Supplemental Material 1. Characteristics of the prioritization processes used by HTA agencies in Latin America: Survey Results
	
	Argentina
	Brazil
	Colombia
	Costa Rica 
	Chile
	Ecuador
	El Salvador
	Mexico
	Paraguay
	Panama
	Peru
	Uruguay 

	Perspective
	National HTA Agency
	National HTA Agency
	National HTA Agency
	National HTA Agency
	Ricarte Soto Law and National Cancer Law
	Public Health System (a)
	Health Service Providers (a)
	National HTA Agency
	Minister of Health (a)
	Public Health System (a)
	Minister of Health (a)
	National HTA Agency

	Proportion of the country population included in the health system and HTA process that is being considered

	
	76-100%
	76-100%
	76-100%
	76-100%
	76-100%
	76-100%
	76-100%
	76-100%
	76-100%
	51-75%
	51-75%
	76-100%

	Identification and nomination of technologies for assessment

	Existence of a formal and explicit process to identify and/or nominate/request potential technologies for assessment

	
	Yes
	No
	Yes
	No
	Yes
	Yes
	Yes
	Yes
	No
	No
	No
	Yes

	Mechanisms for the identification of candidate technologies for assessment 

	Consultation with experts and decision makers
	(
	
	
	(
	(
	
	
	(
	(
	
	
	

	Systematic mechanisms for the identification of technologies for assessment (e.g., horizon scanning)
	(
	
	
	
	(
	
	
	(
	(
	
	
	

	Mechanisms allowing the nomination/formal application by other stakeholders of technologies for assessment 
	(
	
	(
	
	(
	(
	
	(
	(
	
	
	(

	Direct request by the Minister of Health and/or other public agencies (secretaries, hospitals, etc.)
	(
	
	(
	(
	(
	
	(
	
	(
	(
	(
	(

	Other mechanisms (b)
	
	
	(
	
	
	
	
	
	
	
	
	

	Stakeholders with the ability to nominate or request candidate technologies for assessment

	Minister of Health
	(
	(
	(
	(
	(
	
	(
	(
	(
	(
	(
	(

	Other public agencies (such as Secretaries, regional Ministries of Health)
	(
	(
	(
	
	(
	
	
	(
	
	
	(
	(

	Pharmaceutical and device industries
	(
	(
	(
	
	(
	
	
	(
	(
	
	
	(

	Patients/Users
	(
	(
	(
	
	(
	
	
	(
	(
	
	
	(

	Providers/Hospitals
	(
	(
	(
	(
	(
	(
	
	
	(
	(
	(
	(

	Scientific Societies
	(
	(
	(
	
	(
	
	
	(
	(
	
	
	

	Social Security Institutions
	(
	(
	(
	(
	(
	(
	
	(
	(
	
	(
	(

	Private health insurers
	(
	(
	(
	
	(
	
	
	
	
	
	
	(

	Legislators or other representatives of legislative power
	(
	(
	
	(
	(
	
	
	
	(
	
	(
	(

	Judges or other members of judicial power
	(
	(
	
	
	(
	
	
	
	(
	
	
	(

	Other decision makers in the health sector (c)
	(
	
	
	
	
	
	
	
	
	
	(
	(

	Existence of a fixed or limited number of technologies for nomination each year

	
	No
	No
	No
	No
	No
	No
	No
	No
	No
	No
	No
	No

	Existence of predetermined dates each year for the nomination of technologies for assessment (d)

	
	Yes
	No
	Yes
	No
	Yes
	Yes
	No
	No
	No
	No
	No
	Yes

	Existence of predetermined points in the year to generate and communicate the list of technologies prioritized for assessment (e)

	
	Yes
	No
	Yes
	No
	Yes
	No
	No
	Yes
	No
	No
	No
	No

	Restriction on the type of technology for assessment (f)

	
	No
	No
	No
	No
	Yes
	No
	Yes
	No
	No
	No
	Yes
	No

	Information required from some or all stakeholders when nominating or requesting a technology

	Scientific evidence about the clinical impact of the requested technology
	
	(
	
	(
	
	
	(
	(
	(
	(
	(
	(

	Economic evaluation of the cost-effectiveness of the requested technology in the local context
	
	(
	
	
	
	
	
	(
	(
	
	
	

	Budget impact
	
	(
	
	
	
	
	(
	(
	(
	
	
	

	Organizational impact
	
	
	
	
	
	
	
	(
	
	
	
	

	Ethical implications
	
	
	
	
	
	
	
	(
	
	
	
	

	Impact on equity 
	
	
	
	
	
	
	
	(
	(
	
	
	

	Other  (g)
	(
	
	(
	
	(
	
	
	
	
	
	(
	(

	Prioritization of technologies identified and/or nominated for assessment

	Existence of a formal and explicit process to prioritize the aspects to be assessed

