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Highlights

� Campaigns such as those led by the
World Health Organization, as well
as recent events and social
movements, have helped illuminate
prevailing disparity and inequity in
health and healthcare worldwide.
However, although there has been
methodological research and
increasing calls for greater inclusion
of equity considerations in health
economics and outcomes research
(HEOR), application of research to
practice has been limited and
awareness and understanding of
equity-focused methods among the
HEOR field are inconsistent.

� This “primer” provides an important
overview of health equity
considerations as they relate to
multiple domains of HEOR,
including clinical trial research,
real-world evidence and economic
evaluation. By providing a “state of
play” of these different areas of
Objectives: Disparities in health and healthcare between more and less socially advantaged groups
are pervasive, multidimensional, and far-reaching. The material and social conditions in which
people are born, grow, work, live, and age are systematically associated with their health and
with the volume, quality, and outcomes of care received by the vast majority of the general
population, as well as by specific marginalized populations. The field of health economics and
outcomes research (HEOR) has an important role in supporting health equity goals. This
publication aimed to act as a “primer” for conducting health equity research within the field of
HEOR, establishing foundational understanding of key concepts.

Methods: The ISPOR Special Interest Group on Health Equity Research was established in 2021 to
advance equity-informative methods and data to better enable researchers to empirically
investigate—and ultimately reduce—unfair social differences in health. This publication was
developed by the ISPOR Special Interest Group leadership team with input from the group
membership.

Results: The resultant publication provides an overview of health equity research methods and data
considerations as they relate to HEOR-relevant topics including clinical trials, real-world evidence
and economic evaluation. Reflecting the current body of research on health equity in HEOR,
particular focus is given to the latter. It also brings together a list of core reference material to
support future learning.

Conclusions: This report provides the HEOR community with a tailored “state of play” overview of
health equity, to support development of foundational understanding and inspire increased
engagement.
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health equity research in one
publication, it aims to improve

baseline understanding and
awareness of equity methods, data
requirements, and immediate
challenges. It also provides the
HEOR community with a core
reference point for foundational
resources.

� By increasing engagement with, and
understanding of, the field of
equity-focused HEOR, this
publication hopes to inspire a future
generation of HEOR researchers to
contribute to advancing methods,
improving data quality, and
influencing adoption in practice of
equity-focused methods to
ultimately drive improvements in
equity in health and healthcare.
Introduction

According to the World Health Organization, “Three dis-
tinguishing features, when combined, turn mere variations or
differences in health into a social inequity in health. They are
systematic, socially produced (and therefore modifiable) and un-
fair.”1 Health equity research aims to measure and understand
these differences in health and healthcare, variously known as
“disparities,” “inequalities,” or “inequities” (which will be used
interchangeably henceforth). This involves differences in health
and healthcare that are associated with numerous aspects of social
disadvantage, including socioeconomic status, race and ethnicity,
gender, geographic location, disability, and others.2 The causal
pathways are complicated, but the unifying feature is a sense that
differences are unwarranted: social status should not cause ill
health, ill health should not affect social status, and other factors,
such as disability, should not determine either. The “social de-
terminants of health” framework provides an important tool for
1098-3015/$36.00 - see front matter Copyright ª 2025, International Society for Ph
understanding the
many nonmedical fac-
tors that influence
health outcomes and
contribute to health
inequities.3,4

Although theWorld
Health Organization
has campaigned for
health equity for de-
cades, there has been a
lack of progress in
reducing health dis-
parities.5,6 The COVID-
19 pandemic and
recent social move-
ments have placed a
further spotlight on
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the magnitude of prevailing disparity and inequity worldwide.7 In
the health economics and outcomes research (HEOR) field,
although there has been methodological research and increasing
calls for greater inclusion of equity considerations, until recently
the application of HEOR has traditionally focused more on ques-
tions of efficiency rather than distributional concerns. The HEOR
field also recognizes the importance of other considerations that
can be captured using priority-setting approaches, which include
not only health equity but also severity, rarity, and other
considerations.8

