sponsor and conduct evidence-based research on health care 
outcomes, quality, and cost. The Effective Health Care Program, which emerged from Sec-
tion 1013 of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003  
(Pub. L. 108-173), is authorized to review and synthesize existing literature and to generate 
new scientific evidence on clinical effectiveness. The program is a collaboration of EPCs, the  
Developing Evidence to Inform Decisions about Effectiveness (DEcIDE) Network, and  
the John M. Eisenberg Clinical Decisions and Communications Science Center.

Selection of Treatments for Comparison

AHRQ’s priorities for research are topics that are most relevant for Medicare, Medicaid, and 
State Children’s Health Insurance Program decisionmakers. Effective Health Care Program 
research focuses on the following conditions: arthritis and nontraumatic joint disorders, 
cancer, cardiovascular disease (including stroke and hypertension), chronic obstructive pulmo-
nary disease/asthma, dementia (including Alzheimer’s), depression (and other mood disorders), 
diabetes mellitus, functional limitations and disability, infectious diseases (including HIV/
AIDS), obesity, peptic ulcer/dyspepsia, pneumonia, and substance abuse. Anyone is allowed to 
suggest research topics to the Effective Health Care Program. 

Methods Used for Comparisons 

AHRQ can conduct its own assessment reports or can contract out to its EPCs. The EPCs 
develop comparative effectiveness reports by performing systematic reviews of all available 
literature, both published and unpublished, and weighing the risks and benefits of various 
treatments. The DEcIDE Network is a collection of research centers across the country that 
runs trials and conducts studies to generate new evidence to fill any existing gaps. The John M. 
Eisenberg Clinical Decisions and Communications Science Center specializes in translating 
dense scientific research into audience-specific, digestible information. 

Uses of Comparisons

Many AHRQ publications are available for free to the public on the AHRQ Web site; others 
may need to be purchased. AHRQ shares its guidelines on the National Guidelines Clear-
inghouse Web site, where they are searchable for the discretionary use of health professionals, 
providers, and health plans. CMS also uses AHRQ technology assessments to make national 
Medicare coverage decisions. (See Agency for Healthcare Research and Quality, Effective 
Health Care Program, undated.)
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Center for Medical Technology Policy

Role and Organization

CMTP in Baltimore is a private, nonprofit organization that provides a forum for patients, 
clinicians, payers, manufacturers, and researchers to collaborate to generate new evidence for 
health care decisionmakers. CMTP gets 33 percent of its funding from health plans, 20 per-
cent from foundations, 5 percent from the government, and 42 percent from other sources. 
Funding sources include Aetna, AHRQ, Blue Shield of California Foundation, California 
Healthcare Foundation, The Commonwealth Fund, Institute of Medicine, Johnson and John-
son, Kaiser, National Pharmaceutical Council, Pfizer, and United Healthcare Foundation.

Selection of Treatments for Comparison

In May of 2006, CMTP selected five new technologies for study: radiation therapy for pros-
tate cancer, delivery of ICU care through telemedicine, minimally invasive bariatric surgery, 
gene expression profiling tests for early stage breast cancer, and CT angiography for diagnosing 
coronary artery disease. 

Methods Used for Comparisons 

Unlike most other existing CECs, CMTP’s primary activities are to develop and facilitate 
clinical studies designed to produce the information needed by decisionmakers, not system-
atic reviews of available evidence. The clinical studies focus on methods for rapidly producing 
needed information, such as “pragmatic trials” (clinical studies that are designed specifically to 
answer the questions faced by decisionmakers) and clinical registries. Multistakeholder work-
ing groups identify key questions and develop methodologies and study protocols. Effective-
ness Guidance Documents are then drafted and the group reviews the documents and posts 
them on the CMTP Web site for public comment. These comments are then considered and 
the completed guidance documents are posted. 

