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Introduction
Technological innovations are making lives more comfortable, safer and connected. Increasing
penetration of technology is impacting all sectors including healthcare alike. Usage of medical
devices during a person’s life-cycle, right from birth to death has grown exponentially over
the past few decades. Medical devices are helping patients to not only live longer, but also lead
better quality lives. Advances in medical technology have become the antidote for illnesses and
diseases that formerly resulted in mortalities/morbidities resulting in poor quality of life.
With innovative medical devices at its core, medical technology is becoming increasingly
sophisticated and complex. Funding of medical devices and technologies is still an evolving
space, where there needs to be a better understanding and early adoption of technology into
insurance packages. For that it is important to have a frequent and transparent communication
between device manufacturers, physicians and insurance payers in any healthcare value chain.
Looking at the Indian healthcare value chain (Figure 1), it is evident that the interaction
between payers (public as well as private) and medical device manufacturers is absent whereas
there is limited interaction between the physicians and payers. Due to this, the payers miss out
on updates regarding new and innovative technology which will have better patient outcomes
and lower long-term costs while, the patients miss out on access to better treatment.
Figure 1: Indian Healthcare Value Chain
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Contrary to the Indian scenario, healthcare value chain in developed geographies (Figure 2)
exchange information across all stakeholders through medical technology assessment bodies.
These bodies educate various stakeholders including payers, providers and patients about new
and innovative technologies apart from carrying out healthcare technology assessment which
considers factors like evidence of safety, efficacy, patient reported outcomes, real world
effectiveness, cost and cost effectiveness in evaluating a medical device to arrive at the right
product at rational prices for anticipated scenarios.
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Figure 2: Healthcare Value Chain in Developed Geographies
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With increasing healthcare insurance penetration
in India, driven by the implementation of
“Ayushman Bharat - Pradhan Mantri Jan Arogya
Yojana” or PMJAY (Figure 3), it becomes more
critical to establish the missing links in healthcare
value chain and ensure outcome centric treatment
for patients.
Keeping in view these changing dynamics,
Abbott’s Health Economics and Reimbursement
team organized the 5th Healthcare Payer’s
Roundtable Meeting on 3rd Oct’18, with the theme
“Patient-centric Medical Technology in the
Evolving Health Insurance Landscape”.
The meeting was a day-long event, encompassing 3
sessions followed by a tech fair, showcasing
Abbott’s latest technology and was attended by
eminent panelists; comprising of policymakers,
insurance regulator, senior officials from
government health insurance programs, private
health insurance companies, India’s top medical
key opinion leaders, among others. This document
intends to capture the deliberations put forth by
key stakeholders during the roundtable.
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Figure 3: Evolving Government
Reimbursement Schemes
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We hope that this report will highlight the importance of patient centricity while taking
decisions regarding inclusion of medical devices in healthcare reimbursement packages.
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Session Theme Notes
Following is the brief of sessions held as part of the roundtable meeting
Session I: Benefit Packages in the New Age of Health Insurance
In the current scenario of increasing disease burden, tighter health care budgets and pressure for
expanding healthcare coverage, an important question for healthcare payers is - how to evaluate medical
technologies and procedures to be included into healthcare packages. Due to high upfront cost related to
usage of new innovative medical technologies and limited information on long-term benefits associated
with these technologies, there is passive resistance against adoption of such technologies. This session
will focus on the methodology of package design in India, specifically those packages with a large
component of medical technologies, sharing of examples of medical device and services reimbursement
from other countries, and varied perspectives on the topic from public and private health Insurers and
physicians amongst others.
Session II: Real World Evidence for Coverage Decisions - Opportunity & Challenges
Real-world evidence (RWE) is the clinical evidence regarding the usage, and potential benefits or risks,
of a medical product derived from analysis of real-world data (RWD). RWD is data relating to patient
health status and/or the delivery of healthcare collected either prospectively or retrospectively from
observations of routine clinical practice. Lately, health systems around the globe are increasingly
turning to real world evidence and experience to inform decisions around insurance coverage, alongside
evidence from randomized controlled trials. The session draws attention towards understanding of
RWE from the perspective of health insurance and that of a clinician, discussing opportunities and
challenges with RWE-based coverage decisions for medical technology in India. It also cites global
examples of how RWE is currently being used for developing guidelines, developing programmes,
improving efficiencies, and making appropriate funding decisions for reimbursement of advanced
medical technologies.
Session III: Need for Payment Reforms for Covering
Innovative Technologies for Chronic Cardiovascular Diseases
India is currently facing an increasing incidence of chronic diseases with ~53% of country’s disease
burden attributed to them. Cardiovascular diseases (CVDs) are the major contributors to chronic disease
burden and are leading cause of mortality and morbidity. In majority of CVD patients, latent symptoms
manifest at later stages of life and are plagued with multiple barriers that hinder its management. Many
upcoming innovative technologies like Left Ventricular Assist Device (LVAD), CentriMag etc. have
greater effectiveness and better patient outcomes compared to existing treatment. However, lack of
awareness/availability of such technologies under the current reimbursement schemes limits their
usage. The session delves into the need for special financing options for high-value or expensive
treatments for advanced stage diseases including perspectives from clinicians, global examples of
current practices and emerging themes around selective funding and managed access, and a policy
perspective on opportunities for implementation of such programmes in India.
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Session I: Benefit Packages in the New Age of Health Insurance
The goal of universal health coverage encompasses three key levers (Figure 4):
• Population: Increase penetration of health insurance
• Procedures/Technologies: Ensure coverage of new and advanced medical technology in
health packages to ensure better clinical and economical benefits to patients
• Costs: Reduce out of pocket spend
Figure 4: Universal Health Coverage Cube
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However, it is important to understand that since the amount of pooled funds in any country
are limited, it might not be possible to have all the three levers at 100%, which would have been
an ideal scenario. What beckons the key stakeholders is, how to design healthcare benefit
packages in a manner that could maximize the three levers within the available pool of funds.
With the introduction of Ayushman Bharat, Government of India has taken a step towards
increasing health insurance coverage and reducing the out of pocket expense. However,
inclusion of new medical technology into the benefit package remains a challenge. As a result,
an important question to address becomes, what is the most viable healthcare technology
assessment procedure to fast-track inclusion of new devices. Moreover, the success of any
healthcare reimbursement scheme hinges on three primary parameters:
• Number of existing procedures, drugs and devices that are covered in the package
• Price of the technology in the package
• Flexibility of the package to adopt new and innovative technology
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Key elements of a Healthcare Benefit Package (HBP)
• Pricing of the technology in the package
• Pricing of any procedure/technology is a pivotal element in defining any benefit package.
There are three industry wide standard pricing methodologies (Figure 5), none of which
are without its drawbacks.
Price Setting
Methodology

