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Abstract. This article presents a comparative analysis of health economic
evaluation (HEE) systems in South Korea and Morocco, amid ongoing healthcare
reforms. Based on a documentary review, it highlights shared objectives—
sustainability and access to innovation—while revealing institutional and
methodological divergences. The study identifies four strategic levers from the
Korean model: formalization, institutional specialization, technology
reassessment, and real-world data. Policy recommendations are proposed to
adapt these lessons to the Moroccan context. This work contributes to
strengthening HEE policies as tools for spending control and healthcare system
regulation.
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1 Introduction:

The sustainability of health systems represents a major global challenge. The con-
vergence of structural factors—such as demographic aging, the increasing prevalence
of chronic diseases, and the rising cost of technological innovations—is placing un-
precedented financial pressure on health budgets [1]. In the face of this issue, tradi-
tional budget-cutting approaches are showing their limits, risking both the quality and
equity of access to healthcare. It is in this context that Health Technology Assessment
(HTA), or medico-economic evaluation, has emerged as a strategic regulatory tool—
aimed not at spending less, but at spending better by maximizing the value of deli-
vered care [2].

This medicalized cost containment approach lies at the heart of ongoing reforms in
many countries, but its implementation modalities vary considerably across national
contexts. This article aims to shed light on the challenges of a system in the midst of
structuring—Morocco—through the lens of a model recognized for its maturity:
South Korea. This comparative choice is not based on contextual similarity, but rather
on the relevance of their trajectories. On the one hand, Morocco finds itself at a his-
torical inflection point with the generalization of social protection, enshrined in
Framework Law No. 09-21. This ambitious reform raises the pressing issue of recon-
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ciling expanded access to healthcare with financial sustainability, making the estab-
lishment of an HT A system both urgent and indispensable [3].

On the other hand, South Korea provides a particularly instructive benchmark.
Having achieved universal health coverage as early as 1989, the country was quickly
confronted with a funding crisis in its National Health Insurance (NHI), which be-
came the primary driver of the institutionalization of its HTA system in the early
2000s [4]. Today, the South Korean system, led by agencies such as HIRA and
NECA, has reached a high level of maturity—even tackling the complex task of reas-
sessing technologies already in use (Health Technology Reassessment — HTR) [5].
Studying its evolution, successes, and weaknesses offers valuable insight into the
challenges and potential solutions for a country like Morocco.

The central question of this article is therefore: What strategic lessons can Morocco
draw from South Korea’s HTA trajectory and model to strengthen its own medica-
lized cost containment policy, while taking into account the specificities of their insti-
tutional, economic, and healthcare contexts?

To address this, this chapter adopts a comparative institutional analysis perspective
to examine how Health Technology Assessment (HTA) systems evolve under differ-
ent political economy constraints. By doing so, the study anchors its reflection within
the broader fields of comparative public policy, institutional economics, and health
governance. The general objective is to conduct a comparative analysis of these two
systems in order to formulate analytical implications and strategic insights tailored to
the Moroccan context. To achieve this, the study aims to:

1) Describe and compare the structuring contexts (political, economic, epidemiolog-
ical) of both countries;

2) Analyze the institutional and methodological frameworks of HTA (governance,
processes, criteria);

3) Conduct a strategic diagnosis (SWOT) of each system to synthesize strengths and
weaknesses;

4) Identify transferable lessons and institutional learning for strengthening the Mo-
roccan system.

2 Methodology:

As the objective of this article is to comparatively analyze the health technology as-
sessment (HTA) systems of Morocco and South Korea in order to derive strategic
insights, the study adopts a qualitative and comparative approach based on a case
study analysis. The methodology was structured into three key steps: case justifica-
tion, data collection, and analytical framework.
2.1  Study Design and Case Justification:

The study is based on a comparative case study between Morocco and South Korea.
This approach is particularly relevant for understanding how distinct national contexts
shape seemingly similar public policies. The selection of these two countries is not
incidental but follows a “contrast and trajectory” logic:
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— Morocco represents a healthcare system at a critical turning point, engaged in a
large-scale reform (the generalization of social protection), where the implemen-
tation of a robust HTA mechanism is a condition for sustainability. Its evaluation
system is still in a nascent stage, making it an ideal case for analyzing the chal-
lenges of structuring and institutionalizing HTA.

