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Center for Evidence-based Policy

Based at Oregon Health & Science University, the Center 

works with federal, state and local policymakers in more 

than 20 states to use high-quality evidence to guide 

decisions, maximize resources and improve health 

outcomes. 

www.centerforevidencebasedpolicy.org

COI: Neither the Center nor its personnel receive funding from industry 

or advocacy organizations.

http://www.centerforevidencebasedpolicy.org/


What We Do
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We do not lobby. We are non-partisan.  
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Today’s Objectives

Explore three questions:

1. What is evidence-informed health policymaking?

2. Why should I care about it?

3. How can I, as a policymaker and through fiscal 

decisions, promote evidence-informed health 

policymaking on important issues before me?
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What influences policy or 

budget decisions in your 

state?



Evidence is necessary, 

but not sufficient

Good Policy 
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What is EiHP?

• An approach to health policy decisions that is informed 

by the best and most complete available research 

evidence

• A structured way to use research to better understand 

what works, recognizing that:

– Not all studies are created equal

– Some studies may not be relevant to policymaking

– Transparency in identifying and applying studies is 

important
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What is evidence?
• For our purposes, evidence comes from research that:

– Is intended to test the validity of a claim

– Uses reproducible methods 

– Collects and interprets data using tests to distinguish 

between chance and true effects

– Can be scrutinized by peers and the public

– Can be subject to falsification, retraction, and change 

with time
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Why use evidence to inform 

health policy in your state?



13

Where might EiHP occur now?

• Executive Branch 

– Medicaid medical and pharmacy coverage/authorization 

decisions, broader health policy, workers compensation, 

budget development and management, regulatory actions

• Legislative Branch 

– Budget development, developing and evaluating 

legislation, responding to constituent requests and 

lobbyists, program oversight and evaluation
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EiHP: Examples

• Hepatitis C

• Therapies for low back pain

• Proton beam therapy

• Robotic assisted surgery

• Bariatric surgery



EiHP: Texas



EiHP: Oregon 



Evidence-informed 

Health Policy: 

The Basics 
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The challenge of using evidence

• Not everyone is asking the same question

• There are an estimated 24 million studies in PubMed, 

each a potential piece of evidence

• Studies often reach conflicting results

• It’s easy to pick and choose the evidence that best 

supports a given position

• How do you know what evidence is most accurate and 

reliable?
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The Evidence Hierarchy
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How is evidence synthesized?

• A systematic search of the literature is done

• Studies are selected for inclusion based on pre-specified 
criteria

• The studies are individually assessed for their quality and risk-
of-bias

• Included studies are summarized and, when appropriate, 
statistical methods are applied to better estimate the true 
results (and risks)

• A judgment is made about the overall quality of the literature 
and its limitations
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Why are systematic reviews so important?

• Single studies rarely settle an issue

• Reproducibility confirms the effect

• Refines our estimate of the size of the intervention effect

• Expose unintended harms that might not have been 

detected in individual studies
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Conflicts of interest (COI)

• Cochrane review of the effects of industry-sponsorship 

on published results

– 27% more likely to report efficacy

– 34% more likely to reach positive conclusions about 

the drug or device

• “…industry sponsored drug and device studies are more 

often favorable to the sponsor’s products than non-

industry sponsored drug and device studies…”

Lundh, et al. (2017). Cochrane Database of Systematic Reviews. Issue 2:MR000033.



Key Questions to Assess the Evidence

1 Who produced the evidence? Are they a reliable or conflicted source?

2
What is the quality of the evidence? (Good systematic reviews of good 

randomized trials are best.) Based on the quality of evidence how sure 

are you that the program/policy will result in the benefit you need?

3 What exactly was the intervention and could anything besides it have 

produced or influenced the results?

4 Is all the evidence on the table or are there other studies? Do those 

reach the same conclusion?

5 Are there other stakeholders for this issue who would interpret these 

data/studies differently?



Permanent Supportive 

Housing (PSH)



Background

• Health care is a minor contributor to individual and 

population health

Schroeder, S.A. (2007).  We Can Do Better – Improving the Health of the American People. New 

England Journal of Medicine, 357(12), 1221-1228.
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Discuss homelessness 

in your state.
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What is Permanent Supportive Housing?

• “Supportive housing is an evidence-based housing 

intervention that combines non-time-limited affordable 

housing assistance with wrap-around supportive services 

for people experiencing homelessness, as well as other 

people with disabilities”. 

Source: US Interagency Council on Homelessness 

https://www.usich.gov/solutions/housing/supportive-housing

• Not short term shelters

https://www.usich.gov/solutions/housing/supportive-housing
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Evidence on Supportive Housing

• Good quality review of 8 SRs, 7 RCTs, 5 quasi-

experimental studies (limited to adults)

• Moderate quality evidence

• Consistent improvements in housing outcomes

• Subset of Housing First programs also showed 

reductions in ED use and hospitalization

• Mixed evidence on behavioral health and substance use 

outcomes

• Some evidence of racial differences in outcomes

Rog, D.J., Marshall, T., Dougherty, R.H., George, P., Daniels, A.S., Shoma Ghose, S., & Delphin-Rittmon, M.E. (2014). 
Permanent Supportive Housing: Assessing the Evidence. Psychiatric Services, 65(3), 287-294.