L1 Priced
Packages

Average Cost
Packages
High Cost
Packages

Overview

Pros

Packages with prices
based on lowest cost at
• Lowest cost to the payer
which a procedure
could be performed

Cons
• Minimal incentive to provide
quality care for the providers
• Abuse of system in ways
varying from re-use to staging
of procedures

Reimbursement price • Drives efficiency by
decided basis median
supporting maximum
cost across procedures
number of procedures

• Neglects latest technologies
linked to better patient
outcomes

Package cost basis the
• Availability of latest
cost of latest available
technology, best doctors
technology

• Will cover things which are
not required for all patients
and drive up cost

Figure 5: Pricing Methodology for a Procedure

Maximization of patient benefit can happen at any of the above price levels, the key idea is
selection of most appropriate package depending on the patient’s need and the country’s
health needs.
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Case in point:
Large price variation for same procedure across different reimbursement schemes
• The example here (Figure 6), compares prices of two procedures (Pacemaker Implantation and
PDA Device Closure) across 8 different reimbursement schemes in India. A price difference of up
to 4 folds is observed in the pricing of same procedure.
Figure 6: Variation in Package Prices

Three pertinent questions arise given the stark difference in reimbursement price across
schemes:
1) Where is the health benefit maximized for the patient - at x or y or somewhere in
between?
From a payer’s perspective, it is important to understand where the patient benefit is maximized
considering the long-term cost of treatment. For instance, consider the following two devices:
Parameters

Device A

Device B

Price

INR 30,000 per patient per device

INR 50,000 per patient per device

Clinical
Evidence

Little published clinical evidence in
RCTs, limited real world evidence

Several 1000 years of patient data in
RCTs and Real-World experience

Longevity

Up to 5 years (claimed, not validated)

15+ years

Follow-up
(1-3 Years)

Increased mortality, re-hospitalizations
and long-term medications

Reduced mortality, re-hospitalizations
and long-term medications
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Based on price alone, key stakeholders making funding decisions might be tilted towards including
device A in reimbursement scheme. However, if cost of mortality, re-hospitalization and long-term
medications associated with the device are considered, the perspective might change. Hence, these
things need to be kept in mind while making funding decisions.
2) Does the package include the cost of medical device? If yes, then what type of device?
Currently there is lack of transparency on multiple fronts, when the package includes the
cost of the medical device:
• There needs to be clarity on the amount allocated for the procedure and device separately.
Separate pricing will help the hospital decide the most effective device as per the patient’s need
at available reimbursement limit. Otherwise, for a profit-making institution, there is no incentive
to implant the most appropriate device for the patient from an economic perspective. Incase the
package doesn’t include the cost of medical device, there should be clear guidelines when it
comes to the price at which the device will be charged.
• Guardrails of maintaining quality of devices needs to be laid out as it can change the outcome in a
dramatic manner. Moreover, packages should reward better clinical outcomes in terms of
including devices under the package cost. For instance, consider the example of Mono-leaflet
versus Bi-leaflet Heart Valve:
Mono-leaflet versus Bi-leaflet Heart Valve: Bi-leaflet heart valves are relatively expensive
compared to mono-leaflet valves. However, Bi-leaflet valves have shown lower rates of
thromboembolism, bleeding complications, valve-related deaths, and re-operations leading to lower
costs in the long term.
3) What is the flexibility of the package?
Flexibility of a package could be defined in two ways:
a. Package cost revision depending on the complexity of disease: Type of procedure required
varies depending on the patient condition or the stage of disease. In most of the insurance
programs, package prices does not consider stage of disease.
Angioplasty Package: Currently, the package price is determined assuming a Type-A lesion, which
requires single stent. However, 60% of the patients have complex lesions and the requirement of a
multivessel angioplasty increases which is not justified in the determined package cost.
b. Flexibility of package to include newer technologies: Adoption of newer technology has the