Uses of Comparisons

Effectiveness Guidance Documents provide guidance on how to design clinical studies that 
will provide needed evidence, evidence standards that can be applied in making reimbursement 
and coverage decisions, and a research framework for researchers and funding agencies. The 
documents are available to the public. (See Center for Medical Technology Policy, undated.)
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Cost-Effectiveness Analysis Registry at Tufts Medical Center

Role and Organization

CEAR was created to be a single source for benchmark information on “cost-utility analysis,” 
or health-related cost-effectiveness measures that consider quality of life and added life years. 
CEAR is a part of the nonprofit Institute for Clinical Research and Health Policy Studies at 
Tufts Medical Center in Massachusetts. CEAR has had a variety of financiers since its incep-
tion in 1976 (including the National Science Foundation, AHRQ, National Library of Medi-
cine, and, presently, individual subscribers and other project-related grants such as a recent one 
for the National Cancer Institute), but it does not accept money attached to research directives. 
The CEAR catalogue contains more than 5,300 cost-effectiveness ratios and more than 7,000 
utility weights from existing published literature.

Selection of Treatments for Comparison

CEAR includes all published articles identified through a systemic review of the literature that 
include a cost-utility analysis and meet certain methodological criteria.

Methods Used for Comparisons 

The CEAR team performs systematic reviews to search for articles that contain an original 
cost-utility estimate. The team excludes articles that are reviews or editorials or that contain a 
cost-effectiveness analysis not measured in quality-adjusted life years (though it is considering 
an expansion to other metrics, such as cost per life or even noneconomic values). Three main 
types of information are collected on each article: methodology used, cost-effectiveness ratio, 
and “utility weight,” or measured preferences for particular health outcomes or health states. 

Uses of Comparisons

The registry is online and available to the public. CEAR does not track how the information 
is used. (See Cost Effectiveness Analysis Registry, undated; this section is also based on the 
authors’ interview with Peter Neumann, CEAR principal investigator.)



34    Feasibility and Design Options to Research the Comparative Effectiveness of Medical Treatments

Drug Effectiveness Review Project

Role and Organization

DERP is a self-governing collaboration that produces public reports and report updates on 
the comparative clinical effectiveness of drugs in major drug classes. The Center for Evidence-
Based Policy in Oregon oversees DERP, which began as a collaboration among the Oregon 
Health and Resources Commission, the Washington Health Care Authority, and the Idaho 
Department of Health and Welfare. DERP has since expanded to 12 states and organizations: 
Arkansas, the Canadian Agency for Drugs and Technologies in Health, Colorado, Idaho, 
Maryland, Missouri, Montana, New York, Oregon, Washington, Wisconsin, and Wyoming. 
Each member contributes equally to DERP funding and has an equal voice in setting the pri-
ority list for DERP studies. Each member also has an equal say in the drug classes to be stud-
ied, the key questions to be asked, and the timelines and quality of draft reports. The member-
ship cost is contingent on the number of groups involved; currently, membership is $87,000 
annually, with matching funds from the federal government. 

Selection of Treatments for Comparison

When choosing a drug class to review, DERP considers disease burden, alternatives, scope, 
clinical impact, budget impact, evidence, marketing, and benefits/policy considerations. 
DERP has completed systematic reviews of 32 classes of medications. In drug classes with 
ongoing research, DERP performs report updates. Members determine which classes will 
receive updates. 

Methods Used for Comparisons 

Each study begins with a systematic review of existing literature. Data from existing studies 
are reviewed for quality and then compiled into evidence tables in a report. Information is 
solicited from experts and pharmaceutical companies. All reports are peer-reviewed, drafts are 
circulated among experts, and, when applicable, drafts are posted for public comment. DERP 
reports contain no cost-effectiveness analysis.

Uses of Comparisons

DERP has both private and public components. The key questions, evidence tables, and all 
draft and final reports are posted on the DERP Web site for public use. Executive summa-
ries (intended for policymakers), Pharmacy and Therapeutics Committee briefs, and slide pre-
sentations are available for the proprietary use of DERP members only. Final DERP reports 
are not usage guidelines, though states are free to take and use the information at their own 
discretion. DERP reports are nonbinding and application is subject to normal state and local 
decisionmaking processes. DERP reports are widely referenced, both nationally and interna-
tionally. Consumers Union, publisher of Consumer Reports magazine, has created a Web site 
that uses DERP reports to give consumer advice. The project translates DERP findings and, 
with additional information from other sources, chooses “best buy” drugs in each drug class. 
AARP, formerly the American Association of Retired Persons, also uses DERP reports to pro-
vide information to patients. (See Center for Evidence-Based Policy, undated[a]; this section is 
also based on the authors’ interview with Mark Gibson, DERP deputy director.)
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ECRI Institute

Role and Organization

The ECRI Institute is a nonprofit research organization whose clients include hospitals, health 
systems, public and private payers, U.S. federal and state government agencies, ministries of 
health, voluntary-sector organizations, associations, and accrediting agencies. ECRI has an 
evidence-based practice center through AHRQ and works with CMS to inform national cov-
erage determinations.