The ISPOR Special Interest Group on Health Equity Research
aims to advance equity-informative methods and data to better
enable HEOR to reduce unfair social differences in health.9 This
“primer” aims to provide an overview of the state of health equity
as it relates to the HEOR field, with an emphasis on health tech-
nology assessment (HTA) and cost-effectiveness analysis (CEA). It
also establishes key concepts and provides a gateway to further
reading (see Supplemental Materials found at https://doi.org/10.1
016/j.jval.2024.09.012) on various equity-related topics. Finally, it
intends to inspire further research among the ISPOR HEOR com-
munity and beyond.
Figure 1. Examples of equity considerations throughout the develop
interventions for sickle cell anemia, a condition that predominately o
approximately 10% to 12% of the US population, but only 1% to 2% o
that aggregate claims from commercial insurers represent a nonrand
employed populations and may disproportionately represent wealthi
Health and Care Excellence (NICE) 2022 Methods and Process Updates
2021-2016 Strategy, but that further work is required before any form
Bowel Cancer Screening Pilot found variation in uptake of fecal occult
to inpatient COVID-19 medicines for all US patients reduced existing h
vulnerable subgroups were more likely to use these medicines and, o
mortality risks.10 gA large-scale field experiment requesting an appoin
female patients differing with respect to level of educational attainm
times and marginally significantly shorter waiting times for patients w
groups with cognitive impairment may experience increased risk of a
difficulties covering premiums, copays, and other out-of-pocket expen
in New York City.18
Equity Considerations in HEOR: Where Are We?

Health equity considerations are relevant across HEOR disci-
plines, from clinical research to reimbursement decision making
and postmarket access activities (Fig. 1).10-18

Defining Health Disparities

It is important to have a clear understanding of what does and
does not count as a health disparity. Within the ISPOR Health
Equity Research Special Interest Group, health disparities are
defined as unfair differences in health between more and less
socially advantaged groups.19 Social advantage groups can be
classified not only using conventional indicators of socioeconomic
status (eg, income, wealth, occupational class, neighborhood
deprivation, education) but also using ethnicity, regional depri-
vation, gender, disability, social exclusion, and other indicators of
social disadvantage that are closely linked with economic disad-
vantage and social discrimination.20

Concern for reducing health disparities is just one important
ethical concern that health decision makers should consider.
ment of a new health intervention. aA lack of research on
ccurs in patients of African origin.11 bBlack Americans represent
f typical clinical trial populations.12 cHealthcare claims databases
om sample of the population: they are necessarily biased toward
er and more educated individuals.13 dThe National Institute for
noted the importance of considering health inequalities to NICE’s
alized equity modifier could be introduced.14 eAnalysis of the UK
blood screening by gender, age, and level of deprivation.15 fAccess
ealth disparities in the United States by 0.234%, given that more
n average, gained 35% more health benefit given higher baseline
tment at more than 1200 physicians in Austria for 3 fictitious

ent found that physicians provided significantly shorter response
ith a university degree than without.16 hFor example, patient
dverse drug events.17 iFinancial barriers to healthcare, including
ses, were reported in a study of a low-income, insured population
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Concern for health disparity can be distinguished from other
ethical concerns about the distribution of health resources, such as
concern for efficiency in increasing total health, concern to pri-
oritize severely ill patients, and concern for ensuring appropriate
procedures of decision making.19 Furthermore, health disparities
among social advantage groups are only a subset of all unwar-
ranted variations in health among individuals.21 For example,
rather than prioritizing the consideration of social disadvantage,
decision makers may wish to give priority to severely ill patients
based on differences in health among disease groups or may
independently be concerned with reducing unwarranted varia-
tions in health outcomes among patients treated by different
providers or living in different areas. Therefore, measuring and
addressing health disparities is challenging given the interplay
among many complex factors that shape health outcomes and can
give rise to diverse ethical concerns.

The Role of Health Equity in Clinical Trials and Real-World
Evidence

Clinical trials
Increasing diversity and inclusiveness in clinical trials is

necessary for improving the evidence to advance health equity in
the wider population. Regulatory and funding agencies have is-
sued guidelines that encourage the inclusion of diverse pop-
ulations in randomized controlled trials (RCTs), and examples of
inclusive RCTs are growing in number.22-25 However, as gaps in
adequate inclusivity continue to exist across global trials, an
increased emphasis on designing and implementing inclusive
trials is needed.26,27 Representation in RCTs helps to (1) under-
stand the effectiveness of technologies on populations with
different characteristics and lived experiences, (2) ensure that
populations disproportionately affected by certain conditions are
involved in studies of interventions that aim to benefit them, and
(3) allow equitable access to innovations and potentially improved
routine care.28,29 Improving diversity and inclusiveness of clinical
trials will require overcoming numerous challenges, such as the
traditional geographic location of clinical trial centers, the impact
of clinical trial participation on time away from work and family
responsibilities, and historic mistrust in science and medicine
among some groups of society.30

