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Pocketbook versus patient

We read with interest the systematic 
review by Jenkins and colleagues.1 
Yes, imaging is sometimes overused 
and is a substantial financial cost for 
our publicly funded health care sys-
tem.2,3 However, we question the utility 
of assessing interventions by measuring 
reductions in imaging referral rate. This 
yields information pertinent to cost-
savings and does little toward balanc-
ing patient care. Referral rates are a 
poor surrogate for the more important 
and relevant outcomes of imaging 
appropriateness and patient-important 
outcomes (i.e., diagnostic yield and 
subsequent treatment outcomes).

An Ontario Ministry of Health bul-
letin, disseminated to all physicians in 
June 2012 stated that: 

OHIP payment eligibility will continue to 
be limited to services that are medically 
necessary to the individual patient’s circum-
stances, informed by the best available evi-
dence. New language has been added to the 
Schedule of Benefits for Physician Services 
noting that studies of the lumbar spine 
should not be routinely ordered or rendered 
without suspected or known pathology … If 
the diagnostic services were found to be not 
medically necessary in accordance with s. 
18.2(1) and 18.2(2) of the Health Insurance 
Act, the physician requesting the diagnostic 
services will be responsible for repayment.4

Such an aggressive approach to reduc-
ing referral rates remains unparalleled in 
Canada. Threats of financial retribution 
against referring physicians are a danger-
ous precedent and could make physicians 
reluctant to order imaging regardless of 
whether it is needed. Such decisions 
would not be guided by concern for the 
patient but by the desire for cost-savings. 
This approach was shown to be ineffec-
tive in reducing referral rates.5

Though costly, imaging undoubt-
edly has value. We should not be 
guided by evidence conceived with 
cost-savings in mind but by evidence 
based on patient-important outcomes.
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Social equity in health care

Wong and colleagues observe two 
interesting and unfortunate findings in 
their study.1 Individuals at higher risk 
of poor outcomes, including those with 
more comorbidities, are less likely to 
receive follow-up care, and those who 
visited a physician in the preceding 
year were more likely to receive fol-
low-up care. This important work 
shows that medical need does not 
determine who receives follow-up care 
in a Canadian setting. Sicker patients 
may be less likely to see a physician for 
follow-up because of their “underlying 
conditions and the resulting restrictions 
in activity.” Those who had not seen a 

physician in the previous year represent 
a “vulnerable population.”

There may be a more fundamental 
cause that could explain, in part, both 
primary findings. In 1971, Julian Tudor 
Hart, a Welsh general practitioner, pro-
posed the “inverse care law,” which 
states, “the availability of good medical 
care tends to vary inversely with the 
need for it in the population served.”2 
The social determinants of health (when 
poverty and marginalization make peo-
ple sicker) are largely the same as the 
social determinants of health care (when 
the same factors make good care harder 
to access). As a result, individuals who 
need care the most are least likely to get 
it, even in a publicly funded system.3–7

We appreciate the authors’ conclu-
sions, which advocate identifying and 
proactively retaining patients most 
likely to be lost to follow-up. We 
encourage readers to consider these 
findings at the level of our society and 
health care system.

If we want a system that effectively 
prioritizes and responds to medical 
need, it might be necessary to engage 
the underlying social, political and eco-
nomic factors that determine who gets 
sick and who gets good care. In doing 
so, an effective health care system 
would also be a fair one, and a force for 
social equity.
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