	
	Yes
	No
	Yes
	No
	No
	No
	No
	Yes
	No
	No
	No
	Yes

	Methods used to prioritize the nominated technologies that will be assessed

	Quantitative methods
	
	
	(
	
	
	
	
	
	
	
	
	

	Deliberative methods
	
	
	
	(
	(
	
	
	
	
	(
	
	

	Combination of both
	(
	
	
	
	
	
	
	(
	(
	
	
	

	Other (h)
	
	
	
	
	
	
	(
	
	
	
	(
	

	Dimensions/criteria formally considered in technology prioritization ((( indicates those criteria considered the most relevant)

	Burden of illness
	(
	
	((
	((
	
	
	(
	((
	((
	(
	
	(

	Potential economic impact
	((
	
	((
	((
	
	
	((
	((
	((
	((
	
	((

	Potential public health impact
	
	
	
	(
	
	
	(
	(
	((
	(
	
	((

	Aspects related to equity 
	(
	
	(
	
	((
	
	
	(
	(
	(
	
	(

	Potential clinical Benefit/effectiveness
	((
	
	(
	
	
	
	((
	
	(
	((
	
	((

	Quality of the evidence
	
	
	
	
	
	
	(
	((
	
	(
	
	

	Variation in clinical practice
	
	
	(
	
	
	
	(
	
	
	((
	
	

	Potential organizational impact
	
	
	
	((
	
	
	
	(
	
	(
	
	(

	Legal aspects
	(
	
	
	
	
	((
	
	(
	
	
	
	(

	Orphan diseases
	
	
	
	
	(
	
	
	(
	
	(
	
	

	Technology proposed by the Minister of Health 
	(
	
	((
	
	
	
	((
	
	(
	(
	
	

	Innovation
	
	
	
	
	
	
	
	
	
	(
	
	

	Alignment with national health priorities
	((
	
	(
	
	((
	
	
	
	(
	(
	
	(

	Pressure from the public or media
	(
	
	
	
	
	((
	
	
	(
	(
	
	(

	Other (i)
	(
	
	(
	
	(
	((
	
	
	
	
	
	(

	Stakeholders involved or consulted in the prioritization process (((  indicates those with decision making capacity in the prioritization process)

	HTA Agency
	( (
	
	( (
	
	( (
	(
	
	( (
	
	
	
	( (

	National Minister of Health
	( (
	
	( (
	
	( (
	( (
	( (
	( (
	( (
	( (
	
	( (

	Other public agencies
	(
	
	
	
	(
	
	(
	
	
	( (
	
	

	Pharmaceutical or device industry
	
	
	
	
	
	
	
	
	
	
	
	

	Patients/Users
	( (
	
	
	
	(
	(
	
	(
	(
	
	
	(

	Providers/Hospitals
	
	
	
	( (
	
	(
	( (
	
	( (
	(
	
	

	Scientific Societies 
	
	
	
	
	(
	
	
	(
	( (
	
	
	(

	Social Security Institutions
	( (
	
	
	( (
	
	(
	
	( (
	( (
	( (
	
	

	Private health insurers 
	(
	
	
	
	
	
	
	
	
	
	
	

	Legislators or other representatives of legislative power
	
	
	
	
	
	(
	
	
	
	
	
	

	Judges or other members of judicial power
	
	
	
	
	
	(
	
	
	
	
	
	

	Other decision makers (j)
	
	
	
	
	
	
	
	
	
	
	(
	(

	Existence of a formal process of appeal for decisions not to prioritize a technology nominated for assessment

	
	No
	No
	No
	No
	No
	No
	No
	Yes
	No
	No
	No
	Yes

	Possibility to re-nominate a technology that was not previously prioritized 

	Most frequent situation with nominated technologies not prioritized nor assessed
	Yes
	No
	No
	No
	Yes
	No
	Yes
	Yes
	Yes
	No
	No
	Yes

	They are covered and financed equally by the public health system 
	(
	
	
	
	
	
	
	
	
	
	
	

	Can be covered and financed by hospitals or regional Ministries and Secretaries of health
	
	
	
	
	(
	
	
	(
	
	(
	
	

	Can be covered and financed through writs of protection or other judicial measures
	(
	
	(
	(
	
	(
	(
	
	(
	
	
	(

	Not covered nor financed
	
	
	
	
	
	
	
	
	
	
	
	

	Existence of a formal prioritization process for a nominated technology to be assessed for disinvestment

	
	Yes
	No
	Yes
	No
	No
	No 
	Yes
	Yes
	No 
	No
	No
	No

	Existence of some formal mechanism for the Minister of Health or HTA agency to actively identify for assessment technologies/interventions with potentially high social value or that are aligned with national health priorities