Selection of Treatments for Comparison

ECRI performs customized assessments at the request of its members.

Methods Used for Comparisons 

ECRI performs systematic reviews of existing literature in its evidence reports and, when possi-
ble, conducts statistical analysis of the existing evidence. Six main products are available ECRI 
members: evidence reports, systematic reviews with statistical analyses, emerging technology 
systematic reports, forecasts of health care technologies and services under research and devel-
opment, guides to the published literature about technologies and services, a health technology 
trends newsletter, and access to the International Health Technology Assessment Database.

Uses of Comparisons

ECRI reports are used in various ways, including in coverage and reimbursement decisions. 
(See ECRI Institute, undated.)
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Institute for Clinical and Economic Review

Role and Organization

ICER is an academic center that conducts reviews of the clinical and cost-effectiveness of 
medical treatments. Created in 2006, ICER is physically located at the Massachusetts General 
Hospital’s Institute for Technology Assessment. ICER’s executive leadership consists of a presi-
dent and senior management team, and an advisory board provides strategic guidance. ICER 
accepts funding from a variety of public and private sources.

Selection of Treatments for Comparison

ICER assesses health care interventions, prioritizing those that have a greater impact on health 
quality and cost. ICER reviews are also designed to assess interventions in clinical areas where 
reasonable treatment alternatives are available.

Methods Used for Comparisons 

ICER performs systematic reviews of existing literature and confers with experts to deter-
mine clinical effectiveness and “comparative value.” The evidence review is used to create an 
assessment, known as the ICER Integrated Evidence Rating™. The rating model, based on the 
evidence-based medicine matrix, has a three-tiered vertical confidence scale (low, limited, or 
high) and a four-category horizontal benefit scale (from inferior net benefit to large net benefit). 
Any technology given a vote of low confidence is automatically labeled “insufficient”; anything 
rated “limited confidence” is either “insufficient” or “unproven but potential,” depending on 
the net benefit; and anything with high confidence is rated A (for “superior”—high confidence 
of a moderate-to-large net health benefit), B (for “incremental”—high confidence of a small 
net health benefit), C (for “comparable”—high confidence of a comparable net health benefit), 
or D (for “inferior”—high confidence of an inferior net health benefit), depending on the net 
benefit. The ICER comparative value rating is based on cost savings, cost per additional qual-
ity-adjusted life year, cost per key outcome, and cost relative to similar treatments/situations. 
ICER reviews consider the “downstream effects” that an intervention could have on future 
health care utilization.

Uses of Comparisons

ICER creates its reports for public dissemination; appraisals are publicized as soon as they 
are final, along with supporting documents and a final executive summary. Reports contain 
a summary of existing literature, comparisons to other technologies, recommendations for 
future reviews, and ratings of comparative value. It is ICER’s intention that reports will be 
used as tools when shaping benefit design, reimbursement strategies, and coverage policies.  
(See Institute for Clinical and Economic Review, undated; this section is also based on the 
authors’ interview with Steven Pearson, ICER president.)
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Institute for Quality and Efficiency in Health Care

Role and Organization

Established in 2004, IQWiG is an independent German institution that works on commission 
from the German Federal Joint Committee and the Federal Ministry of Health to evaluate the 
quality and efficiency of medical services. IQWiG has two management boards: the Steering 
Committee, which comprises department heads and coordinates internal and external affairs, 
and the Foundation, which is bicameral and includes the Foundation Board, which represents 
regional health care funds and providers of services, and the Board of Directors, IQWiG’s 
supervising body. Other advisory committees include members of patient groups and national 
and international scientists. IQWiG is funded through taxes on health care services.

