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FOREWORD

Foreword

Across OECD countries, a significant share of health care system spending and activities are
wasteful at best, and harm our health at worst. One in ten patients in OECD countries is
unnecessarily harmed at the point of care. More than 10% of hospital expenditure is spent on
correcting preventable medical mistakes or infections that people catch in hospitals. One in three
babies is delivered by caesarean section, whereas medical indications suggest that C-section rates
should be 15% at most. Meanwhile, the market penetration of generic pharmaceuticals — drugs with
effects equivalent to those of branded products but typically sold at lower prices — ranges between
10-80% across OECD countries. And a third of OECD citizens consider the health sector to be corrupt
or even extremely corrupt.

At a time when public budgets are under pressure worldwide, it is alarming that around one-
fifth of health expenditure makes no or minimal contribution to good health outcomes. Put in other
words, governments could spend significantly less on health care and still improve patients’ health.
Efforts to improve the efficiency of health spending at the margin are no longer good enough.

This report suggests that policy makers can make smarter use of health care budgets and cut
waste with surgical precision, while improving patients’ health. Actions to tackle waste are needed
in the delivery of care, in the management of health services, and in the governance of health care
systems. Strategies include stopping spending on actions that do not result in value — for example,
unnecessary surgeries and clinical procedures. Swapping inputs or changing approaches when
equivalent but less pricy alternatives of equal value exist are valid strategies, too — for example,
encouraging the use of generic drugs, developing advanced roles for nurses, or ensuring that patients
who do not require hospital care are treated in less resource-consuming settings.

Of course, this agenda is complex and difficult. Change requires challenging embedded habits
and vested interests and investing in credible alternatives to existing costly solutions. Crucially, it
also requires development of better, more appropriate data systems to monitor progress. Patients,
providers, managers and regulators all play a role in generating waste and ineffective spending.
With as much as 9% of GDP spent on health care systems across the OECD, three-quarters of which
is by governments, all stakeholders must now contribute to the solution. The evidence of waste in
health care is indisputable. Now is the time to act upon it.
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Executive summary

Health care systems in OECD countries are better than ever at promoting improved
health and longevity, yet they involve major budgetary commitments that countries
struggle to keep in check. Pressure is ever-mounting to provide greater and more equitable
access to quality care and new treatments to ageing populations.

A significant share of health spending in OECD countries is at best ineffective and at
worst, wasteful. One in ten patients is adversely affected during treatment by preventable
errors, and more than 10% of hospital expenditure is allocated to correcting such harm.
Many more patients receive unnecessary or low-value care. A sizable proportion of
emergency hospital admissions could have been equally well addressed or better treated in
a primary care setting or even managed by patients themselves, with appropriate
education. Large cross-country variations in antibiotic prescriptions reveal excessive
consumption, leading to wasted financial resources and contributing to the development
of antimicrobial resistance. The potential for generic medicines remains underexploited.
Finally, a number of administrative processes add no value, and money is lost to fraud and
corruption. Overall, existing estimates suggest that one-fifth of health spending could be
channelled towards better use.

This report takes a systematic approach to: i) identifying ineffective and wasteful
activities within health care systems; ii) analysing their causes and the actors involved;
and iii) providing a catalogue of suitable countermeasures. Acknowledging the existence of
ineffective spending and waste might not be easy for health workers, managers and even
the politicians responsible for health care systems. But this report highlights the positive
corollary to this difficult admission: opportunities exist to release resources within the
system to deliver better value care. Cutting ineffective spending and waste could produce
significant savings - for policy makers struggling to cope with ever-growing health care
expenditure, the opportunity to move towards a more value-based health care system is
one that must be pursued decisively.