— South Korea constitutes a reference model for its accelerated development trajec-
tory. Its HTA system, born out of necessity following a funding crisis in its Na-
tional Health Insurance (NHI) [4], has reached an advanced stage of maturity,
even including the reassessment of existing technologies [5]. It provides a case
rich in insights into the evolution, governance, and tools of a well-established
evaluation system.

The comparison between these two trajectories (one under construction, the other

mature) allows us to go beyond mere description to identify governance principles

and actionable levers that may be adapted elsewhere.

2.2 Data Collection and Sources :

The research is based on an exhaustive documentary analysis combining scientific
literature and grey literature in order to obtain a comprehensive view of both systems
and their respective contexts. Sources were systematically collected between 2010
and 2025.

— Scientific literature: A literature review was conducted using academic databases
(PubMed, Scopus, Cairn.info, Google Scholar), with keywords such as “Health
Technology Assessment,” “évaluationmédico-économique,” “cost containment,”
“drug pricing,” “reimbursement policy,” combined with country-specific terms
(“Morocco,” “Maroc,” “South Korea,” “Corée du Sud”).

— Grey literature and official documents: This source constitutes the core of the
institutional analysis and includes:

o For Morocco: Annual reports and publications from governmental bodies
and public agencies (MSPS, ANAM, HAS, AMMPS); legislative and regula-
tory texts (notably Framework Laws No. 09-21 and 06-22); as well as rele-
vant publications by national experts [3].

o For South Korea: Activity reports, methodological guides, and publications
from regulatory agencies such as the Health Insurance Review and Assess-
ment Service (HIRA) and the National Evidence-based Healthcare Collabo-
rating Agency (NECA).

o International reports: Analyses and databases from the World Health Organi-
zation (WHO), the Organisation for Economic Co-operation and Develop-
ment (OECD), and the World Bank were used to contextualize the perfor-
mance and challenges of the two systems on an international scale.

2.3  Analytical Framework:

9

To operationalize the comparative institutional analysis, the study employs an explicit
analytical framework to evaluate the collected data. Specifically, the comparison is
structured around four analytical dimensions: (i) drivers of HTA emergence, (ii) insti-
tutional governance, (iii) methodological formalization, and (iv) strategic use of HTA
for cost containment. This structured approach guides the synthesis of the results and
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ensures that the extracted insights are both systematically derived and theoretically
grounded.

3 RESULTS :

This section presents the findings of the comparative documentary analysis. It first
describes the national contexts and the factors that led to the emergence of Health
Technology Assessment (HTA) in each country, before detailing and comparing their
institutional architectures and processes.

3.1 National Contexts and the Emergence of HTA:

The analysis reveals that while Morocco and South Korea share the common objec-
tive of controlling health expenditures, the trajectories and motivations behind the
implementation of Health Technology Assessment (HTA) are fundamentally differ-
ent.

e  Morocco: HTA as a Pillar of Societal Reform

In Morocco, the institutionalization of HTA is a direct consequence and a key pil-
lar of the country’s historic social protection reform, initiated under the Royal High
Directives and formalized by Framework Law No. 09-21 [18]. The 2020-2024 strate-
gy of the National Health Insurance Agency (ANAM) explicitly positions medica-
lized cost control as a lever to “ensure the sustainability” of the system in light of the
generalization of Mandatory Health Insurance (AMO) [19]. This approach is justified
by the structure of health expenditures: in 2022, total health expenditure reached 81.7
billion dirhams, equivalent to 6.1% of GDP, and although the share of out-of-pocket
(OOP) payments by households has declined, it remained high at 38% [6]. Further-
more, long-term illnesses (Affections de Longue Durée — ALD) are the primary cost
driver, accounting for 52.6% of expenses under the AMO-Salaried scheme in 2021
[21].

