®

EDITORIALS

Responsible use of scarce health care benefits

Health care needs are often perceived as being infinite, but
financial resources are certainly not. As such, there is an
increasing obligation placed on the medical profession as
gatekeeper to health care resources to consider cost benefit
issues, or simple ‘value for money health care’, in advocating
new treatment strategies, or using new technologies or
drugs. Arguably this has never been more critical than at

the present time, as rapid advances in scientific research and
understanding are being translated into a plethora of new
technologies and drugs. Many of these, such as biological
drugs and advanced imaging and surgical techniques to name
a few, hold out the promise of a veritable ‘brave new world’
of therapeutic endeavour. Unfortunately this comes at a cost
that is becoming increasingly unaffordable for many health
care systems, including our own. The challenge of the next
decade will be making space for such advances within fixed
and restricted health care budgets, and ensuring access for
deserving patients to new and life-enhancing therapies.

This will demand prioritisation of resources, since additional
costs for new and innovative investigations and treatments
inevitably restrict access to resources in other areas, unless
budgets increase accordingly.! However, much can be achieved
short of rationing through addressing the simple and the
obvious, such as the removal of wasteful practices from the
system, and this should apply to all stakeholders including
funders, administrators and health care professionals. Two
articles published in the current issue of the SAM] illustrate
aspects of this.

The first, by Pretorius,” examines the utilisation of pathology
procedures in the South African private sector. The author
shows that there is considerable variation in the utilisation of
procedures and cost between laboratories and that this appears
to bear little relationship to geographical differences in disease
patterns or factors related to patient care. The author claims
that the variations observed can be explained at least in part
by factors under the control of the laboratories themselves,
such as the design of the request form, which lends itself to
manipulation of utilisation. Of concern, there is also suggestion
that excessive utilisation of at least one test performed in
hospital may be influenced by the vested interest of a corporate
shareholder. Pretorius claims that the design of the current
request forms, with their expanding profiles and reflexing
of tests, is responsible for significant over-utilisation of test
procedures and unreasonably high pathology costs, and goes
so far as to state that if the goal were to increase utilisation of
pathology testing, one would be hard pressed to improve on
the design of the current request forms. He points out that it
has been demonstrated that elimination of ‘tick boxes” with
limited profiles will reduce utilisation without compromise to
quality. Considering the magnitude of payments by medical
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schemes to pathology laboratories and assuming that a saving
of only 5% could be achieved (he suggests that the saving
could potentially be 15%), this could represent a saving to the
industry of around R115 million, which would be available to
fund more appropriate, and possibly new, technologies and
drugs. Addressing the excessive and largely inappropriate
utilisation of private pathology procedures in South Africa
would be one way to initiate the process of more equitable and
appropriate allocation of private health care resources and,

as Pretorius points out, ‘bring South Africa in line with other
countries such as Australia that have already resolved these
issues’.

A second paper, by Rothberg et al.,’ reporting on a pilot
study of screening for the early detection of abdominal aortic
aneurysms, raises the question of the value of such screening
programmes in well and asymptomatic people. In this study
the authors showed that this was clearly not cost beneficial,
adding significant costs with no demonstrable benefit.

Driven by the logic that prevention is better than cure
and the assumption that prevention must therefore prove
more cost beneficial, there has been a burgeoning increase of
various screening programmes, all of which add substantial
costs to a health care system. The cost benefit of most such
programmes at a community or public health level has come
under increasing scrutiny*® and most have failed to show
convincingly that the positive benefits, in terms of decreased
mortality, justify the cost, or harm, of over-investigation, over-
diagnosis and over-treatment. Even screening for cervical
cancer in the First-World setting of the UK has shown that
1 000 women need to be screened for 35 years to prevent one
death from cervical cancer.” Screening may well be more cost
beneficial in South Africa, where the prevalence of cervical
cancer is higher, but the cost benefit still ultimately depends
on other factors such as quality assurance, resourcing and
execution of such programmes.® More controversial is breast
screening for lower-risk patients, and questions are being asked
as to how much mortality benefit is added to such patients by
regular mammography, over education and self-examination
of the breast.” It is reported from the UK that the estimated
number of patients aged 50 - 59 years needed to be screened
with mammography to prevent one death from breast cancer
was 2 451 for 5 years, with no significant benefit in total
mortality. Screening younger women required even greater
numbers to achieve the same.®

The decision about routine screening for cancer of the
prostate using the prostate-specific antigen is easier, since the
evidence for its not being cost beneficial is clear. There is no
reliable evidence that early treatment improves outcome, and
operative morbidity is unacceptable to well and otherwise
healthy men.* However, this does not detract from the value
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of this marker in other clinical settings, such as follow-up of of a medical plan is borne by all patients who depend on
both untreated and treated cases of prostate cancer. a mutually common fund, either through denial of other

Although for the individual patient, there is a degree of benefits for certain patients or by increasing contributions and

reassurance and comfort when negative results of screening making the plan less affordable, especially to low-claiming and

tests are obtained, from a community or public health younger members.
perspective, many of these programmes are difficult to justify
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Friday 23 - Saturday 24 February 2007
Vineyard Hotel, Cape Town, South Africa
This joint conference will bring together a panel of expert speakers from
Academic Institutions in Southern Africa and the UK. The topics covered in
this conference will include:

= Alcohol and health

® Rational management of osteoporosis

" Modern management of diabetes Type 2

" Prevention of TB & opportunistic infections in HIV-infected individuals in
African countries

® Tuberculosis - what the future holds

" The continuing menace of HBV and HCV infection

" Medical professionalism in a changing world

" Migration of physicians - the South African perspective

= Development of Acute/Emergency Medicine as a specialty

Submission for research contributions are invited and the deadline for abstracts
is Thursday 30 November 2006. For further details please contact UCT
Conference Management Centre below.

UCT Conference Management Centre
Barnard Fuller Building, UCT Faculty of Health Sciences, Anzio Road,
Observatory, 7925 Cape Town, South Africa
Tel: +27 21 406 6407 Fax: +27 21 448 6263
Email: mcollin@curie.uct.ac.za
Website: www.cmc.uct.ac.za
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