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Evidence-based purchasing
Why Evidence-based Purchasing?

.Every health system in every country
in the world has "purchasers":

: those whose job it is to allocate
funds to the providers of health
care. Purchasers may be individuals

: or organisations, working for profit
or not for profit, local or national.
What they have (or should have) in

: common is the goal of ensuring
"that the health needs of the popu-
lation for which they are respon-
sible are met" (1).

To achieve this goal, purchasers must
• influence—with limited resources—

both health service structures and the
behaviour of professionals and the pub-
lic. They also must cope with compet-
ing influences, both of long-standing
(pressures from government and regu-
latory bodies and advice from clinicians)
and recent (expectations arising from
consultations with the public and evi-
dence about the cost and value of ser-
vices) emergence (2).

We suggest that evidence-based
health care involves ensuring that all
decisions that affect the care of patients
pay due weight to valid and relevant
information. The flag of evidence-
based medicine, with its focus on indi-
vidual patients, was raised in 1992 (3).
If purchasing decisions are to be based
on reliable evidence about a popula-
tion's health and its needs for health
care, there is also a need to promote
evidence-based purchasing. The inter-
ests of purchasers extend beyond indi-
vidual patients to several other aspects
of the value of health services: their ef-
fectiveness, certainly, but also their ac-
cessibility, relevance, equity, acceptability,
and efficiency (4). Evidence about each
of these is important, as is evidence
about die effectiveness of the various
levels of purchasing itself: audit, con-
tracting, education, and so on.

What Is Needed?
If evidence-based purchasing is to

become a reality and not merely this
year's fad, purchasers' commitment to

evidence-based health care needs to
influence their own way of working as
well as that of the users and providers
of health services. This requires an
organisational strategy that makes the
most of the purchasers' resources
(particularly their access to valid and
relevant information), develops the
skills of their staff, and changes their
own organisation and culture. Such a
strategy will need to address the 3
steps that are basic to all evidence-
based health care: finding, appraising,
and acting on the evidence.

1. Finding valid and relevant
evidence. Purchasers are generalists,
and this means that they usually turn
(like other policy makers) to summa-
ries or reviews (5). Reviews offer 2
advantages over the primary studies
out of which they are composed:
They are quicker to read, and they
may yield new insights not found in
die primary scudies. Useful starting
points for purchasers who are look-
ing for evidence in the form of sys-
tematic reviews include the work of
the Cochrane Collaboration and (in
the United Kingdom) the products
of the York Centre for Reviews and
Dissemination, the Health Needs
Assessment reviews (6), and the Ef-
fective Health Care bulletins (7). When
reviews are unavailable, purchasers
will want access to high-quality
primary studies and for this reason
will find Evidence-Based Medicine
invaluable.

Unfortunately, evidence relevant
to purchasing decisions is often lack-
ing. First, much less evidence is avail-
able on patterns of care (for instance,
how family planning services are best
delivered) than on the details of care
(for instance, the choice of interven-
tions for emergency contraception).
Second, purchasers often have to
make decisions about new develop-
ments in health care, where, by defi-
nition, informative studies may not
have been done. Third, even where
evidence is available, it seldom covers

all the angles pertinent to purchas-
ing: the "epidemiology of indica-
tions" for a treatment or service (8);
adverse effects as well as benefits,
costs, and patients' views.

2. Appraising evidence. Purchas-
ers must critically appraise the evi-
dence they find. This involves 3 steps
(9): first, assessing the trustworthi-
ness of an article (published studies,
including reviews, can be profoundly
misleading); second, judging the im-
portance of its results; and third,
judging its relevance to a particular
population. The critical appraisal of
evidence is not new and has been
practised and taught by clinicians for
many years. It is only a recent devel-
opment in purchasing, however, and
projects are now under way to help
purchasers in the United Kingdom,
including those with no clinical or
research background, develop the
necessaiy skills (10). Just as for clini-
cians, critical appraisal has its limita-
tions for purchasers as well. As Eddy
(11) has pointed out, even well-ap-
praised evidence may not settle dis-
putes. How much evidence, he asks,
is needed to determine that a treatment
is appropriate? Does the burden of
proof rest with those promoting a
new treatment or with those who
are more cautious? And what about
all of those "old" treatments and tests
for which there is unlikely in the
foreseeable future to be the sort of
evidence you would want?

3. Acting on the evidence. Finally,
and crucially, purchasers must decide
whether and how to act on the evi-
dence they have found and appraised.
Experience from health systems in
many countries suggests that purchas-
ing will have to use many "levers" if it
is to achieve real clinical change (12).
Therefore, a broad view must be taken
of the practice of purchasing so that it
is seen as much more man setting con-
tracts and allocating resources: It in-
cludes working with the public and
influencing the professions (parficu-
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larly through validated strategies for
improving continuing professional de-
velopment and audit) and research and
development initiatives.

Evidence-based Purchasing:
Dangers and Opportunities
Assuming that purchasers develop die
sort of organisational strategy for evi-
dence-based purchasing outlined
above, we see both dangers and op-
portunities ahead. The first danger is
that purchasers, constrained by re-
source shortages, organisational
changes, and professional defensive-
ness, may sirnply ignore their own
strategy and concentrate on long-
standing "must do's" such as reducing
waiting lists. Second, purchasers may
use evidence-based purchasing to fo-
cus on reducing the provision of ser-
vices thought to be ineffective while
paying no attention to increasing
those thought to be effective, which
would turn evidence-based purchas-
ing into a tool for cost minimisation
rather than value maximisation. A
third danger is that evidence-based
purchasing could be seen as dictatorial
and insensitive, imposing "cookbook"
health care (13).

These concerns are real, but the
opportunities offered by the current
interest to link evidence to change
are also very real. Purchasers are

especially well placed to support this
new trend with their population fo-
cus, their ability to draw together all
the various stake holders, and their
access to many different levers for
change in a population's health ser-
vices: for example, contracting, educa-
tion, audit, research and development,
and primary care facilitation. A special
opportunity arises with the develop-
ment in some countries of primary-
care-led purchasing, which offers
the prospect of developing a health
service that is more responsive to
the needs of patients and more sen-
sitive to clinical realities. Primary
care practitioners who are seeking
to apply the principles of evidence-
based medicine to their own clinical
practice may feel enthusiastic about
the challenge of evidence-based
purchasing.

Purchasers are just beginning to see
the opportunities and benefits that evi-
dence-based purchasing can bring. If
they succeed in ensuring that purchas-
ing decisions pay due weight to valid
and relevant information, substantial
improvements in health care can be won.

Ruairidb Milne
Critical Appraisal Skills Programme

Nicholas Hicks
Oxfordshire Health Authority

Oxford, England, UK
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