	
	Yes
	No 
	No 
	No 
	No 
	No 
	No 
	Yes
	No 
	No 
	No 
	No 


(a) In the case of Chile, the Ricarte Soto Law and National Cancer Law; Ecuador: within the public health system, the HTA process is targeted towards health technologies that are not included in the current National Table of Basic Medicines, therefore, the acquisition decision regarding health technologies, generally of high budget impact, is carried out within the framework of exceptionality and for a patient or group of patients; El Salvador: More than one health service provider in the country, where the first two cover more than 90 percent of the population (Ministry of Health (MINSAL), Salvadoran Social Security Institute (ISSS), Salvadoran Institute for Teacher Welfare (ISBM) and Military Health Command (COSAM)); Paraguay: Public Health System; Peru: Minister of Health as the governing body that decides, using HTA or not, the technologies that will be included in the National Petition for Essential Medicines in Health (PNUME) and related lists such as the medical devices list.  For technologies not included in the PNUME, three entities conduct assessments for medicines and device coverage – the General Directorate of Medicines and Supplies (DIGEMID) of the Ministry of Health, the Unit for Analysis and Generation of Evidence in Public Health (UNAGESP) of the National Institute of Health and the Institute for the Evaluation of Health Technologies and Research (IETSI) of Social Security that, in the case of rare and orphan diseases, works with RedETSA; in Panama, by the health systems 1) Minister of health (governance) in regulatory matters, social policies. 2) Social security fund, decisions are made independently of each other.

(b) In the case of Colombia, to conduct exclusion studies, the nomination is by any citizen or institution in the health system.  For inclusions studies, these are requested by the Ministries of Health and/or Finance.
(c) In Argentina, patient associations; in Peru, currently the majority of requests come from health service provider entities (institutes and hospitals, which can indicate treatment and provide coverage as long as they have undergone health technology assessment), also HTA can be conducted when companies request coverage (which is carried out by DIGEMID); Uruguay: the assessment request form is open to all the population and, in practice, it is used by the pharmaceutical and medical device industry, patients and scientific societies. 
(d) In the case of Uruguay, the first half of the year; in Chile, for the Ricarte Soto Law, the update cycle is every 3 years, so the limit is 2 years before the issuance of the decree; in Ecuador, four times a year.
(e) In the case of Colombia, this is a recently published mechanism and the details are under discussion; in Mexico, it is an instance of the General Health Council. 
(f) In the case of Peru, for those that are not found in the PNUME, those that relate to rare and orphan diseases and those that are used in Specialized Institutes and National Hospitals; in the case of Chile, this limitation is because the Ricarte Soto Law only covers diagnostic interventions, medicines, and items for medical use and food.  In the high-cost oncology drug program, only cancer drug interventions are assessed.  
(g) In Argentina, the request is required to be defined in PICO format (population, intervention, comparator(s), outcomes); in the case of Peru, for rare or orphan diseases, there are regulations for the coverage process, in which different stakeholders participate, this an HTA (with or without an assessment of cost-effectiveness) is conducted by RENETSA, the budgetary impact and availability of coverage assessment is conducted by the fund administering institution (public finance, which is comprehensive health insurance and social security, insurance for the armed forces and police); in Uruguay, the organizational impact is requested when it involves health benefits, and it requires cost/price in all cases but it is not mandatory to conduct a specific economic evaluation; in Colombia and Chile, this information is not requested. 

(h) In El Salvador, there is no explicit method to conduct prioritization; in Peru, presently there is no formal prioritization system and it is demand-driven. However, by Legislative Decree 1504 of May, the Center for the Evaluation of Health Technologies was created in the National Institute of Health, which has as one of its functions to formulate and submit for approval by the National Health Authority the prioritization of health technology assessment and the development of clinical practice guidelines.  This center will commence operation once its Regulations for Organization and Functions have been approved (this is in-process).

(i) In the case of Argentina, consider the duplication of effort (if the technology is already appropriately assessed by another entity) and the level of impact that the report of the Assessment Commission would have (in the modification of the process); in Colombia as well they consider burden of illness, health situation, clinical practice guidelines, first line of care, population group affected and prescription rates, disease severity, improved efficacy and effectiveness, type of clinical benefit, improved safety/tolerance and different priority health needs; Chile: general requests received from patient associations are prioritized, where these are not covered in other programs and which follow a clear agreement regarding which groups are covered; in Ecuador, political pressure; and, in Uruguay, the quality of the evidence is included in the potential clinical benefit/effectiveness.  Other aspects in Uruguay are the training of professionals, required equipment and in “Pressure from the media/society” is included requests from groups of relatives and patients, and from the academy (the media is not included).
(j) In the case of Uruguay, the Academy; and in the case of Peru, this is done according to demand.