potential of better patient outcomes and long term cost savings. For instance, traditional vanilla
angioplasty packages would only include activities highlighted in green (Figure 7) and there
would be no flexibility of adding anything else on top of it. However, there are newer
technologies like FFR (Fractional Flow Reserve) which might be important in certain cases to
objectively assess whether PTCA is required or not.
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Figure 7: Coronary Angioplasty Procedure
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Similarly, there are investigative technologies like OCT (Optical Coherence Tomography) and
IVUS (Intravascular Ultrasound) which help assess the type of stent required, its length, size of
the vessel and the plaque characteristics. Flexibility of the package to include such technologies
would result in potentially better outcomes and reduced costs. Stakeholders need to be open to
the thought of considering the inclusion such technologies in healthcare packages.
FFR (Fractional Flow Reserve) is used to measure pressure difference across the lesion
in a coronary artery stenosis.
Benefits of FFR:
• Helps in selection of appropriate lesion for revascularization, which is a critical process in
management of CAD, as stenting chronic stable angina could be harmful
• Provides 83% relative risk reduction for urgent revascularization as compared to medical
treatment alone1
• Decreased per procedure stent usage significantly from 2.7 in angiography alone to 1.9 in
angiography + FFR procedures2
• A relative risk reduction of ~ 30% in adverse outcomes including major adverse cardiac
events2,3
FFR is gradually gaining traction amongst key medical opinion leaders globally as it
provides objective evidence for assessment of blockages in coronary vessels, and
subsequently reduces economic burden on the patient, but it’s penetration in India is still
limited.
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Reimbursement landscape in other geographies - How do they do it?
In other geographies like Korea, Japan and Australia, devices are usually placed into one of the
following 3 categories:
1) Reimbursed: Device is reimbursed fully, agnostic to the procedure.
2) Funded under Procedure Fee: Devices falling under this category (e.g., syringes, disposable
needles and similar products) are reimbursed in a manner similar to the healthcare packages
for select procedures in India. However, unlike India, it is clearly defined as to how the
device is reimbursed with the definition of device and procedure segregated.
3) Unreimbursed: Devices falling under this category are not reimbursed at all.
The devices are further categorized basis their functional category - indication, shape, size
and material to include them under a list. In case of a new device the following procedure is
followed depending on whether it is an innovative device for an existing procedure or for a
new procedure all together:
• Innovative Device Associated with an Existing Procedure: For instance, if/when a new
pacemaker device is brought to the market, the pacemaker procedure will already exist in
the current insurance programs. There is a provision to assess the additional benefits the
new pacemaker shall add (if any) and what can be the price premium attached to it.
• Innovative Device with New Procedure: Upcoming innovative technologies with no
existing procedures are tackled a bit differently. In such cases, inputs are sought from the
clinical societies on what the procedure should have and whether it would be beneficial.
This would be coupled with the device manufacturers’ inputs on what the device might
be able to add and as a result it would be appropriately assessed to fall under one of three
categories of reimbursement.
Although, this might not be the answer to how the process should be carried out in India, it
is always healthy for the key stakeholders to keep it in the back of their mind while making
decisions.
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Session II: Real World Evidence for Coverage Decisions — Opportunity & Challenges
Real world evidence (RWE) in medicine means evidence obtained from real world data (RWD),
which is observational data obtained outside the context of randomized controlled trials (RCTs).
RWE could provide healthcare payers an opportunity to evaluate patient outcomes and long term
economic benefits of newer technologies over existing ones. There are multiple datasets available
for collecting RWE (Figure 8). RWE is especially helpful in informing healthcare decisions when
data from these sources are linked.
Figure 8: RWE Datasets