This report pragmatically deems as “wasteful”: i) services and processes that are
either harmful or do not deliver benefits; and ii) costs that could be avoided by substituting
cheaper alternatives with identical or better benefits. Linking actors — patients, clinicians,
managers and regulators — to key drivers of waste - errors and suboptimal decisions, poor
organisation and co-ordination, incentives misaligned with health care system goals, and
intentional deception — helps to identify three main categories of wasteful spending:

e Wasteful clinical care covers avoidable instances when patients do not receive the right
care. This includes duplicate services, preventable clinical adverse events - for instance,
wrong-site surgery and many infections acquired during treatment — and low-value care
- for instance, medically unnecessary caesarean sections or imaging.
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e Operational waste occurs when care could be provided using fewer resources within
the system while maintaining the benefits. Examples include situations where
pharmaceuticals or medical devices are discarded unused or where lower prices could be
obtained for the inputs purchased (for instance, by using generic drugs instead of
originators). In other instances, costly inputs are used instead of less expensive ones, with
no additional benefit to the patient. In practical terms, this is often the case when patients
seek care in emergency departments, end up in the hospital due to preventable
exacerbation of chronic disease symptoms that could have been treated at the primary
care level, or cannot be released from a hospital in the absence of adequate follow-on care.

e Governance-related waste pertains to resources that do not directly contribute to patient
care. This category comprises unneeded administrative procedures, as well as fraud,
abuse and corruption, all of which divert resources from the pursuit of health care
systems’ goals.

All OECD countries are already seeking to tackle waste. At least 10 countries produce
atlases to identify variations in health care activities that may not be medically justified,
and 19 countries use Health Technology Assessment (HTA) to help determine the value of
some new treatment options. Nearly half of OECD countries are actively striving to
promote greater prescription of generic drugs. At least 14 countries have strengthened
access to primary and community care services to divert inappropriate visits from
emergency departments. To date, though, only a few have set up comprehensive and
transparent adverse event reporting systems, which encourage learning and foster
prevention of future problems, or systematic approaches to detecting fraud and abuse.
Overall, significant opportunities still remain for more systematic efforts.

Better information is key. Generating and publishing indicators (such as those on
unnecessary or low-value care, overprescription of antibiotics, and delayed hospital
discharges) is required to bring the scale of the problem to the attention of a wider public.
Today, no country can report on the unnecessary use of magnetic resonance imaging for
low back pain and only five can link antibiotic prescription to diagnostics. Data on delayed
discharges are available for only three countries. Such data are needed to inform policies to
target waste through regulations, incentives, and organisational and behavioural changes.

Sustainable change can be achieved if patients and clinicians are persuaded that the
better option is the least wasteful one. Approaches such as the Choosing Wisely® campaign
illustrate what is possible. This clinician-led initiative aims to reduce low-value care by
encouraging patient-provider conversations about whether specific services truly add
value. It is now active in at least a third of OECD countries. Changing habits is often a
necessary and key way to tackle waste — whether to improve adherence to clinical
guidelines, increasing the safety of care, or to convince patients not to rush to the
emergency department or request antibiotics at the first sign of a cold.

Incentives also matter. Policy makers should create an environment that rewards
provision of the right services rather than their quantity - for example, by moving towards
payment systems that promote value for patients across the stages of care delivery. As many
as a third of OECD countries already seek to reward different types of providers for results
achieved rather than for the number of interventions. To reduce the incidence of
unnecessary health care services and wasteful failures in co-ordination, a handful of payers,
most notably in the United States but also in Sweden, Portugal and the Netherlands, have
moved towards bundled or population-based payments, with some promising results.
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In addition, direct interventions to prompt organisational changes and co-ordination
among providers are required to reduce wasteful spending. Good practice examples include
the development of explicit discharge planning — seen in at least five countries — or the joint
procurement of hospital pharmaceuticals. Many revolve around ICT-enabled sharing of
information among different stakeholders — although efforts to develop a more complete
picture of the full care pathways can be impeded by inadequate health data governance
frameworks. Finally, regulation can have a role to mandate or expand desired practices
- such as the use of HTA in coverage decisions, or accreditation to impose safety standards —
or to ban undesired ones - for instance, self-referrals or inappropriate marketing.