Real-world evidence
There is a growing emphasis on enhancing the role of real-

world evidence (RWE)—or observational data generated by
health systems, providers, payers, and other stakeholders—in
supporting health equity research.31

The application of RWE to equity research brings great promise
given the wealth of data available but it also presents important
new challenges. Many countries routinely collect nationally
representative population data with rich information on de-
mographics and broader social determinant of health variables at
granular geographic levels that can be used to measure existing
disparities. However, there may be limits to the availability of
longitudinal data, as well as a lack of collection of important
variables for HEOR research questions, such as those needed to
determine quality-adjusted life expectancy for the general popu-
lation.10 Next, HEOR has long leveraged RWE sources with rich
clinical detail such as electronic health records or claims, but these
data commonly lack important information on broader patient,
geographic, and health system factors needed to understand eq-
uity drivers and consequences. Furthermore, many data sets are
based on payments and claims for populations that are not na-
tionally representative, which can give rise to biased samples that
exclude the most vulnerable groups (ie, the uninsured and the
homeless).32

In recent years, “enrichment” efforts have allowed analysts to
link electronic health record or claims data sets with external data
sources to add additional data variables for more robust equity
research, such as race and ethnicity or geographic vulnerability
measures. Other data sets leverage approaches such as natural
language processing of unstructured text to gain a deeper un-
derstanding of patients, including their experiences with broader
material and social conditions affecting health such as housing,
food, and economic security.33,34 Although these efforts can help
to embed equity elements, they commonly rely on geographic
data on broader social and environmental factors that are not tied
to individual behaviors and outcomes, and included variables
usually fail to capture the root causes of health inequities, such as
place-based drivers of health (ie, density of providers) or provider
behaviors that affect bias and discrimination.35,36 Even when in-
formation on equity-relevant concepts is included in data sets,
there can be biases in the reporting of data, a lack of standardi-
zation, and challenges with interoperability.37

New tools and resources are needed to best harness the po-
tential of RWE in equity research, including (1) the development
of best practices guidance to inform selection of optimal data
sources and to more clearly document the strengths/limitations of
RWE for exploring equity research questions to ensure findings
are appropriately interpreted and (2) alignment of key stake-
holders around the definition of equity-relevant variables and
populations of interest to support more efficient prioritization of
data collection and enrichment efforts.38

The Role of Health Equity in Assessment of Health
Technologies

Current processes and methods for HTA need to better
consider equity effects across all aspects of the assessment.39,40

The clinical and economic modeling data used to inform HTA
commonly fail to provide evidence on factors that drive health
disparities across a population, including41:

� RWE on inequality in disease prevalence, which is often the
main factor driving the impact of a new technology on health
disparities within the general population

� trial evidence or RWE on inequality in utilization of new tech-
nologies and the current comparator standard of care

� the distribution of the health opportunity costs of cost-
increasing programs (ie, the distribution of the health fore-
gone as a result of displaced healthcare activities)

� size of health disparity impacts compared with other programs
� trade-offs between equity and efficiency objectives

Recognizing the need to address these types of questions, a
range of new methods and guidance documents are becoming
available to allow researchers to integrate health equity consid-
erations into effectiveness and/or CEA.42 For example, the
Consolidated Standards of Reporting Trials, the reporting stan-
dards for RCTs, was updated in 2017 to include best practices for
reporting health equity-relevant data.43 Similarly, information on
distributional effects and consideration of priority populations
was added as a checklist item in the 2022 Consolidated Health
Economic Evaluation Reporting Standards statement.44 More
recently, some funding bodies are starting to issue guidance on
improving both the collection and reporting of data on health
disparities.45 However, the impact of the implementation of these
standards is not yet visible.



Table 1. Examples of published equity-informative economic evaluation studies.

Setting Example published equity-informative study

Type of study and
citation

Interventions/
programs compared

Equity variable(s)
considered

Main results,
including baseline
cost-effectiveness
results

Equity impact

United
Kingdom

DCEA by Collins et al56

(2020)
Three cardiovascular
screening strategies vs
no intervention

Socioeconomic status
(Index of Multiple
Deprivation quintile)

“Current,” “increased,”
and “universal plus
targeted top-up”
screening scenarios
were cost-effective;
under specific
conditions, net health
benefits of all 3
scenarios were negative
due to opportunity
costs.

