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REFORMING HEALTH CARE

Basing Health Care on
Empirical Evidence

by Jill Bernstein, Deborah Chollet, and Stephanie Peterson

Ederal health reform emphasizes the development
of evidence-based practice to improve the quality and
effectiveness of health care and reduce unnecessary
spending. Evidence-based practice uses findings from
comparative effectiveness research, which compares the
results of alternative treatments to identify what works
best. Moving evidence into practice, however, requires
developing new information, reporting systems, and
approaches to provider and consumer education. This
brief reviews initiatives under way to put evidence into
practice. While many of these initiatives demonstrate
great potential for quality improvement, and some dem-
onstrate potential for cost savings, their results can differ
among care settings, localities, and patient populations.

The Evidence Base Is Growing

Interest in evidence-based medicine has grown in both
the public and private sectors with rising concern about
the high cost and uneven quality of care.":? However, the
evidence base to help health care consumers, providers,
and others make informed choices among treatment
alternatives is limited, largely due to the difficulty
and cost of conducting good research comparing the
effectiveness of tests, procedures, and treatments.> *3

In 2009, the Obama Administration sought new federal
resources to address this problem. The American
Recovery and Reinvestment Act of 2009 (ARRA)
allocated $1.1 billion over two years to expand
comparative effectiveness research at the Agency for
Healthcare Research and Quality (AHRQ) and the
National Institutes of Health (NIH). ARRA established
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a federal coordinating council to recommend
research priorities and create a strategic framework
for research activities, and it charged the Institute
of Medicine with developing a list of 100 research
priorities for funding. These organizations released
their recommendations in June 2009. ARRA directs
the secretary of the U.S. Department of Health and
Human Services (HHS) to consider both sets of
recommendations in targeting research funds.®’

These ARRA initiatives complement the efforts of
various federal, state, and private-sector organizations
pursuing comparative effectiveness research and proj-
ects to foster evidence-based practice.® For example:

 Together with other federal agencies, such as
the Veterans Health Administration (VHA) and
NIH, AHRQ has long been involved in developing
and disseminating comparative effectiveness research.
In 2005, AHRQ established its Effective Health Care
program, which focuses on interventions for people
with serious, often chronic, health problems enrolled
in Medicare, Medicaid, and the Children’s Health
Insurance Program.” Research institutions and health
plans across the country participate in AHRQ Centers
for Education and Research."”

* Private-sector organizations, some federal agencies,
and a number of states have adopted programs that
link coverage or payment for diagnostic tests, treat-
ments, or technologies to evidence of effectiveness.
For example, the Drug Effectiveness Review Project
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(DERP) at Oregon Health Sciences University, a
collaborative partnership among states and other
government and nonprofit organizations, conducts
evidence-based reviews to help state Medicaid
programs make decisions about which drugs to cover
and under what circumstances.' VHA and the Depart-
ment of Defense also conduct comparative effective-
ness assessments to support formulary and pricing
decisions.'> Some states have developed independent
programs to assess scientific evidence, in order to
help make the purchasing of proven, cost-effective
care more consistent across state agencies.'

» Some private-sector health plans have developed
“value-based” benefit designs that reward consumers
and providers for choosing more effective service
and treatment options.'* 1516

Better Care at Lower Cost

Research conducted in the United States and other
countries indicates that evidence-based practice can
increase medical effectiveness, improve the quality
of care, and reduce cost. For example:

* A recent study comparing alternative treatments for
stable coronary artery disease found that patients
treated with only a drug regimen had rates of sur-
vival and heart attacks similar to those of patients
who, in addition, had angioplasty and insertion of a
stent.'” Other research has compared the effective-
ness of newer, more expensive drugs with older
ones; examined whether diagnostic tests increase
the likelihood of earlier detection of treatable con-
ditions; and examined whether surgical procedures
reduce short- or longer-term mortality, compared
with alternative treatments.'”

» Research on medical practice patterns and patient
outcomes in Medicare has concluded that more
conservative use of services for some prevalent
conditions may both improve care and reduce
spending.'” Medicare spending—and perhaps all
health spending in the United States—might be
cut by about 30 percent if the more conservative
practice styles used in the lowest spending one-fifth
of the country could be adopted nationwide.'®

Evidence-based practice may not always reduce

cost, however."” While evidence-based practice may
decrease the inappropriate use of services, it may
increase delivery of services that had been underused

and require new resources for care coordination,
monitoring, patient counseling, and provider and
consumer education.

Also, in areas of the country in which medical pro-
viders already deliver care efficiently, new efforts to
encourage evidence-based practice may have little
impact on quality and cost. For example, the poten-
tial for Medicare savings from more conservative
evidence-based medicine in the Northwest may be
less than in many areas of the South or Northeast,
where per capita use of Medicare services is higher.

Resource Needs

Developing evidence-based practice requires signifi-
cant effort, even when the comparative effectiveness
of medical care—when, where, and how best to use
it—is known.* For example, new education and
information programs may be needed to help provid-
ers and consumers understand the reasoning behind
decisions that affect their treatment options.?' Provid-
ers also need training and technical assistance to
help them change their practice patterns.* In general,
implementation efforts that are sustained, coordi-
nated, and accountable are more likely to succeed
because they send consistent signals to practitioners.
Such efforts require sufficient and stable resources.

Considerations for Policymakers

Health care experts widely view the development of
evidence-based practice as essential to improving health
care quality and efficiency. The Patient Protection and
Affordable Care Act (P.L. 111-148) or ACA, enacted
in March 2010, embraces this approach. ACA estab-
lishes a private, nonprofit Patient-Centered Outcomes
Research Institute to identify national priorities for
health outcomes research. ACA charges this institute
with fostering research comparing the effectiveness of
health treatments and strategies—helping to coordinate
and reinforce independent and collaborative efforts
(such as DERP) among state, regional, and national
organizations involved in comparative effectiveness
research and the implementation and evaluation of
evidence-based practice.

As major buyers of health care, states can play a
prominent role in promoting evidence-based practice
and minimizing burden on providers. In particular,



as Medicare focuses increasingly on incentives for
evidence-based practice when comparative effective-
ness research strongly supports it, state policymakers
can build consistent incentives in Medicaid and other
state-administered programs and health plans, and
also engage private insurers in these efforts. By coor-
dinating these efforts across payers, the states can
play a pivotal role in building consistent incentives
to improve the quality and efficiency of care—a goal
of all stakeholders in health care reform.
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