Apart from enabling payers to make coverage decisions faster, there are multiple other advantages
of RWE:
• Reduced cost of carrying out assessments when compared to randomized clinical trials (RCTs)
• Significant reduction in the time required to process data when compared to RCTs
• Subgroup analysis with RWE data is empowered by large sample sizes which helps in identifying
key levers for success of any technology
While usage of RWE data provides with multiple opportunities, only less than 0.1% of any medical
technology is currently studied in patients due to the challenges in using RWE data (Figure 9).
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Figure 9: RWE — Opportunities and Challenges
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New technologies like OCT, Vessel Closure Devices etc. have gained attention
of physicians globally for their improved patient outcomes, backed by RWE data.
Case in Point
Vessel Closure Devices: Vessel closure device provide percutaneous surgical repair. Its primary
intention is to heal with less scarring and reduced time to hemostasis, ambulation and discharge.
RWE Data Study Details:
Data sets: eHealth Records from IBM Explorys and Market scan data
Indexed Procedures Included: TransCatheter Aortic Valve Repair (TAVR), Endovascular
Abdominal Aortic Aneurysm Repair (AAA), Thoracic Endovascular Aortic Repair (TAA), Balloon
Aortic Valvuloplasty (BAV)
Methodology:
1) Analysis of eHealth record data from IBM Explorys to identify endovascular interventions using
suture-mediated vessel closure device (Perclose ProGlide).
2) Linked IBM Explorys data with MarketScan data to determine cost saving to hospitals based on
reduced length of stay.
Results:
1) Significant lower procedural complications associated with use of vessel closure devices
a) Blood transfusion
b) Hemorrhage
c) Infection
2) Substantial cost saving to hospitals ($20,599 vs. $14,687)
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OCT Imaging: Optical coherence tomography is an advanced
coronary imaging technology. It helps analyze the type and size
of lesion to select a suitable stent. It also enhances the ability to
deliver stent in an improved manner and assess the stent
placement post-surgery.
RWE Data Study Details:
Data Sets: PCI Registry, Pan-London
Indexed Procedures Included: OCT Guided, IVUS Guided, Angioplasty - alone procedures
Results:
1) OCT: Guided procedures were associated with greater procedural success and reduced inhospital MACE rates4
2) A significant difference in mortality was observed between patients who underwent
OCT: OCT Guided PCI (7.7%) compared to patients who underwent either IVUS-guided
(12.2%) or angiography - guided PCI (15.7%)4 (Figure 10)
Figure 10: All Cause Mortality Comparison