Selection of Treatments for Comparison

IQWiG reports are commissioned by the Federal Joint Committee or Federal Ministry of 
Health, but working papers and public health Web postings can be created through an autono-
mous initiative. IQWiG evaluates therapeutic and diagnostic services, pharmaceuticals, surgical 
procedures, diagnostic tests, clinical practice guidelines, and disease management programs. 

Methods Used for Comparisons 

IQWiG obtains information from systematic reviews of existing national and international 
studies; it does not perform its own clinical trials. It looks for studies of services that lengthen 
life, reduce symptoms or improve quality of life. IQWiG is legally mandated to use evidence-
based medicine methods to choose and review the studies. German health care reform in 2007 
expanded IQWiG reviews beyond clinical effectiveness to include cost-benefit analysis. The 
institute solicits input from manufacturers, professional associations, and patients throughout 
the process. 

Uses of Comparisons

The IQWiG produces four different products depending on their intended usage. The Institute 
publishes health information for consumers and patients on its Web site and produces working 
papers on methodology for health analysis or general relevant health topics. The IQWiG also 
publishes both rapid and detailed reports, which are conducted solely on commission. Reports 
are published on the IQWiG Web site (mainly in German). Commissioned reports help the 
Federal Joint Committee make binding coverage decisions for Statutory Health Insurance 
plans although, in addition to the reports, the Committee also considers individual situations 
and specific populations. (See Institute for Quality and Efficiency in Health Care, 2009.)
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Medicaid Evidence-Based Decisions Project

Role and Organization

In addition to DERP, the Center for Evidence-Based Policy in Oregon oversees MED. 
Like DERP, MED is self-governed by its member organizations, which include Medicaid 
programs from Alabama, Alaska, Arkansas, Minnesota, Missouri, New York, Oklahoma, 
Oregon, Washington, Wisconsin, and West Virginia. Membership in MED currently costs 
$130,000 annually but is likely to decrease as additional members join. Although both MED 
and DERP are part of the Center for Evidence-Based Policy, the two projects review different 
technologies, use different report methodologies, and have different policies about public dis-
semination of their evidence. 

Selection of Treatments for Comparison

MED reviews medical therapies, procedures, and devices. It produces different types of reports 
depending on usage needs: Rapid appraisal reports are answers to narrow questions, immediate 
policy/evidence consultations are useful for policymakers, and full systematic reports synthe-
size and analyze all existing evidence on a topic. Like DERP, MED examines clinical effective-
ness only, not cost-effectiveness.

Methods Used for Comparisons 

MED uses existing evidence from such sources as the Cochrane Database of Systematic 
Reviews, AHRQ, NICE, and others and synthesizes and summarizes results for policymak-
ers. The topics covered by MED are more diverse than those covered by DERP, and, therefore, 
the process for producing each report varies according to available information and the key 
questions to be addressed. 

Uses of Comparisons

MED reports are currently not published online and are the private property of MED’s 11 
members. The MED members typically use the reviews to inform coverage decisions. (See 
Center for Evidence-Based Policy, undated[b]; this section is also based on the authors’ inter-
view with Mark Gibson, MED deputy director.)
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National Institute for Health and Clinical Excellence

Role and Organization

NICE, an independent organization that is part of the United Kingdom’s National Health 
Service and funded by the national government, conducts systematic reviews of existing lit-
erature on medical interventions and prescription drugs. NICE is predominantly funded by 
the UK Department of Health (DOH); in 2007–2008 NICE received £33.4 million from the 
department and £1 million from other sources. NICE is overseen by a senior management 
team and a board that sets strategic direction, oversees delivery, and works with collaborative 
organizations. NICE is divided into centers, which deliver the guidance, and directorates that 
support the centers. 

Selection of Treatments for Comparison

NICE is commissioned to develop three types of health guidance: (1) public health, promotion 
of good health, and prevention of illness; (2) clinical practice, National Health Service guid-
ance on appropriate treatments, and patient care; and (3) health technologies. Health tech-
nologies include medicines, medical devices, diagnostic techniques, surgical procedures, and 
health-promotion activities. Guideline topics are suggested by a number of sources, including 
clinical and health professionals, patients, the Department of Health, and the National Hori-
zon Scanning Centre, and from within NICE; Department of Health ministers have the final 
say in topic selection.