Targeted scenario
reduced health
inequality between
most and least deprived
populations; results
were sensitive to
opportunity cost
assumptions.

Mexico ECEA by Saenz-de-
Miera et al57 (2021)

One-time, one-peso
tobacco excise tax
increase vs status quo

Income quintiles Tobacco tax increase
was cost-saving.

Bottom income quintile
gained 3 times more
life-years from
intervention than top
quintile; approximately
276 000 poverty cases
(21 000 in the 2 lowest
income quintiles) and
568 000 cases of
catastrophic health
expenditure (136 000 in
the lowest income
quintile) averted.

United States
of America

DCEA by Quan et al58

(2021)
16 HIV diagnostic,
treatment, and
prevention
interventions and 2
scale-up approaches vs
status quo

Race/ethnicity Optimal combinations
of interventions in 6
United States cities
were cost-saving or
cost-effective.

Equity approach that
scaled up interventions
based on a community’s
share of new infections
was more cost-effective
and reduced racial/
ethnic disparities.

Malawi DCEA by Arnold et al59

(2020)
73 interventions to be
included in Malawi
Essential Health
Package

Household wealth and
residence (urban vs
rural)

50 interventions have
positive population
health benefits and 23
interventions have
negative population
health benefits after
consideration of
opportunity costs.

The Essential Health
Package averts 0.85
DALYs among
individuals in poorest
quintile and 0.10 in
richest quintile; the
Essential Health
Package reduces
inequality between
wealth quintiles.

Vietnam ECEA by Essue et al60

(2020)
Elimination of medical
and nonmedical OOP
costs for small-incision
cataract surgery vs
status quo

Income and gender Elimination of medical
OOP costs has ICERs
between 2494 and 4149
per DALY averted (2016
Int$); elimination of all
OOP costs has ICERs
between 3479 and 8444
per DALY averted.

More DALYs averted
among richest quintiles
than poorest quintiles;
more catastrophic
health expenditures
averted, solely among
poorest quintile, by
eliminating all OOP
costs. Females would
have a greater share of
benefits.

DALY indicates disability-adjusted life-year; DCEA, distributional cost-effectiveness analysis; ECEA, extended cost-effectiveness analysis; HIV, human immunodeficiency
virus; ICER, incremental cost-effectiveness ratio; Int$, international dollars; OOP, out-of-pocket.
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Reporting of data required to analyze equity impacts remains
inconsistent and highly heterogeneous, hampering efforts to
curate and synthesize equity information from different studies
and to compare the direction and magnitude of equity impacts
across diseases. Reporting of such data is important given that it
allows researchers to understand heterogeneous treatment effects
across equity-relevant variables, through subgroup analysis and
estimation of quantile and conditional average treatment ef-
fects.46-50 These methods are being used more frequently to un-
derstand heterogeneous treatment effects that are masked by a
focus on average outcomes. Indeed, policies by the National In-
stitutes of Health and the Food and Drug Administration in the
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United States now require evaluation of heterogeneity in treat-
ment effects for appropriate trials.48 Clinical studies (eg, RCTs) are
frequently insufficiently powered to detect differences among
subgroups, including equity-relevant subgroups. However, given
the availability of meta-analytic techniques to pool study results,
analysis and reporting of equity-relevant subgroups should be
encouraged to increase information available to future
researchers.

Some countries have integrated equity discussions in their HTA
process and qualitative approaches to systematically include equity
concerns in the evaluation of health technologies exist. These have
been presented as checklists that serve deliberative processes in
HTA.51,52 Recently, US HTA organizations laid out recommendations
for improving consideration of health equity, with an emphasis on
representative patient engagement.39,53 However, analytic methods
that more formally incorporate equity concerns into HTA are
needed. Arguably, it is in the arena of economic evaluations where
the integration of health equity in HEOR has been most prominent.
Equity-informative CEA methods, such as distributional CEA (DCEA)
and extended CEA, have been applied to many public health and
healthcare contexts worldwide, encouraged and made possible by
improvements in the collection and reporting of equity-relevant
economic model input data from RCTs and observational
studies.42,54,55 Published equity-informative CEAs are growing in
number worldwide, providing important insight into the available
data sources and equity-relevant subgroups that could be leveraged
in future work.42,54,55 A summary of 5 example equity-informative
CEAs is presented in Table 1.56-60
Using Economic Evaluation to Assess Impacts on
Health Disparity