In this context, the emergence of HTA is the result of a strategic and proactive
state-led initiative. It is not a reaction to a past crisis, but rather a forward-looking
measure aimed at anticipating and managing future costs to ensure the sustainability
of social reform. The establishment of a High Authority for Health (HAS) and a Mo-
roccan Agency for Medicines and Health Products (AMMPS) are intended to become
the operational arms of this value-based regulation policy [7,19].

e South Korea: HTA as a Response to a Financial Crisis

In South Korea, the trajectory is the opposite. The HTA system did not emerge to
support an expansion of coverage—universal health coverage had already been
achieved in 1989—but rather as a pragmatic response to a major financial crisis in its
National Health Insurance (NHI) in the early 2000s [4]. The South Korean health
system, although funded by a single payer, is dominated by a highly competitive pri-
vate sector that accounts for more than 80% of services [4]. This has led to a rapid
proliferation of costly technologies and a more than tenfold increase in NHI expendi-
tures between 1990 and 2006 [8]. The epidemiological burden, marked by rapid aging
and a predominance of non-communicable diseases, has further intensified cost pres-
sures [1].
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The response was both legislative and institutional. The amendment of the NHI
Act in 2000 required agencies—particularly the Health Insurance Review and As-
sessment Service (HIRA)—to systematically evaluate technologies prior to reim-
bursement, initially as a cost-control mechanism [4]. It was only later, with the 2006
Health Care Act, that the system was supplemented by a more independent agency,
the National Evidence-based Healthcare Collaborating Agency (NECA), tasked with
in-depth clinical evaluations and reassessments [5].

Ultimately, this institutional configuration reflects a broader distinction between
anticipatory regulation in Morocco and crisis-driven regulation in South Korea.

3.2 Institutional Architecture and Governance:

The comparative analysis of the institutional frameworks in Morocco and South
Korea reveals systems at very different stages of development, reflecting their distinct
trajectories of emergence. While Morocco is in the process of consolidating a new
legal framework, South Korea has optimized a structure established nearly two dec-
ades ago.

In Morocco, regulatory architecture is currently centralized within the National
Health Insurance Agency (ANAM), which provides technical oversight of the AMO
system [18]. To do so, it operates via two specialized commissions inspired by the
French model: the Transparency Commission (CT) for clinical value (SMR), and the
Economic and Financial Evaluation Commission for Health Products (CEEFPS).
ANAM’s governance relies on a tripartite Board of Directors. However, recent legal
overhauls led to the creation of the High Authority for Health (HAS)—a new entity
expected to assume and strengthen these evaluation missions with greater autonomy
[71.

In South Korea, the more mature system is characterized by a clear functional divi-
sion between two main agencies. HIRA is historically linked to the National Health
Insurance (NHI) and serves as the main entry point for reimbursement, managing
prices and economic evaluations [4]. In parallel, NECA—a more academically
oriented and independent agency—was established in 2006 to conduct comparative
research, develop guidelines, and crucially, conduct Health Technology Reassess-
ments (HTR) [5].

The table below summarizes and compares the main governance characteristics of
the two HTA systems.

Table 1: Comparative Analysis of HTA Governance Frameworks

Characte-

ristic

Morocco (Emerging System)

South Korea (Mature System)

* ANAM (National Health Insurance | « HIRA (Health Insurance Review
Agency): current central actor. | and Assessment Service): evaluates
Kev Agencies | ° HAS (High Authority for Health), | for reimbursement.
yAg created by Law No. 07-22, expected | * NECA (National Evidence-based
to take over and expand missions | Healthcare Collaborating Agency):
[7]. clinical and HTR evaluation [4,5].
Primary * ANAM: Technical oversight of | + HIRA: Cost-effectiveness evalua-
Mandate AMO, reimbursement admission via | tion of new technologies for NHI.
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two specialized commissions: CT
(clinical evaluation - SMR) &
CEEFPS  (economic evaluation).
* HAS: expected to assume these
responsibilities with an enhanced
mandate [7,19].

