For debate

Acting on potentially inappropriate care
“we remained
wary of coding
errors, and

Measuring inappropriate care should rely on evidence available at the time,
with anomalous practices evaluated by clinical panels

O

ur recent MJA article1 and accompanying report2
set out a model for harnessing clinical expertise
and government resources to address the issue of
recommendations inappropriate care.

designed our
analysis and

to take them into
account”

This model involves four steps. First, a credible, independent body would review clinical evidence to identify
potentially inappropriate treatments. Second, the same
body would monitor use of those treatments. Hospitals
providing the treatments more frequently than the national average rate would be advised of that fact. Third, if
a hospital’s abnormal practice persisted, they would face
an external clinical review in which they could justify
their practice to peers. Finally, if the reviewers found this
justiﬁcation unsatisfactory, only then might there be
ﬁnancial consequences.
It is hard to see how this cautious and clinician-led model
is punitive, as Sherlock labels it.3 We do not recommend
taking potentially inappropriate treatment options away
from clinicians. Instead, we recommend monitoring their
use and initiating clinician-led reviews of unusual practice patterns, recognising that even do-not-do treatments
may be justiﬁed in some circumstances.
Our model recognises that health care is dynamic and the
evidence often changes, so that procedures seen as inappropriate in one year could be regarded as good practice the
next. We took care in our study to ensure that we were only
analysing treatment choices that were inconsistent with the
prevailing evidence at the time our data were collected.
Evidence that was outdated or published after our study
year was not taken into account. Therefore, we disagree
with the critiques of our ﬁndings by Sherlock3 and Clark.4
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Clark4 questions our identiﬁcation of vertebroplasty for
osteoporotic spinal fractures as potentially inappropriate,
but the current NICE guidance (https://www.nice.org.
uk/guidance/ta279) and forthcoming trial that they
refer to were not available during our study year.
Although 2003 NICE guidance (https://www.nice.org.
uk/guidance/ipg12) supporting use of vertebroplasty
was available during our study year, it had been contradicted by the more recent landmark trials published in
2009.5,6 This change in prevailing evidence was reﬂected in
the subsequent recommendation by the Medical Services
Advisory Committee (MSAC) to defund the procedure.7
Sherlock likewise refers to evidence that was not current
during our study year. MSAC report 1054.18 was published too late to inﬂuence clinicians’ treatment choices
when our data were collected, while MSAC report 10549
recommendation of time-limited support for certain
conditions requiring hyperbaric oxygen treatment had
lapsed well before our study year.
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We accept that the 4500 admissions that we identiﬁed did
not involve 4500 people; unfortunately, our data did not
allow us to identify the number of individuals treated.
Our dataset also did not include Medicare Beneﬁts
Schedule item numbers. We therefore relied on the International Classiﬁcation of Diseases 10th revision (ICD10)-coded diagnosis and Australian Classiﬁcation of
Health Interventions procedure codes available in the
hospital discharge abstract.
We were conservative in our approach to identifying
potentially inappropriate care, excluding all cases where a
patient had a diagnosis that was an indication for the
treatment. To use Sherlock’s example, a patient with a
primary diagnosis of “waiting for residential care” who
also had a diagnosis of diabetic ulcers would not have
been counted as a do-not-do patient in our study, as they
had a comorbidity (diabetic ulcers) that may have legitimated hyperbaric oxygen treatment.
Despite our exclusions, we remained wary of coding errors, and designed our analysis and recommendations to
take them into account. We excluded hospitals with very
low rates of relevant procedures or patients. As a result,
an isolated coding error could not result in an above
average rate of questionable treatments. If numerous
coding errors did lead to a false positive, these would
have been uncovered during our proposed clinical reviews. If the result of adopting our model is more accurate
coding, in addition to appropriate care, that is an added
beneﬁt.
We do not believe that the criticisms from Sherlock and
Clark invalidate our ﬁndings, but we do welcome debate
about our approach. It shows that there is a strong interest
in making sure that measurement of practice variation
and potentially ineffective treatment is robust and clinically meaningful.
We have proposed a practical method for moving from
talking about the issue to acting on it. We do so in a way
that involves signiﬁcant clinical input, as we acknowledge that overcoming the problem of inappropriate clinical variation requires strong clinical leadership.10 Doing
nothing is not an option. Provision of clinically inappropriate care incurs a cost to both patients and the health
system. Not acting on our ﬁndings means that people will
suffer and we waste resources.
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