DCEA is an umbrella term for studies that provide information
about equity in the distribution of costs and effects as well as more
traditional information about efficiency in terms of aggregate
costs and effects.19 DCEA can solely explore the implications of
giving special priority or “equity weight” to improving the health
of 2 groups: program recipients versus nonrecipients.61,62 It can
also involve a more detailed analysis of the distribution of health
benefits and burdens within the general population between
several groups defined by equity-relevant social variables (eg,
socioeconomic status, geographic location, ethnicity), disease
variables (eg, severity of illness, rarity), or risk factors. DCEA is not
restricted to the analysis of health outcomes and can be used to
analyze distributional consequences for nonhealth outcomes, such
as income or financial protection from out-of-pocket healthcare
costs. In cases where a study considers health and financial pro-
tection together, the term extended CEA is used.63 Finally, one can
also conduct simple or “aggregate” DCEA, which involves
modeling of distributions on top of pre-existing basic cost-
effectiveness results rather than going “under-the-bonnet” of the
cost-effectiveness decision model and doing more complicated
modeling of distributions that may also change conventional cost-
effectiveness findings.64

The output of a DCEA is an assessment of the impact of an
intervention on the distribution of a health and/or nonhealth
outcome among various defined equity-relevant groups (eg, racial,
socioeconomic). Both the equity-relevant groups and the units in
which equity impact is measured are dependent on decision-
maker needs. For example, in one policy context, distributional
impacts on quality-adjusted life expectancy might be of most in-
terest, whereas in another the distributional impacts on infant
mortality might be more relevant. A decision-making organization
may wish to specify a standard base case health disparity metric
suited to their own context. This metric can be based on a generic
social disadvantage classification system and a generic health
outcome measure to facilitate comparisons of the direction and
magnitude of health disparity impact among different in-
terventions in different disease areas.38,65

The overall impact of an intervention on health disparity will
depend on the direction and magnitude of social differences at
various stages in the patient pathway, including social differences
in:

� disease prevalence or need for the intervention
� screening, referral, and diagnosis rates
� uptake of the intervention
� effects of the intervention
� opportunity costs of the intervention

The direction of impact may vary from one stage to another.
For example, among more socially disadvantaged groups, smoking
prevalence may be higher whereas uptake of smoking cessation
services may be lower. Where impacts work in opposite di-
rections, it is challenging to assess the overall impact on reducing
health disparities without doing detailed calculations. These
stages can be visualized as a “staircase of inequality impact”
(Fig. 2). It is important to consider the impact of an intervention at
each step and how these impacts combine to determine the
overall distributional impact—especially when impacts may work
in opposite directions at different steps.

Opportunity costs are similarly important in DCEA as they are
in standard CEA. DCEA also takes into account not only who gains
health from the new intervention but also who loses health due to
the foregone activities that would otherwise have been funded. By
considering the data across equity-relevant subgroups for each
step of the equity staircase, DCEA determines the overall equity
impact of adoption of the intervention.

This assessment of equity impact can then be considered
against the overall impact on health (ie, net health benefit) or the
output of conventional CEA. The resulting equity and efficiency
impacts of a new intervention can be plotted on the equity-
efficiency impact plane (Fig. 3).

By assessing the equity impact alongside information on effi-
ciency, DCEA makes any trade-off between the two transparent
and explicit. Where such trade-off exists, it becomes the role of
the decision maker to determine what to do with this informa-
tion.42 DCEA aims to provide equity information as an input into
context-specific deliberation on the trade-off between equity and
efficiency; it is not intended to represent an algorithmic approach
to determining what decision should be taken based on a uni-
versal equity formula. Decision making on a new healthcare
intervention that involves a trade-off between equity and effi-
ciency can be done informally based on intuitive judgments or can
be done formally using a range of methods outlined in the DCEA
handbook by Cookson and colleagues.19
What Are the Data Requirements for
Consideration of Equity Effects in Economic
Evaluation?

