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Introduction

* For about the last 25 years, the notion that health policy should be
evidence-based, or at least evidence-“informed”, has gained
momentum, most visibly through academic-policy partnerships such
as the European Observatory on Health Systems and Policies.

* On the system level, Health System Performance Assessment (HSPA)
iS seen as an instrument to inform policy.

* However, which evidence is exactly needed (especially to assess the
attributable health outcomes of the system) and in which ways policy-
makers are most effectively informed is less often discussed.
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Wat is « evidence »

* Evidence-based medicine (EBM) = “conscientious, explicit, and
judicious use of current best evidence in making decisions about the
care of individual patients” = implies hierarchy of evidence

* But (at least) two notions of evidence: (1) as sign—e.g., the DNA
sample that proves that the killer was related to the victim—and
(2) as justification—e.g., the evidence presented in a court, which
justifies the jury’s decision to declare the defendant guilty.

* Evidence-informed health policymaking is an approach to policy
decisions that aims to ensure that decision making is well-informed
by the best available research evidence. It is characterised by the
systematic and transparent access to, and appraisal of, evidence as an
input into the policymaking process.



What is “evidence” for evidence-based health policy? wi N0
s it really the same as for evidence-based medicine?
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Murad et al. Evidence Based Medicine 2016



How is it supposed to influence policy-making?
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How is it supposed to influence results?
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What is “evidence” for evidence-based health policy? b ]
The importance of a feed-back loop (& non-RCT evidence)
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What is “evidence” for evidence-based health policy? e ==l
The importance of a feed-back loop (& non-RCT evidence)
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“Performance” needs (a) an understanding about i =0l
system goals and (b) which elements (e.g. “building blocks”)
contribute to achieving them

SYSTEM BUILDING BLOCKS OVERALL GOALS / OUTCOMES
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For performance assessment, we need a clear view on
how these intermediary and final goals are interrelated
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A prerequisite:

How can we calculate the health system contribution to health?

Environment
Lifestyle Mortality/
S N life expecancy
~
~ \N
S o N\
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Treatable (amenable) mortality: in
the light of medical knowledge and
technology at the time of death, all or
most deaths from that could be avoided
through good quality healthcare.
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Treatable causes of mortality

Morway
France
lceland
Netherlands
Spain

Italy
Sweden
Luxembourg
Belgium
Finland
Denmark
Austria

Ireland 250

Treatable mortality per 100 000 population

More spending, better performance?

The cross-sectional view

t'.a:‘:
oY)

MiG

Technische .
Universitat

Berlin

Slovenia
Cyprus

Portugal 200

rROQ

LV

@

Germany
Greece

Malta
150

[ =)
BC @

EU27
Czechia
Poland

HR ®PLOQ i

m

K

Croatia 100

Estonia
Slovakia

%MT ng

ES @OIT%

$er

IS

Hungary 50
Lithuania
Bulgaria

Latvia

Romania 500

0 50 250

Age-standardised mortality rates per 100 000 population

m Breast cancer

m Ischaemic heart disease
Colorectal cancer

m Cerebrovascular disease

m Pneumonia

m Others

1000

1500

2000

250

0

3000

3500

4000

Health expenditure (long-term care excluded), EUR PPP per capita

13



95

s
i ol
. Technische
M l G Universitat
Berlin

Germany

More spending, -
better performance?

The longitudinal
view (2011-2020)
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A few examples of best practice
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Categories Description

1) Strong direct evidence

Consistent findings in two or more
empirical studies of appropriate design
and high scientific quality (i.e., RCTs
with low potential for bias)

(2) Moderate evidence
positive consistent
(i.e., only positive, neutral
andfor indecisive findings
based on the conclusion of
the authors)

Consistent findings in two or more
empirical studies of less appropriate
design and/or of acceptable scientific
guality (i.e., RCTs with high potential for
bias)

Only one study of appropriate design
and acceptable quality available, or
inconsistent findings in several studies

(3) Limited evidence

No relevant study of acceptable

(4) No evidence scientific quality available

Fig. 3 Categorization of evidence. Source: Authors’ own, adapted from @vretveit [25] and Greenhalgh et al. [26]
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Unfortunately,
we see too few

analyses of the
relationship between
research evidence and
policy uptake/ utilization
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Fig. 2 Six-field table for the classification of diffusion patterns based on utilization and evidence. Source: Authors” own, adapted from Denis

Dreger et al. Implementation Science 2021
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Fig. 7 Status changes between start and end point of the observation period for considered technologies

... In this case,
comparing
classification
before/after
evidence
became
available

Dreger et al. Implementation Science 2021



European Observatory on Health Systems and Policies
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We need more systematic reviews of
policies, clearly stating population (indication),
intervention, controls and outcomes

Edited by Claudia B. Maier, Marieke Kroezen,
m— Reinhard Busse and Matthias Wismar

Table 6.1 Skill-mix mterventions involving pharmacists for single chronic conditions