Given the advantages of using RWE data, multiple investments have been made to overcome
the challenges associated with it. Medical Device Innovative Consortium has awarded an FDA
grant to establish NEST (The National Evaluating System for Health Technology) with a vision
to improve the use of RWE data for regulatory, coverage, patient and clinical decision-making.
The NEST ecosystem taps into all the RWE data sources and healthcare stakeholders (Figure
11).
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Key responsibilities of NEST are:
• Establish partnerships with a range of organizations, companies and collaborators that provide
data and analytical solutions
• Set data quality and method standards
• Offer product and services of value to key stakeholders
• Demonstrate and test-case projects in development
Figure 11: NEST Ecosystem
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Indian Scenario:
In India, Insurance Information Bureau (IIB) is filling the need for sector level data repository by
issuing various data reports. IIB was formed with the objective of facilitating the efficient
functioning of the insurance sector as well as for the protection of the interests of the policyholders
by providing reliable, timely and accurate information on the industry.
The IIB aims to act as a single point of official reference for the entire insurance industry data and
also to ensure that the data is available to various market players, researchers, policyholders and the
public at large for real time decision making. IIB presently collects transaction-level data from all
the insurers in the online mode. It also publishes periodical reports around the following:
•
•
•
•
•
•

Patient data collected from insurance issuers and other sources
Reports on health claims
Tailor made reports for payers for pricing of products
Disease Burden Reports: NCD vs. CD split
Burning cost report providing benchmark for payers
Health insurance portability reports
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The data collected by IIB could be utilized for RWE. However, the quality and quantity of data
received is poor. For the ease of data management, the authorities have fixed certain data
formats for data submission. This includes a 3-level diagnosis coding under ICD - 10
(International Classification of Diseases) and PCS (Procedure Coding System). However, due to
absence of subject matter experts at the payers end, they find it difficult to use ICD or PCS
codes. Alternatively, payers apply general codes for claims. This leads to inconsistency in data
received by IIB.
Multiple alternatives have been suggested by the key stakeholders to address this issue:
• Developing an online software or deploying specialist coders at hospitals
• Leveraging TPAs (Third Party Administrators), who are equipped to code
• Centralized ICD coding at the payer end
Abiding by this specified coding would result in multiple advantages to the payers:
1) Help in Speeding-up of Claim Processing: Abiding by the coding will ensure
completeness and improve the quality of data filed by the insurers, resulting in faster claims
process
2) Provide Exposure Versus Claims Data to Help Price Accordingly: Unique coding
scheme across all insurers will help IIB get clean data and help generate insights on the risk
of a policyholder versus the claims made, which can in turn be utilized by the insurers to
price the policies accordingly
3) Provide Distribution Channel Wise Claim Burden Insights: This can help generate
claim burden insights specific to regions for different channels- individual agents, insurance
brokers, corporate agents or direct marketing channel
4) Help in Fraud Analytics: With the help of customer profile, people committing fraud can
be caught, provided the identifier data is filed in line with specified code. This can help in
catching people claiming same bills across multiple policies / different insurers
5) Provide Hospital Wise Disease / Claims Bid: This help the hospitals get faster claim
settlement and hospital wise disease and claim burden insights from IIB
6) Provide Burning Costs: This will enable insurers to price their products appropriately
thus, affording equitable treatment for all stakeholders
Overcoming the identified hurdles and implementing RWE has the capability to improve
the healthcare system in India.
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Session III: Need for Payment Reforms for Covering
Innovative Technologies for Chronic Cardiovascular Diseases
India is currently facing an increasing incidence of chronic diseases. Today, country’s disease
burden attributed to chronic diseases, stands at 53%. This also have long-term implications on
the payer, given the prolonged treatment and associated comorbidities. Cardiovascular diseases
(CVDs) are the major contributors to the chronic disease burden in India and are leading cause
of mortality and morbidity.
CVDs are a clear case in point where most of the latent symptoms manifest at later stages and
are plagued by multiple barriers that hinder its management.
Current Barriers in management of Heart Failure
1) Traditional treatment options are effective but have limitations
Traditional
Treatment

