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FORM E: LOCAL HTA CLINICAL INFORMATION
To be completed by Applicant

This application will be assessed using Appendix III: Criteria for Technology Assessment.
	Name of Applicant:      
	(Office use only) HTA ID:      

	Department:      
	Division:      
	Phone:      

	Email:        
	Pager:      

	A-1.  Name of proposed technology (or trade name if applicable):      


Health Gain

E-1.
Efficacy.
a)
Is there evidence that the technology will improve individual patient short-term (< 5 years) or long term (> 5 years) gain in health (clinical outcomes and/or quality of life) as compared with current practice?  Please give the best FIVE references, including systematic reviews or HTA reports for evidence of clinical efficacy. For each, give the title and authors, the source and the level of evidence (Levels I-V as defined in Appendix II: Levels of Evidence).      
b)
Summarize the above references, the reasons for change, and the proposed health benefits over current practice.      
E-2.
Population health. 

Please describe the incidence and prevalence of the condition, including whether they are projected to change over the next 5 years.      
E-3.
Standard of Care / Best Practice. 
Does the proposed technology have the potential to establish a new Standard of Care/Best Practice?

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes
[If “Yes”, please describe]      
Service Delivery

E-4.
Safety. 

a) Please provide additional safety information including known complications and adverse events: 

· for the patient      
· for the health care practitioner      
b) Please provide information about the risks involved with this technology, additional to that covered in #A-7 of Form A:, or if available, provide a risk/benefit analysis.      
E-5.
Training.
a) Are there staff training implications? 

 FORMCHECKBOX 
N/A 
  FORMCHECKBOX 
 No 
   FORMCHECKBOX 
 Yes
[If “Yes”, please describe including number, cost, and time frame]
 FORMCHECKBOX 
 Physicians      

 FORMCHECKBOX 
 Nurses      

 FORMCHECKBOX 
 Others       
b) Will credentialing / Certification be required? 

 FORMCHECKBOX 
N/A 
  FORMCHECKBOX 
 No 
   FORMCHECKBOX 
 Yes
[If “Yes”, please describe including number, cost, and time frame] 
 FORMCHECKBOX 
 Physicians      

 FORMCHECKBOX 
 Nurses      

 FORMCHECKBOX 
 Others       
E-6.
Access.
a) Will the technology shift services closer to patients?

 FORMCHECKBOX 
N/A 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe]      
b) Will the technology provide services to under-served populations?

 FORMCHECKBOX 
N/A 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe]      
c) Will the technology decrease wait times?

 FORMCHECKBOX 
N/A 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe]      
E-7.
Service Coordination.



Will adoption of the technology impact other clinical services either positively or negatively?

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe which services will be impacted and how?]      
E-8.
Sustainability.


Will adoption of the technology require additional human resources?

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe]      
Innovation

E-9.
Knowledge & Research.
Will the technology improve the generation, transfer, and/or application of new knowledge to patient care services?   FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes

[If “Yes”, please describe innovation characteristics]      
E-10.
Outcomes Measures [See Appendix VII: Progress Report]

To document the performance (benefits) of this technology to improve patient care services, what Outcomes Measures will be captured [please describe]      
	Applicant Signature:      
	Date:      

	(electronic signature and pdf file submission is recommended)  
	


Forward completed Form E to the Local HTA Advisory Committee for review.

Name: Health Technology & Innovation


E-mail address: SCN-HTAI@albertahealthservices.ca 
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