Skill-mix interventions Chutcomics
Content of Chronic Professionis) in Healih system-relatedf  Profession-
interventions and condition comparator group  Patient-related outcomes resource use outcomes  specific outcomes
skill-mix changes Sourcels)  |Sources| |Sources) [Sources| [Sources| |Sources)
Pharmacis:- [1-9] [Mabetes *  Usual care, * Reduced HbAlc levels® [2-4,6,7]  * Some evidence * [ncreased
mvolved care to [1-5]: professions not *  Reduced SBP and DBEP* [6-9] of reduced costs adherence
improve patients’ Yanous defined [1, 3, 5, #= Reduced LDL-C# [4] for collaborative to American
sclf-management chronic &, 9] + |mproved medication adherence® care models and Dhabetes
including: health conditions * Pharmacists, [3, 8, 9] when pharmacists Asspciation
education, (COPD, primary care * Increased attammment of goals for provide pro-active standards of
consultation, depression, physicians or Hbalc [6] consultation for care for most
collaborative diabetes, nurses [2] *  [mproved quality of life® [3, 3] high-nisk panents care types [1]
drug therapy CVDn |6, 7l # Llsual carc +  Some evidence of improvements and newichanged
management, CVLyY generally from in qualicy of life for patients with prescriptions [1] *  [mprovements
Imitiation or dtraton hypertension physician asthma, heart failure and high nsk  #  Intervention in guideline
of drug therapy, [, 9] [£], but also of medications related problems dominant {cost- adherence for
collaborative nurses and {three of cight studics) [7] cffective) [5] prescribing
practice madel, pharmacists [4] + Improved modifiable lifestyle + |mprovements for physicians
CAMBRIDGE direct care under * Primary risk facrors and improvements in in ehiminating [compared
clinical puidelines, health care HbAlc levels [1] therapeutic with no
multidisciphnary professionals or  *  No difference n all-cause mortality [6] duplication [7] intervention)

diabetes
management, home
VISILATIONS, patient
self-management
ErAINLOE Programimes

no comparable
service [7)

Mo significant improvements n
COPD and depression outcomes [7)
Decrease in number of medications
prescribed, an improvement in
testing and statin prescnbing for
patients with hyperhpidacmia [7)

Sitmilar rates of office

VIsits, CICrEency
department visits
and hospitalzations

compared with usual

care [&]

[71
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And if there is really no evidence yet?

Gesamt: 58 Projekte

* As much as | like KCE‘s work, | propose a look
to Germany‘s Innovation Fund, which spends
€ 200 million a year, most of it to test new %
modes of provision in trials to test what
should be rolled out system-wide.

55%

* A smaller part are studies to identify
promising innovations (to be tested). %

* While most projects do not identify trues
innovations, a few do (e.g. telemedicine in
intensive care).

Keine Empfehlung Kenntnisnahme Priifung/Uberfithrung



The European Observatory and
its knowledge-brokering role
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The mission of the R~ [
European Observatory on Health Systems and Policies

Comparative Developing
practical lessons

and options

analysis

Core Mission: to support and promote
evidence-based health policy-making ErppEan (

: “fo(med Observatory

on Health Systems and Policies
yea a partnership hosted by WHO
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Observatory key principles to knowledge brokering

The European Observatory on Health Systems and Policies is a
high-quality knowledge broker based on following principles:

Translate Trust

High-quality evidence and a
neutral stance recognising the
real context and pressures of

health systems

Reorganise the evidence in a way
that appeals to policy makers and
in a language they understand

Tailored Timely

to the specific needs of response to policy maker’s
olicy makers needs and requests =lropean
— : Observatory I

on Health Systems and Policies

a partnership hosied by WHO
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Observatory range of face to face dissemination formats

Seniority of
participants

A

X Conferences,
Summer School

Policy
dialogues

% Evidence briefings

% Workshops

Seminars

Decision

> making
proximity

European
Observatory I

on Health Systems and Policies
25 years a partnership hosted by WHO




< e Rapid response / adapted to policy cycle

B [ L [l |

Key strategic questions / demand driven

e Target small group of senior policy makers

e Supported by evidence on alternative options

e  Emphasis on implementation

Informal character, Chatham House rules, neutral platform




Future topics, not only at KCE (1)

Almost unnoticed: human resources +50% in 20 years

Topic 1: Human Resou rces for Health Figure 8.2. Employment growth by sector, OECD average, 2000-19 (or nearest year)
. TO DAY 50% |
(How) can we retain and recruit enough .|
workforce? What is the right skill-mix? jj:J I
Can we substitute certain tasks to be e |
done by other professions? Outcomes | I
on patients, professionals, system ...
* TOMORROW

How can we replace human resources through technologies, while
retaining/improving access, quality, health outcomes and responsiveness?



Future topics, not only at KCE (2)

Topic 2: Low-value care/ waste

* TODAY
(How) can we define and measure
low-value care/ waste? (How) have
countries tackled this problem?

* TOMORROW

Table 1. Terms and Definitions of Low-Value Care

“All patients” | All patients belonging to “Certain patients”
potentially one or more well- (individual medical

receiving the defined subgroups (by | criteria or preferences are
technolog age, indication ... relevant

Harm > benefit SAFETY

Benefit not proven

Benefit not better EFFECTIVE- FOCUS OF “LOW-VALUE APPROPRIATENESS
than alternative (e.g., NESS CARE" (“INDICATION QUALITY")
outdated)

Benefit better but ' “COST-

cost-outcome EFFECTIVENESS"/

relation worse “COST-BENEFIT"

Equal benefit but

provision inefficient )
(e.g., inpatient EFFICIENCY
instead of day-care)

* Assuming equal patient benefit/ “value”; if this is not necessarily the case, it would be more accurate to speak of
“productivity.”

Which services/ providers should be reduced/ abolished to improve
access, quality, health outcomes, responsiveness and efficiency of the
health system? Which are successful ways to do so?
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“Evidence-informed” health policy requires an agreed
understanding of “evidence”,

should be built on a framework designed around policy-makers’
needs, i.e. evidence on accessibility, quality, population-wide
outcomes, responsiveness and efficiency/ value-for-money,

widen the range of data sources and methodologies, and

use a range of formats to reach policy-makers — and improve
policies, and thus health system performance.

Topics will change from “how to secure more and better” to
“how can we achieve more with less”, i.e. less workforce, fewer

services, less money ... 3°£§Qrvatory(

on Health Systems and Policies
25 years ‘a partnership hosted by WHO
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