Strategies to reduce waste can be summed up as: i) stop doing things that do not bring
value; and ii) swap when equivalent but less pricy alternatives of equal value exist. While
these solutions may not always require profound remodelling of health care systems, they
do involve investment and behavioural changes. Substantial room exists to release
resources by tackling health care system waste across the OECD.

TACKLING WASTEFUL SPENDING ON HEALTH © OECD 2017
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Chapter 1

Ineffective spending and waste
in health care systems:
Framework and findings

by
Agnes Couffinhal and Karolina Socha-Dietrich

This chapter presents the overall framework and approach that guided development
of the report as well as its main findings. Starting with a simple and pragmatic
definition of waste, the first section identifies and groups various categories of
waste. This framework is later used to identify policy levers to tackle these different
types of waste. The next three sections provide an overview of the report’s findings
regarding wasteful clinical care, operational waste and governance-related waste,
respectively. The concluding section points to the benefits of tackling different
categories of waste and presents the organisation of the overall report.

We thank all other authors of the report for their input into this chapter’s various sections as well as
Mark Pearson and Francesca Colombo for detailed comments on earlier versions. In addition, we
thank all the delegates and experts for their comments on the draft and suggestions at various stages
of the project, in particular during the expert meeting of 8 April 2016, and the OECD Health Committee
meeting of 28-29 June 2016. Among them, we acknowledge in particular suggestions and material
provided by Mark Cormack (Australian Department of Health), Triin Habicht (Ministry of Social Affairs,
Estonia), Peter Smith (Imperial College London) and Agnes Soucat (World Health Organization).
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Introduction: Why tackling waste is an effective value-enhancing agenda
for health care systems

Most people involved in the health care system - policy makers, managers, workers
and even patients — have opinions on how additional resources could be used efficiently to
deliver better health services. Health Technology Assessments (HTAs) reveal which new
treatments are better than old ones and should be accessible. Operational data indicate
where services are overstretched. Investments in e-infrastructure are postponed due to
lack of funding. Give a health minister an extra billion euros, a hospital administrator an
extra 10 million, or a general practitioner (GP) an extra 10 000, and each will — probably -
spend the money wisely and improve health services.

But it is a different matter when the same people are asked to take money out of the
system to prevent the escalation of health expenditure. Introduction of new treatments is
rarely accompanied by disinvestment in older inferior ones. Regional authorities or
managers struggle to close down or merge hospitals to realise the economies of scale that
could improve quality and reduce costs. Patients insist on extra tests or prescriptions just
“to be sure”, just to get back to work faster, ignoring the risks to their own health and
despite the lack of evidence that they would make a difference. Yet to keep public budgets
in check, policy makers have to decide how to curb health expenditure.

Analysts - especially in the context of the response to the global financial crisis of 2008 -
often distinguish between cost-cutting measures and structural reforms (Clements et al.,
2014). The former may have proven effective but can be unsustainable or even detrimental to
outcomes. For instance, cuts in public health expenditure undermine efforts to prevent the
onset of diseases; increases in co-payments have impoverishing effects. On the other hand,
structural reforms are expected to increase efficiency and eventually “bend the curve” of
public expenditure growth (Coady et al., 2014; OECD, 2015a). Without denying their necessity,
the reality is that many structural reforms require complex changes on multiple fronts and
sustained efforts, and evidence on their impact, especially in the short run, is weak.

This report contends that in the current debate on the choice between cost-cutting
measures and structural reforms, an often missing piece is tackling ineffective spending
and waste. In fact, cutting waste is an intermediate objective worth pursuing as it can:
i) bring strategic savings; ii) support a transformative focus on value in health care
systems; and iii) substantially contribute to enabling long-term structural reforms.