* NECA: Comparative research,
clinical guidelines, reassessment of
existing technologies [4,5].

e ANAM: Public institution under

* HIRA: Semi-public agency inte-
grated with NHI; faces tension be-

Status & In- | state supervision. | tween technical mission and finan-
dependence * HAS: Public legal entity designed | cial dependence on the payer [4].
to enhance autonomy [7]. * NECA: More autonomous, aca-
demic in nature.

* CT & CEEFPS: Appointed experts, | « HTA Committees: Multidiscipli-
representatives from CNSS, | nary (physicians, pharmacists, econ-
Technical CNOPS, and ANAM. | omists, legal experts, institutional

Committees * CEEFPS: Uniquely Moroccan, | reps).
includes experts in pharmacoeco- | * Extensive subcommittee structure

nomics and public health [23]. [4,5].
* Industry: Submission of applica- | ¢ Industry: Submission of applica-

tions. tions.
* Health professionals: Participation | ¢ Professionals: Strong involvement
Stakeholder | in Board via professional orders; | of scientific societies in HTA com-
Involvement | role in pricing negotiations [27]. | mittees [4].

* Patients/citizens: Indirect represen-
tation via unions on Board; no par-
ticipation in technical committees.

* Patients/citizens: Limited involve-
ment; some consumer group reps as
advisors [4].

Source: Prepared by the authors

Analytical interpretation: Table 1 illustrates how differing institutional architectures
reflect a broader shift from integrated, state-supervised models to mature, dual-agency
frameworks, highlighting the political economy challenge of maintaining regulatory
independence from the single payer.

Three key points emerge from this comparison:

1) Institutional division of labor differs significantly. Morocco is transitioning
from an integrated model within ANAM (housing both clinical and economic
evaluation) to a new structure led by the HAS. South Korea, by contrast, has
developed a mature dual-agency model, separating market access evaluation
(HIRA) from reassessment and clinical research (NECA).

2) Independence from the payer is a shared challenge. In Morocco, the creation of
the HAS is precisely aimed at reinforcing the autonomy of the evaluation func-
tion from direct state oversight. In South Korea, although formally independent,
agencies—especially HIRA—are structurally and financially dependent on the
single payer (NHI), making them “vulnerable to its influence, particularly with
regard to financial status” [4].

3) Stakeholder participation reflects different philosophies. In Morocco, social
partners are formally included at the highest level of strategic decision-making.
In contrast, the Korean system is described as more technocratic, favoring con-
sultation with scientific societies to ensure technical acceptability, but with
more limited involvement of civil society [4].
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Evaluation Processes and Methodologies:

The distinct institutional architectures translate into evaluation processes that oper-
ate according to different logics. The comparative analysis of these approaches, sum-
marized in Table 2, reveals significant divergences in evaluation criteria, transparen-
cy, and the formalization of decision-making.

Table 2: Comparative Analysis of HTA Processes and Methodologies

Characteristic ‘

Entry Point /
Referral

Morocco (Emerging System)

Mainly by the manufacturer (appli-
cation for reimbursement listing)
[19].

South Korea (Mature System)

Primarily by the manufacturer for
new technologies. Self-referral by
agencies (NECA) for the reassess-
ment of existing ones [5].

Evaluation
Criteria

Mainly clinical, through the Trans-
parency Commission (SMR,
ASMR). Economic evaluation by
CEEFPS is planned, but systematic
application is still under develop-
ment [19, 22].

Dual and systematic: assessment of
clinical safety and effectiveness, and
cost-effectiveness analysis (cost-
utility, budget impact) by HIRA [4,
20].

Cost-
Effectiveness
Threshold

Not explicit nor public. Pricing and
reimbursement decisions are made
on a case-by-case basis and through
negotiation, as outlined in submis-
sion guidelines [23].

Explicit but flexible threshold. Gen-
erally around 1x GDP per capita per
QALY; serves as a reference point
but not a rigid cutoff [20].