Methods Used for Comparisons 

The National Collaborating Centre, with input from NICE and registered stakeholders, deter-
mines key questions to frame the scope of NICE reports. Then, a guideline development group 
of health professionals, representatives of patient groups, and technical experts are assembled 
to draft the guidelines. Draft guidelines are presented to registered stakeholders and the guide-
line review panel for consultation and review. Once the final guidelines are approved, they are 
submitted to the National Health Service. Cost reports estimate the national cost of guidance, 
while the costing templates guide local NICE implementers on local cost estimates.

Uses of Comparisons

The National Health Service is not the only organization to which NICE guidance applies; 
all health professionals are expected to consider the guidelines. NICE explicitly states that 
although its guidance should be regarded when appropriate, it does not replace individual 
knowledge and care, and, ultimately, it is the provider’s decision, in consultation with the 
patient. NICE guidelines apply, to varying extent, in four countries: England, Wales, North-
ern Ireland, and Scotland. NICE guidelines can apply across sectors, including local govern-
ments, educators, public utilities (such as gas and water companies), and the private sector, 
in addition to health providers. At the end of each month, NICE circulates all new guidance 
to a core group of recipients, and all guidance is published online. (See National Institute for 
Health and Clinical Excellence, undated[a].)
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Technology Evaluation Center

Role and Organization

TEC, part of the Blue Cross and Blue Shield Association’s, provides evidence-based assess-
ments of clinical effectiveness to both private- and public-sector customers. Assessments are 
completed by TEC core staff, which includes physicians, nurses, scientists, statisticians, and 
pharmacology professionals. The TEC Medical Advisory Panel meets three times a year to 
review TEC assessments. In 2002, Scott Serota, president and chief executive officer of Blue 
Cross and Blue Shield, estimated that TEC would cost $500 million to fund in its first year 
of operation.

Selection of Treatments for Comparison

Treatments are selected by TEC staff with input from Kaiser Permanente technical staff. Addi-
tional reviews are requested by such groups as AHRQ and CMS. TEC produces 20–25 assess-
ments per year.

Methods Used for Comparisons 

Systematic reviews are used to assess clinical effectiveness according to five criteria: the tech-
nology must have final approval from the appropriate governmental regulatory bodies, the 
scientific evidence must permit conclusions concerning the effect of the technology on health 
outcomes, the technology must improve the net health outcome, the technology must be as 
beneficial as any established alternatives, and the improvement must be attainable outside the 
investigational settings. Occasionally, TEC writes a special report on a specific technology. 
These reports are less rigid in their end product and could highlight effects of a drug for a spe-
cific population or synthesize the cost-effectiveness of a technology.

Uses of Comparisons

The TEC Web site is available to the public for “informational purposes” only and is the pri-
vate, trademarked property of Blue Cross and Blue Shield and Kaiser. (See Blue Cross and Blue 
Shield Association, undated.)



Existing Comparative Effectiveness Centers    41

Washington Health Technology Assessment Program

Role and Organization

The Washington State HTA program was created by the Washington Health Care Authority to 
ensure that medical treatments and services covered by its programs are safe and effective. The 
Health Care Authority oversees three state health care programs: the Public Employees Ben-
efits Board, the Washington Basic Health Plan, and Community Health Services. The Health 
Care Authority budget allocated $1.2 million for HTA operations in its first year (2006).

Selection of Treatments for Comparison

The HTA reviews medical and surgical devices and procedures, medical equipment, and diag-
nostic tests; prescription drugs are not under the purview of the HTA. Technologies to be 
reviewed are identified by physicians in participating state programs or requested by the public 
and then sent to the HTA administrator for selection. Prioritization is based on concerns about 
safety, efficacy, and cost-effectiveness; secondary concerns include the number of individuals 
potentially affected by the technology, the severity of the condition(s) treated by the technol-
ogy, any policy-related factors and any special population or ethical concerns. HTA considers 
the estimated total direct cost per year in its primary criteria for prioritizing technology assess-
ments. The cost criteria are included to estimate the potential budgetary impact from a cover-
age decision on the technology. The HTA was contractually obligated to review 14 technolo-
gies in its first two years of operation.