Overview

Key Barriers

Cardiac
Resynchronization
Therapy (CRT)

CRT is used to recover heart’s
rhythm and treat symptoms
related to Arrhythmia

• ~33% of the patients with Class-I
indications are non-responders to CRT5-10

Cardiac Transplant

Heart transplant has increased
10 folds in India over last two
years. 300 heart transplant
surgeries have been performed in
India in last 2 years11

•
•
•
•

Medical Management Medical management of end
in end-stage heart
stage heart failure offers two
failure
years survival rate of ~8%12

Shortage of organ donors
Rejection (Donor recipient compatibility)
Immunosuppression
Multiple contraindications

• Significant cost and resource
consumption
• Mean cost of medical management in
final two years is ~USD 156,00013

2) Lack of awareness/availability of alternate care options
Multiple upcoming innovative technologies like Left Ventricular Assist Device (LVAD) and
CentriMag have greater effectiveness and better patient outcomes compared to existing
treatments. However, lack of awareness/availability of such technologies under the current
reimbursement schemes limits their usage.
Case in point: Left Ventricular Assist Devices (LVADs)
LVAD is a mechanical device that assists the pumping function of the left ventricle (the main
pumping chamber of the heart) when the heart is too weak to pump blood on its own. LVADs
like extra corporeal life support system, axial flow pump, full MagLev technology have
produced remarkable improvements in advanced heart failure patients.
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Use Cases of LVADs
LVAD can be used in patients who need but cannot undergo heart transplantation because they are
suffering from below:
• Patients with pulmonary hypertension or high BMI
• Patients diagnosed with recent malignancy, HIV, kidney or liver inefficiency

Benefits of LVADs
• Produces higher survival rate of 86.2% on patient at 6 months, 84.4% on patient at 1 year14
• Leads to lower adverse events such as infection, bleeding, stroke, pump thrombosis15-17
• Yields significant improvement in functional capacity and in quality of life measures like 6-minute
walk distance

3) Limited coverage under government and private reimbursement programs
There is only limited coverage of CVDs in the critical illness cover under government (Aarogyasri,
CMCHIS) and private reimbursement programmes. For instance, analysis of 6 major private public
health insurance schemes (Ayushman Bharat, ICICI Heart Cancer Protect, Reliance Critical Illness
Policy, Star Criticare Plus Insurance Policy, HDFC Life Critical Illness Plus Rider etc.) shows that LVAD
is not covered in any of their schemes.

