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[ Abstract] At present, more and more international HTA institutions advocates integrating patient preferences
(PP) evidence into HTA process to make health decision making more informed, transparent and patient-centered.
In China, HTA has become an important tool to help acquire new health technology, reimbursement decisions and
pricing, however, there is little documentation and research about the importance of incorporating PP to HTA and
how to integrate PP evidence into HTA. By analysing and summarizing the necessity, approaches, and challenges
of integrating PP into HTA, this study aimed to promote the scientific integration of PP evidence into HTA process
in China, so as to provide more comprehensive evidence information for clinical and health management decision

making.
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