Methodological
Transparency

Submission guidelines available to
manufacturers [23, 24]. Internal
rules of commissions established.
However, there is no detailed and
public methodological guide for
economic evaluation.

High level of transparency. Public
and detailed methodological guide-
lines, including for -cutting-edge
areas such as digital health technol-
ogies [20]. Processes, criteria, and
committee compositions are pub-
lished.

Types of Data
Required

Clinical data (comparative trials),
local epidemiological data, price
proposals. Economic and budget
impact data increasingly requested
[23, 24].

Highly formalized dossiers requir-
ing robust clinical trials, full cost-
effectiveness analysis as per HIRA
guidance, and budget impact analy-
sis for NHI [20].

Decision Time-
lines

Target timelines defined in internal
regulations [22], though actual
timelines may be longer and varia-
ble.

Legally mandated timelines. Clearly
defined process with deadlines for
each stage, ensuring predictability
(e.g., <90 days for selection, max 1
year for final decision) [4].

Source: Prepared by the authors
Analytical interpretation: Table 2 illustrates how methodological formalization in-
creases predictability and objectifies decision-making, but may concurrently reduce
flexibility in managing rapid access to innovation.
The analysis of the above table highlights a fundamental divergence in process phi-
losophy. The South Korean system is characterized by formalism, explicit criteria,
and transparency. The systematic use of cost-effectiveness analysis, framed by a pub-
lic threshold, aims to objectify decision-making and render it predictable and defensi-
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ble. The publication of detailed methodological guides reinforces this culture of
transparency [4, 20].

The Moroccan system, by contrast, is still in a phase of construction. While in-
spired by established models for clinical evaluation, the economic approach remains
more deliberative and less formalized. The absence of a public methodological guide
for economic evaluation and of an explicit cost-effectiveness threshold leaves more
room for case-by-case assessments and negotiation [19, 22]. While this approach
allows flexibility, it poses challenges in terms of predictability, equity, and transpa-
rency.

3.4  Strategic Diagnosis (SWOT) of HTA Systems:

To synthesize the internal and external dynamics of each system and lay the
groundwork for discussion, a comparative SWOT analysis (Strengths, Weaknesses,
Opportunities, Threats) was conducted for Morocco and South Korea. This analysis
highlights two models at very different stages of development, whose contrast pro-
vides valuable lessons for Moroccan strategic planning.

The SWOT analysis of the Moroccan system (Figure 1) reveals a striking contrast
between strong political momentum and an operational environment still in its forma-
tive stages. The main strength lies in the unprecedented political will driving the
reform, placing regulation and sustainability at the core of the national agenda. This
momentum has enabled the establishment of a renewed institutional framework
(HAS, AMMPS).

However, these strengths are counterbalanced by structural weaknesses, primarily
the lack of local expertise in health economic evaluation, the absence of formal me-
thodological guidance, and the persistent fragmentation of health data. Nonetheless,
significant opportunities are emerging, such as the generalization of AMO and the
legal framework for digitalization (Shared Medical Record - DMP). The system re-
mains exposed to serious threats: pressure from industry for rapid market access and
potential delays in implementing new structures.
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© o

STRENGTHS WEAKNESSES
« Strong political will: HTA is inscribed at the heart of structural reforms « Deficit of local expertise: Low availability of specialized skills in health
(Framework Laws 09-21 and 06-22). economic evaluation and modeling.
in ing: Creation of the High Authority for « Lack of methodological formalization: Absence of a public guide and an
Health (HAS) and the AMMPS, explicit cost-effectiveness threshold.
« Inspiration from international best practices: The model draws from « C i Decisiol king process still not very open to
recognized experiences (France, OECD). citizen participation.

Fragmentation of health data: Low interoperability of information systems

Existence of technical commissions: (CT, CEEFPS) with multidisciplinary

experts. and scarcity of local cost data.
OPPORTUNITIES THREATS
« Generalization of AMO: Acts as a powerful catalyst, creating an irrepressible « Industry pressure: Increasing demands for rapid market access, potentially
demand for expenditure regulation. bypassing evaluation processes.
« Legal framework for digitalization: Law 06-22 (Art. 28-29) institutionalizes . il i Yy Risk that
the integrated national information system and the Shared Medical Record implementing decrees for new laws delay in clarifying attributions.