4) No clear reimbursement pathways for innovative technologies
Coverage decisions regarding innovative technologies are often surrounded by uncertainties due to lack
of information and evidence of long term effectiveness and also the long term budget impact for the
payer. Whilst multiple new technologies could have the potential to improve the clinical outcome for the
patient and reduce payer’s long-term cost they might not receive wide-spread and swift uptake as a
result of these uncertainties – depriving both payers and patients from the benefits of medical
innovation.

Solutions
It is clear and understandable that in these cases, the reimbursement and coverage for the innovation
cannot come through traditional funding channels. An alternative solution lies in Managed Entry
Agreements, which are designed to overcome the uncertainties and to provide an interim solution
between no market access and full market access for medical innovations. A number of European
countries encourage MedTech innovations by incorporating them early on into the system supported by
various innovative funding schemes.
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Case in point: Reimbursement pathways for innovative technology in European
countries through Managed Entry Agreements
Managed Entry Agreements are a controlled way of bringing innovations into the
reimbursement system while collecting missing information and generating evidence for full
coverage (Figure 12). These agreements are used to give access to a new technology when
traditional reimbursement is deemed inappropriate or insufficient.
Three forms of Managed Entry Agreements have been identified:
• Management of uncertainty relating to clinical and cost-effectiveness
• Management of utilization to optimize performance
• Management of budget impact
Managed Entry Agreements not only help generating evidence for coverage decisions but also
optimize the cost of data collection.
Figure 12: Proposed Taxonomy of Coverage Options Under Managed Entry Agreements
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Following is a snapshot of multiple innovative payment schemes in Europe, designed to
facilitate entry of new medical technology into the system:
Country

Scheme

Scheme Details

Netherlands

Conditional
Funding for
Medical
Procedures

• Innovation needs to meet criteria of conformity with “science and
practice”
• Initiated by Dutch Healthcare Institute
• Co-funding between manufacturer and government
• 19 MedTech innovations selected since 2014

France

Innovative
Funding

•
•
•
•
•

Austria

Provisional
Codes for
new
Diagnostic or
Therapeutic
Methods

England

• Insufficient evidence to justify routine commissioning
Commissioni
• No application process, inclusion into the scheme activated by NHS
ng through
England
evaluation
• Fully funded by NHS England
(CTE)
• 7 technologies since 2014

Germany

Innovative
funding for
new
diagnostic or
therapeutic
method
(NUB)

Early support for breakthrough innovation
Manufacturer can apply
Fast review process (105 days)
Co-funding between government, payers and manufactures
3 technologies since 2015

• Provisional Code for rare, innovative procedures with insufficient
clinical data
• Reimbursement sufficient to cover cost in the meantime, but
insufficient to incentivize the use of procedure
• Hospitals can apply
• 50 provisional codes since 2012