Health care systems should deliver care that maximises value for patients. The vast
majority of OECD citizens can access the care they need, in a timely way, without incurring
disproportionate out-of-pocket costs. Life expectancy at birth is now over 80 years and OECD
citizens are far less likely to die after a heart attack or stroke than they were a decade ago.
Although the prevalence of chronic conditions like diabetes is rising, health care systems are
getting better at effectively managing them and reducing harmful complications.
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Yet a significant share of health spending makes only a modest contribution to
improving patient outcomes. Worse, some health resources are not just spent on low-value
care, they are wasted (Box 1.1 presents country-specific estimates). Acknowledging this
may not be easy for health care system actors but this report highlights the positive
corollary to this difficult admission: opportunities most certainly exist to release resources
within the system to deliver better-value care. In other words, cutting ineffective spending
and waste can produce significant savings - a strategic move for policy makers. In addition,
it mobilises stakeholders around the transformative value-based agenda many
commentators argue must drive reforms (Porter and Teisberg, 2006). The report highlights
that many “waste-tackling” policies are consistent with - and in fact pave the way for -
longer-term structural reforms.

Box 1.1. Gountry-specific estimates of potential savings
from eliminating waste

® A conservative estimate suggests that waste represents more than 20% of total expenditure
in the United States, with an upper bound nearing 50% (Berwick and Hackbarth, 2012).

® An investigation suggested that nearly one-third of total health expenditure in Australia
could be deemed wasteful (Swan and Balendra, 2015).

® A study in the Netherlands estimated that 20% of the budget for acute care could be
saved by reducing overutilisation and increasing integration of care (Visser et al., 2012).

This chapter presents the overall framework and approach that guided the report’s
development as well as its main findings. Starting with a simple and pragmatic definition
of waste, the first section identifies three main categories of waste. This framework later
helps to identify policy levers to tackle these different types of waste. The next three
sections provide an overview of the report’s findings regarding wasteful clinical care,
operational waste and governance-related waste, respectively. The final section briefly
concludes and presents the organisation of the overall report.

1. Framing “waste”: Definition, classification of wasteful activities,
and policy options
The case that a significant share of health care spending can be deemed wasteful was

first systematically argued less than ten years ago (New England Healthcare Institute, 2008;
Bentley et al., 2008; Berwick and Hackbarth, 2012). But these US-centred analyses,
or subsequent ones, provide neither a simple definition of waste nor a consistent
classification of wasteful activities conceptualised in a way that can be transposed across
health care systems. Moreover, no agreement exists among authors about how waste and
efficiency relate. This brief section defines waste and presents three main categories of
wasteful activities; these are identified by linking health care system actors involved in
generating waste to reasons why they might do so. This approach helps organise categories
of policy options to tackle waste.

This report pragmatically deems as “wasteful”:
e services and processes that are either harmful or do not deliver benefits

e costs that could be avoided by substituting cheaper alternatives with identical or better
benefits.
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This characterisation covers health care spending that could be eliminated without
undermining achievement of health care systems’ objectives. At the level of the health care
system, this roughly corresponds to the notion of “productive efficiency”, which describes
a situation where a given result is obtained at the lowest possible cost. Tackling waste — as
defined here - thus does not require rationing or systematically reallocating resources
from one category of patients to another or even from one category of care to another. In
other words, the “waste” policy agenda does not expand to the broader question of
whether a different combination of inputs could bring better aggregate results (allocative
efficiency and redistribution). Waste is a category of inefficiency but not all inefficiencies
constitute waste.’

Wasteful activities involve different stakeholders in the health care system and occur
for various reasons. Using these two dimensions to characterise each type of wasteful
activity, the framework proposed distinguishes three categories of waste. Actors
potentially involved in generating waste fall into four categories: patients, clinicians,
managers (who operate at the level of a facility or at a more macro level - e.g. in health care
system administration)? and the system regulator (this can be a single entity or many).
These actors have different objectives and incentives but overall the health care system’s
organisation should align their behaviours so they contribute to achieving the health care
system’s goals.

