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In these times of heated rheto-
ric about what various health 

care reforms can and cannot 
accomplish, both hopeful and 
doomsday stories abound. Propo-
nents and opponents of reforms 
often claim that their views are 
grounded in evidence, but it’s not 
always clear what they mean by 
that — particularly given the 
wide range of often incompati-
ble views. Voters, physicians, and 
policymakers are left to wade 
through a jumble of anecdotes, 
aspirations, associations, and well-
designed studies as they try to 
evaluate policy alternatives. Having 
a clear framework for character-
izing what is, and isn’t, evidence-
based health policy (EBHP) is a 
prerequisite for a rational approach 
to making policy choices, and it 
may even help focus the debate on 
the most promising approaches.

EBHP, we believe, has three es-
sential characteristics (see table). 
First, policies need to be well-
specified; a slogan is not suffi-
cient. For example, “expand Med-
icaid” isn’t a policy. “Expand 
existing Medicaid benefits to cov-
er all adults below the poverty 
line” is closer — but, of course, 
moving to a specific, implement
able program requires vastly more 
detail. “Target population health” 
doesn’t qualify as a policy, let 
alone EBHP, because myriad pol-
icies fall under the population 
health banner, including influ-
enza vaccination, smoking cessa-
tion, medication adherence, im-
proving diets, increasing diabetes 
screening, addressing transpor-
tation barriers, and coordinating 
care. Slogans like “population 

health,” “single payer,” or “mal-
practice reform” may be an effec-
tive way to signify a political po-
sition or rally support (after all, 
who’s against population health?), 
but in avoiding specificity, they 
sidestep the hard work of assess-
ing the relative effectiveness and 
implementation details of the 
policies included under their um-
brella.

Second, implementing EBHP 
requires us to distinguish be-
tween policies and goals. This 
distinction is important in part 
because different people may have 
different goals for a particular 
policy. Consider the policy of im-
plementing financial incentives 
for physicians to coordinate care. 
The evidence that such incentives 
would reduce health care spend-
ing (one potential goal) is quite 
weak, whereas the evidence that 
it might improve health outcomes 
(a different goal) is stronger.1 
Claims that care coordination 
“doesn’t work” because it doesn’t 
save money miss the point that 
it may achieve other goals. Con-
versely, different policies may vary 
in their effectiveness at achieving 
a particular goal. If the goal is to 
reduce spending, then promoting 
competition or rate regulation 
may be more effective than care 
coordination.

Similarly, consider the policy 
of raising income limits for Med-
icaid eligibility. The evidence sug-
gests that this policy is likely to 
achieve the goal of expanding ac-
cess to care. On the other hand, 
evidence from a randomized trial 
indicates that it’s not likely to 
achieve the goal of reducing emer-

gency department (ED) use (and 
even the broader evidence is 
mixed).2,3 If one favors expanding 
Medicaid to achieve the norma-
tive goal of redistribution from 
rich to poor and healthy to sick, 
it is tempting to suggest that ex-
pansion would also save money 
by reducing the use of expensive 
ED visits. But such claims are at 
best disingenuous and at worst 
counterproductive: if the evidence 
shows that Medicaid doesn’t 
achieve the stated objective of re-
ducing ED use, that undermines 
the case for expansion even if the 
policy might achieve the unstated 
goal of redistribution. Being clear 
about goals is the only way to 
evaluate a policy’s effectiveness 
and the implied trade-offs be-
tween competing goals. These 
stylized examples are meant to 
illustrate the key components of 
the EBHP approach; evidence on 
each of these policies (and their 
many variants) is clearly much 
more nuanced than we can out-
line here.

Third, EBHP requires evidence 
of the magnitude of the effects 
of the policy, and obtaining such 
evidence is an inherently empiri-
cal endeavor. Introspection and 
theory are terrible ways to evalu-
ate policy. In some instances, we 
have clear conceptual models that 
suggest the direction of the ef-
fect a policy is likely to have, but 
these models never tell us how 
big the effect is likely to be. For 
example, economic theory says 
that, all else being equal, when co-
payments or deductibles are high-
er, patients use less care (we’re 
pretty sure that demand slopes 
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down), but this theory doesn’t 
tell us by how much. And often 
even the direction of the effect 
is unclear without empirical re-
search, with different effects 
potentially going in opposite di-
rections.

What makes for “rigorous 
enough evidence”? Professional 
medical societies have developed 
gauges of the strength of evi-
dence to support clinical guide-
lines, and we should demand 
nothing less for health policy. No 
study is perfect, and important 
policy questions are rarely an-
swered definitively by any one 

study. Nor does pointing to a 
large literature with similar re-
sults prove a point if those stud-
ies share a common weakness 
such as an inability to control for 
confounders. There is a crucial 
distinction between finding an 
association between a policy and 
an outcome (Do people who re-
ceive more preventive care spend 
less on health care? Often yes) 
and a causal connection (Does 
delivering more preventive care re-
duce health care spending? Over-
all, we think probably not).

There is also a key difference 
between “no evidence of effect” 

and “evidence of no effect.” The 
first is consistent with wide con-
fidence intervals that include zero 
as well as some meaningful ef-
fects, whereas the latter refers to 
a precisely estimated zero that 
can rule out effects of meaning-
ful magnitude. These nuances are 
often lost when “evidence” is de-
ployed in policy debates.

