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WASTE NOT, WANT NOT
Reducing variation in clinical practice to deliver  

effective treatment equitably.

“Both under-use and 
over-use of treatments are 
rife in this and most other 
countries and are enemies 

of effective healthcare.”

ONE
Variation in the provision of specific health 
services may be appropriate but it can also 
suggest waste or inequity within the NHS.

TWO
Both under-use and over-use of medical 
interventions can be costly and expose 
patients to unnecessary risk. 

THREE
Variation that cannot be explained by the 
needs of patients may occur on the basis 
of geography (‘postcode prescribing’), 
on account of the preferences and 
habits of clinical decision makers, 
or due to other factors, such as the 
socioeconomic status of patients.

FOUR
Variation is demonstrable in many areas 
of medical practice, including prescribing 
patterns, hysterectomy, treatment for 
people with coronary disease, and 
tonsillectomy among children.

FIVE
Inappropriate variation may be a  
function of poor knowledge, the flawed  
application of the correct knowledge,  
a lack of resources, or the inappropriate 
allocation of extant resources.

SIX
The efforts of the National Institute for  
Health and Clinical Excellence and 
Connecting for Health in the effective 

dissemination of knowledge 
should be redoubled.

SEVEN
Commissioners of health services 
should reaffirm their commitment 
to the NHS principle of equity, and 
techniques should be developed further 
to facilitate benchmarking of provision.

EIGHT
The National Institute for Health and  
Clinical Excellence should be asked  
to issue guidance to the NHS on 
disinvestment, away from established 
interventions that are no longer 
appropriate or effective, or do 
not provide value for money.
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the doyen of evidence-based 
medicine, professor archie 
cochrane (who died in 1988), 
was a medical student in london 
in the 1930s. there was a rally 
about the possibility of a national 
Health Service, and he decided 
to go. the official banner is said 
to have carried the slogan 
‘all treatment must be free’. 
cochrane constructed his 
own, which read ‘all effective 
treatment must be free’. 

With its strong underpinning ethos of 
equity, its ability to make systematic 
policies and its non-profit foundations,  
the NHS has a unique opportunity to 
address the fundamental causes of 
inappropriate variation in treatments 
and treatment rates. Cochrane’s 
celebrated vision of the 1930s, that 
‘all effective treatment must be free’, 
is not yet fulfilled. More than many 
other healthcare systems, which also 
experience such variation, the NHS can 
solve this long-standing problem.

For almost 60 years, the National 
Health Service has been the mainstay of 
healthcare provision in England. By any 
standards, it is a large organisation, 
employing 1.4 million staff, and the diversity 
of the activities undertaken is huge. 

Behind the numbers are the personal 
experiences of patients, for whom a 
consultation or operation may constitute  
a profound life event.  

All citizens have the right to expect 
the same high standard of care and 
the same level of access to treatment 
and services. One of the founding 
principles of the NHS was that services 
should be equitable. This remains the 
case today, just as it was in 1948. 

An equitable service is not one 
where the model of provision is inflexibly 
standardised across the country, where  
one general practice or district general 
hospital is a carbon copy of another.  
Just as the health needs of individual 
patients differ, so too do those of local 
communities. In an equitable service,  
variety is permissible, indeed essential,  
to guarantee fair access to appropriate care. 

Since the inception of the NHS, 
the range and complexity of available 
treatments has grown substantially,  
as has the public’s demand for medical 
care. The cost of healthcare has continued 
to rise, with the Department of Health’s total 
resource budget standing at over  
£75 billion for 2004/05. Financial resources 
are finite, the demands placed on them 
are very great, and ways are constantly 
being sought to ensure that limited 
resources can be made to go further.

Studies of the pattern of healthcare 
provision in North America, Britain and other 
developed countries from the mid-20th 
century onwards have consistently shown 
striking variations in clinical intervention 
rates between and within local services. 

In the 1960s, analysis of records in one 
American state demonstrated a three- to 

four-fold variation in rates of intervention for 
six common surgical procedures across  
11 regions. Even more striking findings 
were made in a second state. This work 
was followed in 1973 by a study showing 
that the rate of surgical intervention in 
Canada was approximately 50% higher 
than that in England and Wales, even 
when adjusted for the different age and 
sex characteristics of the two populations. 
The number of surgeons employed varied 
accordingly. There was no discernible 
difference in outcome (mortality) to 
suggest that one rate was any more 
appropriate than the other.

The way in which clinical decisions are 
made, the extent to which they depart from 
research evidence, and the factors that 
determine compliance with best practice 
have also been extensively studied by 
clinical and health service researchers. 