Four main reasons can explain why individual actors might contribute to wasting
resources:

e First, they do not know better: cognitive biases, knowledge deficits, risk aversion and
habits lead to suboptimal decisions and errors and deviations from best practice.

e Second, they cannot do better: the system is poorly organised and managed and
co-ordination is weak.

In these first two situations, for the most part, actors do not intend to generate waste
and are doing their best but the outcome is suboptimal:

e Third, actors could stand to lose by doing the right thing; this occurs when economic
incentives are misaligned with system goals - for instance, when clinicians are paid for
providing services irrespective of whether the services add value.

e Fourth, all categories of actors might generate waste intentionally, with the sole purpose
to serve their self-interest. This last driver is in fact a variation on the third (poor
incentives) but it more explicitly points to fraud and corruption.

Linking actors and drivers, Figure 1.1 helps identify three categories of waste: wasteful
clinical care, operational waste and governance-related waste:

e Wasteful clinical care covers instances when patients do not receive the right care. This
includes preventable clinical adverse events, driven by errors, suboptimal decisions and
organisational factors, notably poor co-ordination across providers. In addition, wasteful
clinical care includes ineffective and inappropriate care — sometimes known as
low-value care, mostly driven by suboptimal decisions and poor incentives. Last,
wasteful clinical care includes the unnecessary duplication of services.

e Operational waste occurs when care could be produced using fewer resources within the
system while maintaining the benefits. Examples include situations where lower prices
could be obtained for the inputs purchased, where costly inputs are used instead of less
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Figure 1.1. Three categories of waste mapped to actors involved and drivers
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expensive ones with no benefit to the patient, or where inputs are discarded without
being used. This type of waste mostly involves managers and reflects poor organisation
and co-ordination.

e Governance-related waste pertains to use of resources that do not directly contribute to
patient care, either because they are meant to support the administration and
management of the health care system and its various components, or because they are
diverted from their intended purpose through fraud, abuse and corruption. It thus
comprises two distinct types of waste. The first is administrative waste, which can take
place from the micro (manager) to the macro (regulator) level. Again, poor organisation
and co-ordination are the main drivers. Second, fraud, abuse and corruption, which
divert resources from the pursuit of health care systems’ goals, are also wasteful. Any of
the actors can be involved, and in fact, a comprehensive analysis of the topic requires
the inclusion of businesses/industries operating in the health sector. In any case, the
intention to deceive is what primarily distinguishes this last type of waste.

At a strategic level, two broad options are available to tackle waste: i) stop doing things
that do not bring value; and ii) swap when equivalent but less pricy alternatives of equal
value exist.? Presenting evidence-based options for governments to release misspent
resources is challenging. Countries’ experiences and track records in identifying, measuring
and explicitly dealing with the various types of waste reviewed are very uneven and not
systematically documented. To fill this gap, a policy questionnaire was sent to
OECD countries.? The report draws heavily on the countries’ responses, as well as on
published documents from all OECD countries. In many instances though, evidence on the
impact of policies remains limited or mixed and is highly context-specific.

Operationalising the waste-tackling agenda requires more generation, publication and
use of information. Information is the basis of evidence-based leadership but is also
important in the design of specific policies that use other policy levers.

TACKLING WASTEFUL SPENDING ON HEALTH © OECD 2017
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In parallel, policies that target the actors involved in the generation of waste and
address the drivers of their behaviours are needed. Four categories of policy levers are
relevant:®

e Economic and financial incentives that seek to influence the behaviour of patients,
clinicians or managers; these are most relevant when poor incentives are the root cause
of the wasteful behaviour.

e Behaviour change policies and information support - including education, persuasion
and training - to address barriers to optimal decisions.

e Organisational changes, which include policies that modify the location, role, number,
co-ordination and tools available to accomplish specific tasks of various stakeholders.

e Regulations to mandate changes in behaviour, organisation or information.

The following sections of this chapter present the main findings of the report on
wasteful clinical care, operational waste and governance-related waste in turn. Each
section clarifies and provides examples of waste, elaborates on the root causes, and
summarises available evidence on the magnitude of the problem and the challenges
related to measuring it. Finally, it highlights strategies to tackle waste and groups them
using the categories of levers they involve.