(DMP), offering immense potential for data collection. i .
« Slowness of implementation: Risk that the effective establishment of new

« Support from technical partners: Support from WHO and the World Bank agencies and the DMP is slower than the rise in expenditures.
for strengthening HTA capacities.

« Ad between and iti Risk that allocated budgetary
5 Synergy with hosp|tal reform: HTA can gulde investment choices and the resources do not keep pace with the reform’s ambitions.

Figure 1: SWOT Analys1s of the Moroccan HTA System
Source: Prepared by the authors

In contrast, the SWOT analysis of the South Korean system (Figure 2) depicts a
model that is institutionally robust and methodologically formalized, yet confronted
with the challenges of regulating a highly innovative market and the pressures of an
aging population.

The main strength of this system lies in its maturity. The clear division of roles be-
tween HIRA and NECA, coupled with transparent processes and access to massive
Real-World Data (RWD), constitutes a proven regulatory model. The most notable
opportunity is its ability to innovate through Health Technology Reassessment (HTR),
enabling disinvestment from low-value care.

Its weaknesses are the flip side of its maturity: a certain administrative rigidity, a
process perceived as technocratic, and the limited independence of HIRA due to its
organic link to the single payer (NHI). The threats are structural: constant demograph-
ic pressure and industry lobbying to relax cost-effectiveness criteria.
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o o

STRENGTHS WEAKNESSES
«+ Mature and dual institutional system: Clear roles between HIRA + Potential process rigidity: Delays and strict data requirements can
) and NECA ). sometimes slow down access to certain innovations.
and transp ies: Public guides, flexible cost- . Administrative complexity: Risk of duplication of evaluations between the

effectiveness threshold, predictable process. two agencies for certain files.

+ Integration of HTA into decisions: Economic evaluation is a systematic and « Limited patient involvement: Process perceived as technocratic, with low
mandatory step for reimbursement. direct citizen participation.

« Access to robust health data: The NHI system allows for the generation of « Structural dependence on the payer: HIRA's independence is limited by its
massive Real-World Data (RWD). organic and financial link with the National Health Insurance (NHI).

OPPORTUNITIES

. Exploitation of Big Data and Al: Allows for the development of faster + Demographic and epidemiological pressure: Accelerated aging of the
evaluations and dynamic reassessments. population exerts continuous pressure on NHI sustainability.

+ Regional and international leadership: Exporting HTA expertise via + Industry pressure: Constant lobbying to relax cost-effectiveness criteria,
networks like the NECA Asia Network. notably for orphan drugs.

+ Active Health Technology Reassessment (HTR): Allows for disinvestment « Risk of over-regulation: Excessive formalism could potentially discourage
from low-value care and efficiency gains. the introduction of breakthrough innovations.

+ Development of adapted methods: Adaptation of HTA to digital + Mismatch between economic rationality and political will: Risk that
technologies and personalized medicine. political pressures lead to reimbursing technologies deemed non-cost-

effective.

Figure 2: SWOT Analysis of the South Korean HTA System
Source: Prepared by the authors

The comparison of the two diagnostic frameworks reveals a fundamental differ-
ence in paradigms. Morocco is in a phase of institutional construction and political
legitimization of HTA, where the challenge is to build tools and develop competen-
cies. South Korea, by contrast, is in a phase of continuous optimization, managing the
complexity of a mature system in the face of rapid innovation.

This divergence in trajectories—between a system that is “building while walking”
and another that is “optimizing while running”—will be central to the discussion on
strategic lessons to be drawn.

4 Discussion: Lessons for Morocco

The comparison of health technology assessment (HTA) systems in Morocco and
South Korea, while rooted in very different contexts, yields valuable insights. This
discussion aims to synthesize their divergences and convergences to extract strategic
lessons and formulate analytical implications tailored to the Moroccan context.