Despite this, the solution to the 
problem of clinical practice variation has 
not been found, although there have been 
improvements in some fields. Efforts 
have been made within the NHS since at 
least the mid-1980s to promote so-called 
clinical effectiveness. The evidence-
based medicine movement emerged in 
the early 1990s to try to close the gap 
between a clinical benefit established 
in research studies and its use at the 
bedside. Today, the potential flaws of 
individual research studies are more 
widely acknowledged, and the place of 
systematically-reviewed, patient-centred 
evidence, along with attention to its 
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dissemination, is increasingly recognised.  
The work of the National Institute for 
Health and Clinical Excellence, the 
creation of National Service Frameworks, 
the systematic work of the Cochrane 
Collaboration, and the production of 
guidelines by medical Royal Colleges 
and other professional bodies have all 
served to clarify best practice in relation to 
specific areas of clinical decision making. 

Similar initiatives have been taken in 
many other countries, but the intractable 
nature of the problem is illustrated by the 
remarkable studies of Elizabeth McGlynn 
and her colleagues, who showed that only 
just over half of American patients received 
care fully appropriate to their needs. Indeed, 
the Committee on Quality of Health Care 
in America stated in 2001 that ‘health care 
today... routinely fails to deliver its potential 
benefits’. The problem is a universal one 
and, to date, its solution remains elusive. 

Variation in the application of 
treatments, on a scale that cannot be 
explained by differing thresholds in 
patient need, is a frontier in the quality of 
healthcare that is yet to be conquered. 

Where significant variation in 
service provision exists but is not 
readily explained (for example by the 
age structure of the population), one 
of a number of problems exists:
•  over-use of treatments of little  

therapeutic value;
•  under-use of treatments of 

proven effectiveness;
•  misuse of treatments.

Although not easily quantifiable in 
financial terms, these problems lead to 
the waste of time and limited resources, 
poor outcomes of care, harm to 
patients and lost opportunities. 

Each of these scenarios may have 
a number of root causes, which are 
not mutually exclusive: 
•  poor knowledge on the part of 

the healthcare provider;
•  a discrepancy between what 

the healthcare provider knows 
should be done and what is done 
(a ‘knowing–doing’ gap);

•  insufficient resources, locally or generally, 
to allow appropriate practice; 

•  inefficient or haphazard prioritisation.
Variation may not relate simply to 

the frequency with which an intervention 
is carried out but also to the methods 
employed. When a hip replacement is 
performed, both the head of the femur 
and the pelvic socket (into which it fits) are 
often replaced: in 2005, 574 different head 
and socket combinations were used in 
operations in England and Wales. It seems 
implausible that meaningful data about 
the optimal combination can be gathered, 
or that money can be saved through 
bulk purchase, when such a multitude of 
products and suppliers is used in this way.  

HIP REPlACEmENT VARIATIONS

574
hip joint and socket 
combinations are 
currently used  
by the NHS for  
similar operations
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FIGURE 2
TODAY, CHILDREN FROM DEPRIVED BACKGROUNDS ARE MUCH MORE LIKELY TO
HAVE THEIR TONSILS REMOVED THAN THOSE FROM PROFESSIONAL FAMILIES  

Source: Hospital Episode Statistics, England 2004/05
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FIGURE 1
MOST CHILDREN FROM AFFLUENT
BACKGROUNDS IN THE 1930S HAD
THEIR TONSILS TAKEN OUT    

Source: Glover JA. The incidence of tonsillectomy in school
children. Proc R Soc Med 1938; 31:1219–36
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EXAmPlE 1: TONSIllECTOmy 
The precise function of the tonsils  
(a collection of lymphoid tissue at the back 
of the mouth) remains unknown, although 
it is thought that they may play a role in 
developing the body’s defences against 
common inhaled germs. The tonsils of 
some people, particularly children,  
may appear enlarged and, on occasion, 
they can become infected or obstruct the 
airway and interfere with breathing  
patterns during sleep.

In the early 20th century, a vogue 
rapidly developed for surgically removing 
the tonsils. By the 1930s, it was thought 
that as many as 200,000 people were 
undergoing the procedure per annum in 
the United Kingdom (quadruple today’s 
rate). Some doctors at the time mistakenly 
felt that a wide variety of other conditions 
might benefit from the procedure, including 
scarlet fever, nephritis, bronchitis, asthma 
and middle ear infections. Tonsillectomy 
carried a risk, with estimates attributing  
85 deaths or more per annum to 
post-operative complications such as 
bleeding. So alarming was the growth 
in tonsillectomies being carried out on 
children of elementary school age that 
my predecessor, Sir George Newman, 
was moved to highlight it in his Annual 
Report of 1923, cautioning against 
premature operative intervention. 