2. Wasteful clinical care: When patients do not receive the right care

Wasteful clinical care refers to situations when patients do not receive the right care,
for reasons that could be avoided. It comprises preventable adverse events that lead to
patient harm as well as low-value care.

2.1. Care that adds little value or is even harmful is not rare

Adverse events are devastating for patients, wasteful for health care systems
and often preventable

Adverse events threaten patient safety. The Harvard Medical Practice Study
(Brennan et al., 1991) defined an adverse event as “an injury that was caused by medical
management (rather than the underlying disease) and that prolonged the hospitalisation,
produced a disability at the time of discharge, or both”. In a similar vein, the Institute for
Healthcare Improvement defined an adverse event as “unintended physical injury
resulting from or contributed to by medical care (including the absence of indicated
medical treatment), that requires additional monitoring, treatment, or hospitalisation, or
that results in death” (www.ihi.org). A “clinical error” may lead to an adverse event or may
not, if detected in time or simply through good fortune (Reason, 2000).

Despite providers’ best intentions, preventable adverse events persist in health care
systems. The delivery of care inherently involves risk and, as such, may lead to adverse
events. Some unexpected or undesirable outcomes are not avoidable and should not be
defined as waste. However, adverse events are frequently preventable. The most striking
occurrences of avoidable adverse events are the so-called “never events” or “sentinel events”,
which should never occur and are always preventable. These rare events include the failure
to remove foreign bodies after surgery and operating on the wrong site on a patient’s body,
such as removal of the wrong kidney. However, health care-associated infections, medication
errors and post-operative complications such as blood clots are much more frequent and, to
a large extent, preventable. Preventable adverse events often lead to morbidity and mortality
in patients as well as costs to payers for additional health care services.
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Available numbers suggest that the magnitude and costs of adverse events are
significant:
e A recent report suggesting that medical errors might be the third cause of death in the
United States starkly calls attention to the problem (Makary and Daniel, 2016).

e International studies indicate that adverse events in hospitals add between 13% and
16% to hospital costs (Jackson, 2009) and that between 28% and 72% of them are
considered avoidable upon expert examination (Brennan et al., 1991; Rafter et al., 2016,
among others).

e Data on primary care are scarce, but the Primary Care International Study of Medical
Errors showed that approximately 80% of errors could be classified as “process errors”,
the vast majority of which are potentially remediable (Makeham et al., 2002).

The OECD collects data on four adverse events (Figure 1.2). Numbers show close to a
ten-fold variation in the reported rates across health care systems. It is extremely unlikely
that these figures reflect “real” variations; rather they illustrate the enormous differences
in the willingness of individuals in different systems to admit that mistakes were made.

Figure 1.2. Postoperative sepsis in abdominal surgeries, 2013 (or nearest year)
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Source: OECD Health Statistics (2016), http://dx.doi.org/10.1787/health-data-en.
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Avoidable adverse events are driven by errors and suboptimal decisions as well as
organisational shortcomings that allow them to happen. Examples include clinicians’
failures to follow standard practice (negligence) that are not detected early enough, or
organisations’ failure to establish such practices and familiarise personnel with them.
Similarly, failures in communication between medical staff can lead to adverse events but
only in the absence of systems that make such failures visible and then intercept them.

Low-value care can occur at all stages of the care pathway

The vast majority of clinicians strive to select the care best adapted to each patient
and ideally they are mindful of cost. Low-value care refers to situations when these
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objectives are not met. Low-value care comprises ineffective care, i.e. interventions not
proven to bring clinical value, and interventions for which the risk of harm exceeds the
likely benefit. It extends to inappropriate care: interventions that can be effective for
specific patient groups but are performed in a way that either does not conform to
evidence-based clinical guidelines or does not reflect patients’ preferences. Factoring costs
in, low-value care also includes interventions that provide marginal or no health benefit
over less costly alternatives and more broadly, care whose benefit is disproportionately low
compared to the costs - in other words, not cost-effective.