To support a more routine application of DCEA, representative
data on existing health disparities are needed to assess the equity
impacts of healthcare decisions. Each country needs nationally
representative estimates for several data elements, including:

� baseline health inequalities
� distributional relative treatment effects



Figure 2. Staircase of inequality.
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� the distribution of opportunity costs
� population inequality aversion

Evidence on current health disparities that can be routinely
updated characterizes the current population burden of health
disparity and provides information on the capacity to benefit from
health interventions across equity-relevant subgroups.19 Equity-
relevant subgroups will need to reflect stakeholder-endorsed,
defined subgroups within a population that align with the
Figure 3. Equity-efficiency impact plane. Note. Interventions in the n
impact on reducing health disparity and therefore represent a win-w
interventions in the northwest and southeast quadrants, there is a tr
disparity.
country’s key equity objectives. Given that population de-
mographics and equity priorities will vary across settings, each
country will need to generate their own baseline information on
differences in health by socioeconomic status, race and ethnicity,
location, and other aspects of social disadvantage.65,66 These
baseline data are essential to understanding preintervention
health disparities.

Information will also be needed on distributional effects of a
disease or treatment. Ongoing efforts to improve clinical trial
ortheast quadrant are both cost-effective and have a positive
in. Interventions in the southwest quadrant are the opposite. For
ade-off between cost-effectiveness and the impact on health
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representativeness will help increase information on distribu-
tional effects.67 However, collecting this type of information
routinely from clinical trials may not be feasible given that
equity-relevant subgroups may vary across geographies and due
to the challenges of securing sufficient sample size to examine
effects across groups. Therefore, retrospective data will play an
increasingly important role in measuring existing differences in
disease burden and treatment access across subgroups. In the
absence of such data, researchers may wish to conduct scenario
analyses to explore the impact of a range of different assumed
distributional effects, or assume the same treatment effect across
subgroups.

Information on the distribution of opportunity costs can be
estimated by measuring the changes in health expenditure by key
equity-relevant subgroups.68-70 However, many geographies lack
representative data on patient outcomes, aspects of social disad-
vantage, and resource/expenditure patterns for the entire popu-
lation. Collection of such data can be particularly challenging in
low- and middle-income countries for reasons including resource
constraints, system and technology limitations, and challenges
accessing certain population groups.71 Therefore, work will be
needed to improve existing data sources through enrichment,
linkage, and use of statistical methods to address suppression of
data for privacy or data missingness. Although generation of these
data may require notable effort, its value extends beyond use in
DCEA. With these new data, decision makers can (1) understand
and identify patients who will benefit the most from in-
terventions, (2) use data-driven insights to inform the design of
inclusive clinical trials, and (3) better elucidate health equity is-
sues to drive policy and public health intervention planning. In the
absence of these data, researchers conducting DCEA will need to
make assumptions, for example, assuming the same distribution
of opportunity costs as observed in other countries or assuming
that opportunity costs are distributed equally across equity-
relevant subgroups.

Finally, DCEA includes an evaluation of trade-offs between
total health and health inequality using social welfare indices that
incorporate health inequality aversion parameters.72,73 These pa-
rameters describe the amount of total health that a decision
maker would be willing to sacrifice to achieve a more equal health
distribution. Inequality aversion parameters have only been
studied in some countries and evidence informing them is
limited.73,74 In DCEA, these indices are used to evaluate the trade-
off associated with the different interventions under comparison.
Although inequality aversion parameters allow quantitative trade-
off between equity and efficiency, without such data DCEA is still a
valuable tool in allowing decision makers to understand equity
impacts and balance these against efficiency objectives in a more
qualitative or deliberative manner.
Conclusion

Several challenges to addressing health equity with HEOR
persist. First, evidence produced through equity-informative
methods is only useful if health equity is understood by those
determining the allocation and distribution of healthcare re-
sources to be an important decision-making criterion, alongside
effectiveness and efficiency considerations that have historically
taken primacy in applied HEOR. Second, equity-informative
methods are data intensive and require additional technical and
computational capacity. We believe that professional societies
such as ISPOR, International Health Economics Association, and
Health Technology Assessment International, which have dedi-
cated interest groups on health equity research, play an important
role in building capacity for equity-informative methods. Finally,
although innovations in health equity and HEOR are valuable and
welcome, it is important to note that health equity is only one
dimension of value often overlooked in HTA.75

Encouragingly, HEOR as a field is adept at using new
methods, data sources, and long-standing best practices to
inform important decisions in the face of data gaps and un-
certainty. Therefore, although addressing the challenges out-
lined in this primer should remain a paramount goal for all
stakeholders, improved and enriched data and methods for
DCEA can be used today to better embed health equity into the
field of HEOR.
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