The effect of a policy, of 
course, also depends on the de-
sign and implementation details 
and the program particulars (Med-
icaid varies from state to state, 
for example, and the effect of ex-
pansions to different populations 

Policy Slogan Specific Policy Policy Goals Stylized Assessment of Evidence

Expand Medicaid Expand Medicaid to cover 
adults with incomes be­
low 140% of the federal 
poverty level

Reduce spending by substi­
tuting outpatient care for 
ED care

Theory suggests direction of effect is ambiguous (reducing 
cost to patient of ED care promotes more use, but lower 
cost of physician may drive substitution of less-expen­
sive outpatient care for the ED). Randomized, con­
trolled evaluation finds substantial and persistent in­
crease in ED use; other methods find mixed effects.

Increase financial security Theory suggests positive effect (insurance protects against 
financial risk). Evidence finds substantial improvement.

Coordinate care Pay primary care doctors or 
nurse managers to coor­
dinate care

Improve health outcomes Theory suggests positive effect (increased incentives to de­
liver coordinated care). Evidence suggests small improve­
ment in outcomes.

Reduce spending Theory suggests direction of effect is ambiguous (coordina­
tion may reduce some inefficient care, but may result in 
more care of other kinds; must pay for financial incen­
tives). Little empirical evidence of savings.

Target population 
health

Free transportation to med­
ical appointments

Reduce overall spending by 
promoting effective care

Theory suggests direction of effect is ambiguous (may in­
crease use of cost-effective primary care that averts use 
of more expensive downstream care later, but must pay 
for transportation for many to avert potential down­
stream costs for some). Little evidence of savings.

Improve health through better 
management of chronic 
conditions

Theory suggests improvement (patients more likely to use 
primary care when transportation costs reduced). Little 
evidence of improvement in health.

Allow hospital mergers in 
order to facilitate deliv­
ery of integrated care

Reduce prices through econo­
mies of scale

Theory suggests direction of effect is ambiguous (econo­
mies of scale could improve efficiency and decrease 
costs, but market power could increase prices). Evidence 
shows substantial increases in prices from mergers.

Improve quality of care Theory suggests direction of effect is ambiguous (econo­
mies of scale could improve quality because integration 
is easier, but larger market power reduces competitive 
pressure to improve quality). Evidence reveals mixed 
information on quality.

*	�Table is meant to illustrate the important characteristics of EBHP. It is not intended to be a comprehensive review of the evidence on any of 
these complex policies or the large literature that explores them. ED denotes emergency department.

Illustrative Examples of Health Policies, Possible Goals, and Relevant Evidence Base.*
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may vary) — and evidence needs 
to speak to those particulars. It 
is also important to consider the 
full range of a policy’s effects — 
its costs and benefits, and how 
each of these evolves over time.4 
An impartial assessment of the 
budgetary costs like those pro-
vided by the Congressional Bud-
get Office (CBO) is a crucial but 
incomplete part of the picture 
because of the CBO’s statutory 
emphasis on the federal budget 
rather than lives or well-being.

Making health policy on the 
basis of evidence will always be a 
fraught and uncertain endeavor, 
and each component we outline 
here comes with challenges. For 
starters, we acknowledge that 
fully specifying a policy requires 
the kind of legislative and regu-
latory detail that is impractical 
for a high-level policy debate, but 
often the “policies” being dis-
cussed are so ill specified that 
it’s impossible to bring any evi-
dence to bear.

In addition, just as the distinc-
tion between policies and goals is 
often muddied, interpretations of 

the evidence are often flavored by 
the implicit goals of the analyst.5 
A given body of evidence can be 
used to support very different pol-
icy positions (depending on what 
one’s goals are — for example, 
how one weighs costs to taxpay-
ers versus redistribution of health 
care resources), but different goals 
shouldn’t drive different interpre-
tations of the evidence base.

Finally, even a rich body of 
evidence cannot guarantee that a 
policy will achieve its goals, and 
waiting for that level of certainty 
would paralyze the policy pro-
cess. In health policy — as in any 
other realm — it is often neces-
sary to act on the basis of the 
best evidence on hand, even when 
that evidence is not strong. Doing 
so requires weighing the costs of 
acting when you shouldn’t against 
those of not acting when you 
should — again, a matter of pol-
icy priorities.

Just because something sounds 
true doesn’t mean that it is, and 
magical thinking won’t improve 
our health care system. EBHP 
helps separate facts from aspira-

tion. But as important as evi-
dence is to good policy choices, 
it can’t tell us what our goals 
should be — that’s a normative 
question of values and priorities. 
Better policy requires being both 
honest about our goals and clear-
eyed about the evidence.

Disclosure forms provided by the authors 
are available at NEJM.org.
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In 2016, the average cost of at-
tending medical school (includ-

ing tuition and fees) in the United 
States was $253,720 for in-state 
graduates and $313,897 for out-
of-state graduates.1 Nearly three 
in four graduates had educational 
debt, and the median education-
al debt was $190,000.2 Average 
debt related to medical education 
alone was $167,172.1 These fig-
ures suggest that, without scholar-

ship support, only students with 
access to substantial personal re-
sources or students willing to in-
cur large amounts of educational 
debt can hope to attend medical 
school.

To ensure that students with 
limited financial means are able 
to attend medical school, many 
schools provide need-based schol-
arships or low-interest loans as 
part of financial-aid packages. 

Some schools also offer selected 
students “merit-based aid,” which 
is usually not related to a stu-
dent’s ability to pay. At times, 
these scholarships cover not only 
tuition, but the full cost of atten-
dance — including room and 
board, books and supplies, and 
other expenses — for all 4 years. 
Because applicants receive merit-
based scholarship offers from 
some schools and not others, 
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