Low-value procedures can be found at all stages of the care pathway, starting with
overtesting, which refers — for instance - to the excessive or premature use of imaging (for
low back pain, headaches). It can lead to overdiagnosis - the diagnosis of a person with a
condition that will not cause harm. For instance, a Cochrane review found for every
2 000 women invited for breast cancer mammograms during ten years, one will have her
life prolonged and ten healthy women will be treated for cancer unnecessarily (Ggtzsche
and Jgrgensen, 2013), implying that a more targeted approach to screening may be
necessary. Other instances of low-value care include unnecessary surgical interventions
(e.g. unwarranted caesarean sections, knee arthroscopy for osteoarthritis). An analysis of
Australian hospitals revealed that five procedures not supported by clinical evidence took
place more than 100 times a week. The five “do-not-do” procedures were: vertebroplasty
for painful osteoporotic vertebral fractures; knee arthroscopy for osteoarthritis;
laparoscopic uterine nerve ablation for chronic pelvic pain; removal of healthy ovaries
during a hysterectomy; and hyperbaric oxygen therapy for a range of conditions including
cancer, Crohn’s disease and cerebrovascular disease (Duckett et al., 2015). Medicines can
also be involved. The prescription of antimicrobials® is a perfect example of a life-saving
treatment whose inappropriate use is not only wasteful but poses a systemic threat to
society’s health (Box 1.2).

Low-value care is nowhere fully quantified, but the extent of the problem is
undeniable. Geographical variations in clinical patterns are the main and most powerful
tool offering insights into the magnitude of waste due to low-value care. Indeed, the
considerable variations observed in the quantity of care delivered to patients cannot be
explained by demand factors, such as morbidity and socio-economic differences, or by
supply factors, such as accessibility of particular interventions or diagnostic tools.
A 2014 OECD study reviewed geographical variations within and between 13 countries for
ten procedures. Rates of cardiac procedures varied more than three-fold between countries
and up to six-fold within-country. Rates of knee replacements varied more than five-fold
between different regions in Canada, Portugal and Spain (OECD, 2014). It is difficult to
imagine that these variations reflect differences in need. Rather, individuals in some
regions must receive interventions that in other regions are considered unnecessary, or
else severe underprovision of services occurs in those regions with the lowest intensity of
interventions.

The drivers of low-value care are primarily suboptimal decisions interacting with
incentives that are misaligned with health care systems’ goals. Discrepancies between how
care should be delivered as prescribed by guidelines and how care is delivered in practice
can be driven by knowledge deficits, cognitive bias, or resistance to changing traditional
practice, despite evidence that an old practice is outdated. The rise of defensive medicine,
driven mainly by fear of missing a low-probability diagnosis and fear of litigation, can also
fuel overtreatment, notably the ordering of unnecessary tests. Patients’ requests for
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Box 1.2. Low-value care with high stakes: Tackling overprescription
of antimicrobials

The inappropriate use of antimicrobials has a detrimental impact:

® Antimicrobial therapies play an essential role in modern medicine but their
inappropriate use - a form of low-value care - is the most important factor responsible
for increasing levels of antimicrobial resistance (AMR). Excess use in agricultural
livestock constitutes another significant portion of the total inappropriate consumption
of antimicrobials.

@ In recent years, total antimicrobial consumption stabilised or even decreased in some
countries but it continues to grow in others, despite growing concerns.

e Inappropriate use of antimicrobials represents about 50% of all antimicrobial consumption
by humans (Wise et al., 1998). In long-term care and general practice, however,
inappropriate consumption may be as high as 90% of all prescriptions (Wang et al., 2014).
Medical conditions at higher risk for inappropriate use include viral respiratory tract
infections and urinary tract infections, due to empiric prescribing.

® The economic consequences of inappropriate use of antimicrobials are signif