4.1  Synthesis of Divergences and Convergences:

Viewed through the lens of comparative public policy, the divergences between the
two systems can be understood through distinct developmental trajectories. The Ko-
rean experience illustrates a path-dependent HTA trajectory, where institutional res-
ponses were heavily shaped by an early financial crisis and an urgent need for cost
containment. Conversely, Morocco follows a reform-driven learning path, where
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HTA emergence is anticipatory and linked to a broader societal project of universaliz-

ing social protection. This highlights the dynamics of institutional learning and the

complexities of policy transfer when adapting mature regulatory tools to emerging
healthcare contexts.

Beyond these theoretical trajectories, the analysis highlights a fundamental conver-
gence in objectives: both Morocco and South Korea strive to reconcile access to inno-
vation with the financial sustainability of their health systems, amid increasing pres-
sure from chronic diseases and high-cost technologies. However, the operational
paths taken to achieve this goal reveal significant divergences:

— Institutionally, Morocco is in a phase of proactive construction, with the creation
of the High Authority for Health (HAS) and the Moroccan Agency for Medicines
and Health Products (AMMPS) as forward-looking pillars of social reform. In
contrast, South Korea has developed a mature, dualistic model (HIRA/NECA) in
response to a financial crisis, gradually optimizing a structure established over
two decades ago.

— Methodologically, Morocco’s current system relies on deliberative flexibility,
inspired by proven models but lacking a formal economic framework (guidelines,
thresholds), favoring negotiation over predictability. The South Korean system is
characterized by strict formalism, where transparency of guidelines and explicit
cost-effectiveness criteria structure and objectify decision-making.

— In terms of governance, both countries face challenges related to independence.
Morocco seeks to enshrine this statutorily through HAS, whereas Korea manages
the structural tension between HIRA and its single payer (NHI). Regarding
stakeholder participation, Morocco formally integrates social partners at the stra-
tegic level, while the more technocratic Korean model privileges academic exper-
tise, with limited citizen engagement in both cases.

This contrast between a “developing” and a “mature” approach serves as the founda-

tion for extracting the most relevant lessons.

4.2  Strategic Lessons from the South Korean Model:

The South Korean experience offers four key lessons for any country aiming to insti-
tutionalize HTA:

— Formalizing processes strengthens legitimacy:

The publication of detailed methodological guidelines and the use of a cost-
effectiveness threshold—even a flexible one—are more than just technical tools. They
establish a transparent and predictable framework that objectifies decisions, makes
them scientifically defensible, and limits arbitrariness.

— Institutional specialization enhances efficiency:

The functional division between HIRA (market access evaluation) and NECA (re-
search and reassessment) avoids mission conflicts and enables the development of
specialized expertise, particularly in the complex domain of Health Technology Reas-
sessment (HTR).

— HTR is a critical efficiency lever:
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A mature HTA policy does not merely filter new technologies; it actively manages the
existing care portfolio by identifying and disinvesting from obsolete or low-value
technologies, thereby freeing up resources to finance true innovations.

— Real-world data (RWD) are the fuel for evaluation:

The strength of the Korean system lies in its ability to leverage massive data from its
national health insurance. These data are essential for budget impact assessments,
practice analysis, and real-world outcome measurements—beyond clinical trials.

4.3 From Lessons to Adaptation: Recommendations for Morocco

Drawing lessons from the Korean model does not imply advocating for a direct
“copy-paste” policy transfer, but rather adapting these insights to the Moroccan con-
text to accelerate its own institutional learning curve:

— A key implication of the Korean experience is the necessity for a progressive and
contextual approach to formalization. Morocco cannot immediately replicate Ko-
rea’s rigid framework. It should instead embark on a stepwise formalization
process. A crucial first step is to accelerate the production and publication of na-
tional methodological guidelines for economic evaluation. Subsequently, the es-
tablishment of a flexible, indicative cost-effectiveness threshold, rather than a
strict cutoff, would serve as a decision-support tool to structure debates and ob-
jectify negotiations.