• Innovative technologies, whose cost are not covered (fully) by DRGs
• Only hospitals apply
• Two-tier process: INEK clearance, then price negotiations between
hospitals and payer
• About 9% of all applications are “cleared” for funding negotiations
since 2012 (37 of 3866)
• Out of these, 34 NUB funding agreements made
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Drawing from the early experience with the European cases, to develop an ecosystem that
supports innovative MedTech in India, efforts need to be invested in:
1. Fair Risk Sharing Models: To bring new innovative technology into the system, grounds for fair
risk sharing between patients, payers and manufactures need to be established.
2. Appropriate Selection of Technologies: It is crucial to define parameters for selecting
technologies to be introduced through the managed entry agreement. Some of the important
parameters to consider are development stage of technology, value potential of the technology,
clinical indications etc.
3. Pragmatic Study Design: The design of studies executed under managed entry agreements
while introducing innovative technology, need to have:
a) A realistic definition of success
b) Robust IT platform and other resources like Big Data
c) Use of RWE data
d) Information sharing platform across all healthcare stakeholders
4. Trust Relationship Amongst Stakeholders: Common consensus among the stakeholders is
that insurers lack knowledge about new technology and the technology companies lack
operational knowledge about the insurers. This results in a gap which needs to be bridged to
bring all stakeholders on the same page. Multiple measures have been identified to address the
same
i. Insurance companies can appoint reputed clinical advisors who are hands-on to get better
understanding of the potential technology to approve
ii. Create an advisory forum where all key stakeholders can share information amongst each
other helping bridge the gap
iii.Standardizing data formats and identifying key data parameters needed for decision making
for the early adoption of new technologies
5. Horizon Scanning Programme: Introduction of Horizon Scanning Programme for identifying,
filtering, and prioritizing new and emerging health technologies with a considerable predicted
impact on health, costs, society, and the health care system for health service research
prioritization, financial or operational planning or facilitate early access.
The main activities of HSP are :
1. Identification of new and emerging technologies
2. Filtration and prioritization of the identified technologies
3. Early dialogue between payers, clinicians and technology providers about evidence
generation in support of coverage and reimbursement.
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CONCLUSION
Healthcare landscape in India is changing fast, driven by the implementation of Ayushman
Bharat. With increasing healthcare insurance penetration in India, it becomes more critical to
establish strong links between various stakeholders in the healthcare value chain and ensure
outcome centric treatment for patients. Abbott’s roundtable meeting 2018 brought key
stakeholders of the Indian healthcare ecosystem together, who presented a holistic view of the
status quo and had considerable discussion on incorporating patient centricity in healthcare
benefit packages, with attention being recalibrated on the ultimate goal — making it easier for
the patient to reach improved health outcomes.
With a unified goal of maximizing patient benefits, the three sessions of the meeting laid stress
on identifying issues that plague the health coverage in our country and their root causes in
order to find possible solutions that were both viable and acceptable to all interested parties. All
stakeholders agreed that in order to manage the country’s increasing disease burden, while
maximizing healthcare benefit for each patient, it is important to ensure early access to
innovative and new medical technologies/procedures for the beneficiaries via appropriate
selection criteria for medical packages.
Currently, early inclusion of innovative medical technology into insurance packages faces
multiple challenges due to unavailability of sufficient information on device/procedure’s safety
and efficacy and long term cost impact. Therefore, for newer technologies, moving away from
the traditional approval procedures based on RCT data, adopting RWE data and using a value
based approach rather than a volume based approach has been advised. Cohesive engagement
of the MedTech device manufactures with the insurers is recommended for understanding long
run budget impacts of newer technology, thereby enabling its fair pricing. Looking at the West
provides examples of designing a healthcare system which is robust and adaptive to new
technologies. For such a system, right funding, political support and greater collaboration is
required between various stakeholders within the healthcare value chain.
A robust health insurance system which could detach itself from the myopic view and look at
the long-term impact of technologies could go a long way in benefitting patients with the right
kind of technology at the right time, thus making India a healthier and happier nation.
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Abbott’s 5th Healthcare Payer’s Roundtable Meeting 2018
Session speakers

Session

Speakers

Session I - Benefit Packages in the New
Age of Health Insurance
• Price transparency for technologies in
health benefit packages
• Sustainability of health benefit packages
with new technologies

Moderator
Arif Fahim, Regional Director-HE&R Asia Pacific
Speakers
Dr. Santhosh Satheesh, JIPMER
Dr. Sudha Chandrashekar, SAST Karnataka

Session II - Real World Evidence for
Coverage Decisions - Opportunities &
Challenges
• Application of RWE for coverage
decisions with global examples
• Opportunities and challenges in
implementing RWE based decisions in
India

Moderator
James Hasegawa, Director - Vascular, Global
HE&R
Speakers
Dr. K. S. J. Reddy, Insurance Information Bureau
Dr. P. K. Hazra, AMRI Hospitals

Session III - Need for Payment Reform
for covering Innovative technologies for
chronic cardiovascular diseases
• Innovative funding methods for covering
high value technologies – sharing of
global best practices

Moderator
Markus Siebert, Senior Director - HE&R OUS
Speakers
Dr. Vivek Jawali, Fortis Healthcare
Mr. Mohammad Ameel, NHSRC, MoHFW
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