Methods Used for Comparisons 

Once a technology is selected, a systematic review is conducted to assess evidence of safety, 
effectiveness, and cost compared to alternative technologies; the evidence and methods used to 
analyze the technology are then reported. Each report summarily ranks the technology (low, 
medium or high) according to three primary criteria rankings: safety, efficacy, and cost. Com-
pleted reports are submitted to 11 physicians and providers who make up the Health Technol-
ogy Clinical Committee. The committee reviews the reports and uses the evidence to make 
coverage decisions for Washington State agencies. Reports generally take between two and six 
months to complete, and the review and decision process can take up to 12 additional months. 
Technologies are generally re-reviewed every 18 months. 

Uses of Comparisons

The Health Technology Clinical Committee reviews the evidence to decide which agencies 
will and will not pay for a technology and the circumstances that will determine coverage. 
State agencies participating in HTA decisions are HCA plans, Medicaid, and the Washington 
Departments of Labor and Industries, Corrections, and Veterans Affairs. Not all agencies have 
identical coverage allocations. The state agencies cover unique populations, and a coverage 
decision for one agency may not be appropriate for another. For example, the Department of 
Labor and Industries covers injured workers, so if the HTA reviews and approves a pediatric 
procedure, it could permit coverage for Medicaid and not for the Department of Labor and 
Industries. State agencies also make autonomous decisions about technologies not decided 
upon by HTA. (See Washington State Health Care Authority, undated.)
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APPENDIX B

Glossary

Clinical effectiveness: “The extent to which a specific intervention, when used under 
ordinary circumstances, does what it is intended to do. Clinical trials that assess effectiveness 
are sometimes called pragmatic or management trials” (Cochrane Collaboration, 2005).

Clinical trial: “An experiment to compare the effects of two or more healthcare interven-
tions. Clinical trial is an umbrella term for a variety of designs of healthcare trials, including 
uncontrolled trials, controlled trials, and randomised controlled trials” (Cochrane Collabora-
tion, 2005).

Comparative effectiveness research: “[T]he conduct and synthesis of systematic research 
comparing different interventions and strategies to prevent, diagnose, treat and monitor health 
conditions” (Federal Coordinating Council on Comparative Effectiveness Research, undated.)

Cost-benefit analysis: “An economic analysis that converts effects into the same mon-
etary terms as costs and compares them” (Cochrane Collaboration, 2005).

Cost-effectiveness analysis: “An economic analysis that views effects in terms of overall 
health specific to the problem, and describes the costs for some additional health gain (e.g. cost 
per additional stroke prevented)” (Cochrane Collaboration, 2005).

Cost-utility analysis: “A special form of cost effectiveness analysis where health effects 
are measured in quality adjusted life years. A treatment is assessed in terms of its ability to 
both extend life and to improve the quality of life” (National Institute for Health and Clinical 
Excellence, undated[b]). 

Efficacy: “The extent to which an intervention produces a beneficial result under ideal 
conditions. Clinical trials that assess efficacy are sometimes called explanatory trials and are 
restricted to participants who fully co-operate” (Cochrane Collaboration, 2005).

Meta-analysis: “The use of statistical techniques in a systematic review to integrate the 
results of included studies. Sometimes misused as a synonym for systematic reviews, where the 
review includes a meta-analysis” (Cochrane Collaboration, 2005).

Observational study: “A study in which the investigators do not seek to intervene, and 
simply observe the course of events. Changes or differences in one characteristic (e.g. whether 
or not people received the intervention of interest) are studied in relation to changes or differ-
ences in other characteristic(s) (e.g. whether or not they died), without action by the investiga-
tor. There is a greater risk of selection bias than in experimental studies” (Cochrane Collabora-
tion, 2005).

Safety: “Refers to serious adverse effects, such as those that threaten life, require or pro-
long hospitalization, result in permanent disability, or cause birth defects” (Cochrane Collabo-
ration, 2005).
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Systematic review: “A review of a clearly formulated question that uses systematic and 
explicit methods to identify, select, and critically appraise relevant research, and to collect 
and analyze data from the studies that are included in the review. Statistical methods (meta-
analysis) may or may not be used to analyse and summarise the results of the included studies” 
(Cochrane Collaboration, 2005).
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