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Variability in Breast Cancer Clinical Practice
• Definition of clinical variability
• Examples of clinical (and screening variability
from Spain) and its potential impact
• How to reduce clinical variability : some
proposals
• Health economics and clinical variability: final
comments

Based on a presentation by D Goodman, International Wennberg Collaboration, London 2010.
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Fuente: Conjunto Mínimo Básico de Datos.

HYPOFRACTIONATION RADIOTHERAPY TREATMENT FOR BREAST CANCER PATIENTS
Catalan reimbursement database 2012
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Why does variation occur?
• Differences in disease incidence and prevalence
• Inequalities in supply of services and in the
incentives in the health services
• Differential value assigned by a particular
physician to a specific procedure
Medical practice implies uncertainty, but… there is:
Uncertainty due to the differences in knowledge of
physicians (insufficient knowledge of the physician)


There is uncertainty due to the state of the art of
scientific knowledge (insufficient scientific
knowledge)


There is uncertainty due to the characteristics of
the patient (clinical case uncertainty)


Are the differences observed relevant?
And what are the possible causes?
• Breast screening
• Problems of quality of the procedure and
interpretation
• Differences in underlying epidemiology/screening
• Variation in BC conservative treatment
• Disease management
• Quality of cancer care
• Patient preferences?
• Economic impact, provided reimbursement makes a
difference between clinical options
• Hypo-fractionation in BC radiotherapy
• Diffusion of innovations (early adopters vs late
adopters + differences in the interpretation of the
evidence
• Resources available

Clinical practice variation:
how to reduce or limit it
• Health policy (Macrolevel):
• Control of the supply of services
• Capitative payment systems
• Promote evidence based medicine
• Cost-effectiveness analysis
• Health management (Mesolevel):
• Practice Profiling of health professionals
• Utilization review
• Clinical pathways
• Disease management

Clinical practice variation:
how to reduce or limit it
• Clinical Practice (Microlevel):
• Dissemination of clinical evidence
• Audit of clinical practice and outcomes
• Clinical guidelines
• Shared decision making

Based on a presentation by D Goodman, International Wennberg Collaboration, London 2010.

Could health economics/policy play a role in
modifying this situation of high clinical
variability?
•

Budgetary impact of clinical variability:
– If the health care system is based on budget per hospital, limited potential
impact on the professional behavior, only through control of supply

•

Cost-effectiveness
– High potential to define the societal value for an innovation but limited
value at clinical level.
– Methodological aspects difficult to understand for clinicians
– Always the problem of the cut-off

•

Professional behavior
– Difficult to modify, but a combination of reimbursement system aimed at
paying for quality of care and audit of clinical data could be an option

•

The most difficult point is to understand the differences
between population or group level data and individual
clinical criteria to be applied for an individual patient

Could health economics/policy play a role in
modifying this situation of high clinical
variability?
• Reimbursement systems:
– How to pay for high quality cancer care?
– We need to pay for valuable care, but what is value in health care?

• Value: a basic representation of the efficient use of
individual and societal resources (time and money) for
individual and societal benefit.
• It is a balance between cost with the clinical results
of the clinical care
• Information required about cost and quality of care:
measurement of cost and quality could be in itself
part of the improvement process.

Could health economics/policy play a role in
modifying this situation of high clinical
variability?
• Reimbursement systems are part of the story but the
culture of the hospital matters¡

• Curry et al (Ann Inter Med 2011) assessed the top 5 best and worst
hospitals in heart attack outcomes in the US:
• Resources, protocols and structural aspects did not tell the whole
story

• The difference was due to strong clinical leadership and
governance, commitment to improvement, good communication
and coordination, open communication among the staff, shared
values and experience in problem solving and learning.

Could health economics/policy play a role in modifying this
situation of high clinical variability?:

Concluding comments

• In order to reduce unwarranted clinical variability, actions should be
implemented at macro, meso and micro level
– We need to combine better information systems aimed at improved
outcome and quality of care measurement
– And reimbursement methods aimed at incentive high value care
• But… We should not forget, that all of this is very difficult in the context
of:

– budgetary constrains,
– (ever) increasing health care costs, especially focused on the
advanced disease
– And the increasing complexity of cancer care