— Strategic insights suggest that operationalizing the new institutional architecture
requires targeted capacity building. While the creation of HAS and AMMPS is a
major advance, the current challenge lies in clarifying their complementarities
and building local evaluation capacity. This requires significant investment in
specialized training programs and academic partnerships to bridge the expertise
gap and ensure the sustainability of the new structures.

— From a health governance perspective, embedding HTA at the heart of other
health reforms is essential. HTA policy must not operate in a silo. It should be a
strategic lever for other major initiatives. On one hand, investment decisions
within Territorial Health Groups (GSTs) should be informed by health economic
analyses to optimize regional resource allocation. On the other hand, the deploy-
ment of the Shared Medical Record (DMP) should be designed from the outset to
generate real-world data that will feed future evaluations by HAS.

— Analytical findings highlight that strengthening participatory governance and
transparency is crucial for social acceptability. To ensure social acceptability of
decisions—which can sometimes be difficult—it is crucial to go beyond current
representation mechanisms. This includes enhancing the transparency of HAS
processes by publishing its decisions and decision-making criteria, and institutio-
nalizing the participation of patient associations and insured representatives di-
rectly within technical committees, not just at the strategic level of the Board of
Directors.
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5 CONCLUSION :

At the end of this comparative analysis, it becomes clear that the institutionaliza-
tion of a rigorous health technology assessment (HTA) policy is a critical condition
for the success of Morocco’s social protection reform. Although South Korea's health
system followed a different developmental path, it offers strategic lessons of funda-
mental importance. The viability of the Moroccan model will depend on its ability to
transform political ambition into an effective regulatory architecture. The conver-
gence of objectives between the two countries—namely, ensuring access to innova-
tion while maintaining financial sustainability in the face of similar epidemiological
and technological challenges—validates the relevance of this comparison and unders-
cores the necessity for Morocco to draw inspiration from good governance principles,
without transplanting a model that may not suit its specific context.

The success of this transition in Morocco rests on four interdependent strategic pil-
lars:

First, the transformation of the National Health Insurance Agency (ANAM) into a
High Authority for Health (HAS) must translate into functional independence and
technical capacity commensurate with its expanded mandate.

Second, it is essential to formalize assessment processes by developing and pub-
lishing national methodological guidelines, and by defining explicit cost-effectiveness
criteria, to ensure that reimbursement decisions are more transparent, predictable, and
equitable.

Third, the effective deployment of the national health information system and the
Shared Medical Record (DMP), as provided by the legal framework, is a prerequisite
for equipping HAS with the real-world data necessary to fulfill its mission.

Finally, the adoption of a dynamic vision of efficiency, integrating the periodic
reassessment of existing technologies, will make it possible to release resources by
disinvesting from low-value care in order to fund high-value innovations.

This study, being qualitative and document-based, naturally carries certain inherent
limitations related to its approach. The analysis is grounded in official sources and
academic literature which, although robust, cannot fully capture the informal dynam-
ics, stakeholder interactions, and negotiation processes that influence the implementa-
tion of public policies. Moreover, due to the recent nature of Moroccan reforms, this
analysis represents an assessment of an evolving institutional framework, whose op-
erational impact and tangible effects on the health system can only be fully measured
in the medium to long term.

As a result, this work opens up promising avenues for further research. Future em-
pirical studies will be necessary to quantitatively evaluate the impact of HAS deci-
sions on drug pricing, prescribing practices, and patient access to new technologies.
Social science research could also explore the organizational challenges related to the
ongoing institutional transformation, as well as the perception and uptake of these
new regulatory tools by healthcare professionals and the pharmaceutical industry.
Lastly, more targeted comparative analyses, focusing on specific mechanisms such as
patient involvement or disinvestment strategies, could yield even more nuanced rec-
ommendations to sustainably support the consolidation of Morocco’s health system.
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Ultimately, this chapter contributes to the comparative HTA literature by highlighting
how institutional maturity and political economy conditions shape the regulatory role
of HTA beyond its technical dimension.
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