Program Evaluations on Supportive Housing
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What questions do you have 

after hearing the evidence on 

Supportive Housing?
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Supportive Housing: Policy Implications

• Whom should we serve?

– For example, which populations are most likely to 

benefit from supportive housing?

• Who do you need to bring to the table? 

• Which supportive housing model should we use?

– Single or scattered site?

– Housing First?

– Other services, such as primary care and behavioral 

health treatment available onsite? 
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Supportive Housing: Policy Implications

• How aggressively should we implement?

– What is the supply of supportive housing units?

– Should we focus on geographic areas with the 
greatest concentration of our target population?

• How should we measure the impact of the program?

– Medical, behavioral health, criminal justice, housing 
stability, employment, child welfare, cash and food 
assistance use?

– Spending impact: state only, or state and local 
government?
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Supportive Housing: Policy Implications

• How should we finance the program?

• Should we fund an evaluation component? 

– By whom and what design? 



Medication Assisted 

Therapy (MAT)



Opioid Use Disorder



The Risk of Case Reports

Leung, et al. (2017) NEJM. 376;22.
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Prescription Numbers

“For much of the past two decades, doctors were writing so 

many prescriptions for the powerful opioid painkillers that, 

in recent years, there have been enough for every 

American adult to have a bottle.”  

https://www.nytimes.com/2016/05/21/health/opioid-prescriptions-drop-

for-first-time-in-two-decades.html

https://www.nytimes.com/2016/05/21/health/opioid-prescriptions-drop-for-first-time-in-two-decades.html


Opioid Consumption is Costly

Health 
Care
33%

OUD 
Treatment 

4%

Criminal 
Justice

10%

Loss of 
Productivi

ty
26%

Fatal 
Costs
27%

Breakdown of Costs

Annual cost of  
$78.5 billon 
related to opioid 
consumption

Florence CS, Zhou C, Luo F, Xu L. The Economic Burden of Prescription Opioid Overdose, Abuse, and Dependence in the United States, 2013. Med Care. 
2016;54(10):901-906. doi:10.1097/MLR.0000000000000625.
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Medicaid Beneficiaries

• During 2014, 35.5% of ED visits for all unintentional 

drug-related poisonings listed Medicaid as the primary 

source of payment; 16.0% listed Medicare, and 27.4% 

listed private insurance. 

Source. CDC, 2009; Sharp & Melnik, 2015; Whitemire & Adams, 2010; CDC, 2009; CDC, 2017
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Could the opioid epidemic 

have been avoided?

If so, how?
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Treating opioid use disorder: Background

• Medication assisted treatment

– Methadone

– Buprenorphine

– Naltrexone

• Psychosocial interventions

• Financial incentives



MAT Background

• MAT – “the use of medications with counseling and 

behavioral therapies to treat substance use disorders 

and prevent opioid overdose” (SAMHSA)

• Types of MAT Programs

– Opioid treatment programs (OTPs)

– Office-based opioid treatment (OBOT)

• Clinical Delivery Models of MAT

– Hub and spoke model (VT)

– Nurse care manager model (MA)

– Project extension for community healthcare 

outcomes (ECHO) (NM)

– Medicaid health home model (RI)



Evidence 101 on MAT

• Overall, MAT is associated with: 

• Reduction in risk of all cause and overdose mortality

• Better retention in treatment programs

• Lower criminality and use of illicit drugs

• Improved employment

• Less transmission of HIV and hepatitis C

• Higher doses of buprenorphine are associated with better 

retention in treatment

• Clinical practice guidelines support use of MAT and policy 

approaches that incorporate individual recovery goals

Thielke, A, et al (2017). Best practices for state medication assisted treatment programs. 
Portland, OR: Center for Evidence-based Policy, Oregon Health & Science University.
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How would a conversation 

about MAT go in your state?



Wrap Up



Evidence should be the starting 

point

Good Policy 



Dealing with insufficient evidence

What to do when there’s a compelling challenge but there 

is lack of sufficient evidence on effective interventions:

• Look for common elements across interventions studied 

that appear to contribute to effectiveness

• Weigh the opportunities and risks associated with 

implementing what may be a promising practice

• Consider implementation with evidence development –

funding research and evaluation as part of program 

implementation

• Pilot programs or phased implementation 
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Communicating About Evidence

Evidence Quality = Confidence in Concrete Outcomes

“The evidence makes us very confident that 

_________ will give us the outcomes we want for our 

state.”
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Communicating About Evidence

Insufficient evidence = uncertainty

“The evidence isn’t complete enough to give us much 

confidence about the results.”
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In the end…

• Good evidence is a tool for good governing 

• It allows more confidence that a public policy will:

– Achieve its intended goal 

– Be the best use of limited resources

– Not have to be abandoned in 5 years



Key Questions to Assess the Evidence

1 Who produced the evidence? Are they a reliable or conflicted source?

2
What is the quality of the evidence? (Good systematic reviews of good 

randomized trials are best.) Based on the quality of evidence how sure 

are you that the program/policy will result in the benefit you need?

3 What exactly was the intervention and could anything besides it have 

produced or influenced the results?

4 Is all the evidence on the table or are there other studies? Do those 

reach the same conclusion?

5 Are there other stakeholders for this issue who would interpret these 

data/studies differently?