‘it is incumbent on all authorities and 
school medical officers to ensure that 
these operations are only undertaken 

when absolutely necessary, and 
that they are properly and skilfully 
conducted... it is my duty to say  
explicitly that i have formed the  
definite opinion that due and 
necessary care has not always 
been taken in this matter.’ 
Sir George Newman, Chief Medical Officer, writing on 
tonsillectomy among children in his 1923 Annual Report

In 1936, a child in Bexhill was 27 times 
more likely to undergo tonsillectomy than 
one living in Birkenhead. Furthermore, 
there was a marked variation in operative 
rates by social class, with the children of 
the affluent three times more likely than 
average to undergo the operation (see 
Figure 1). In 1938, 83% of boys starting at 
Eton College were said to have already had 
their tonsils removed. A committee of the 
Medical Research Council observed that 
tonsillectomy was being carried out as a 
‘routine prophylactic ritual for no particular 
reason and with no particular result’. 

By the late 20th century, although 
tonsillectomy was less favoured by the 
medical profession and rates had fallen, 
it remained one of the most frequently 
performed procedures in England with 
approximately 50,000 per annum, around 
half of them in children. Serious post-
operative bleeding now occurs in 1% of 
patients and, overall, the procedure is very 
much safer than previously. Over time,  
the acceptable indications for the operation 
have become more strictly defined. 

Accepted indications for tonsillectomy
•  Frequent acute tonsillitis (where indication 

is known, 86% of procedures relate  
to tonsillitis)

•  Recurrent abscesses (quinsy) (2% of 
procedures relate to previous quinsy)

•  Obstructive sleep apnoea  
(10% of procedures relate to  
pharyngeal obstruction)

Data on frequency taken from the National Prospective
Tonsillectomy Audit 

There continues to be a significant 
geographical variation and, remarkably, 
the relationship with social class seems to 
have been reversed. Now, children from 
affluent families are significantly less likely 
to undergo the procedure than those from 
deprived backgrounds (see Figure 2).

Such substantial variation in 
tonsillectomy rates between areas cannot 
be explained by the medical needs of 
patients, and the variation on the basis 
of social class also points to other 
explanations. The impact of recurrent 
throat infections in childhood is substantial, 
causing absence from school on the part 
of the child and from work on the part 
of caregivers. It is no surprise that the 
experience of such disruption goes on to 
colour a family’s view of the desirability, 
or otherwise, of tonsillectomy. Patients 
access tonsillectomy, under a specialist 
surgeon, through the wider healthcare 
system – historically school medical officers 
and now general practitioners. The referral 
behaviour of these clinicians, the habits of 
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FIGURE 3
OVER THE LAST FIVE YEARS, THE GROWTH IN INTERVENTIONS 
TO TREAT CORONARY ARTERY DISEASE HAS BEEN ENTIRELY 
IN ANGIOPLASTY RATHER THAN OPEN HEART SURGERY
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FIGURE 4
THE GROWTH IN INTERVENTIONS TO TREAT CORONARY ARTERY DISEASE HAS VARIED IN DIFFERENT AREAS OF ENGLAND* 

Source: Hospital Episode Statistics 2000/01 to 2004/05
* Each line on the graph represents a strategic health authority in England
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the specialist surgeon and the interaction 
between doctors and caregivers dictate 
intervention rates.  

Such a profound variation between 
social classes, and the dramatic reversal  
in the relationship that seemed to occur in 
the 1950s and 1960s, offers an important 
insight. When tonsillectomy was a 
procedure in the ascendancy, in fashion 
and approved of by the medical 
establishment, it was the affluent who  
had greatest access to it. Today, when  
the recognised indications for the 

procedure are more limited (and in an era 
of concern about the possible transmission 
of Creutzfeldt-Jakob disease through 
tonsillectomy), it is the affluent, better 
equipped with information and empowered 
to influence the decisions that concern 
them, who have been able to alter their 
pattern of healthcare more effectively. 

If all children in England underwent 
tonsillectomy at the same rate as the top 
fifth in terms of affluence, around 8,000 
operations could be avoided per annum 
and over £6 million saved. 

EXAmPlE 2: CORONARy 
REVASCUlARISATION 
A heart attack may occur when heart 
muscle fails to receive sufficient blood 
because of a narrowing in the coronary 
arteries. Such narrowing is due to the  
build-up of fatty cholesterol deposits within 
the vessel wall. In patients with symptomatic 
heart disease (angina or a previous heart  
attack) and in whom significant focal 
narrowing in the blood vessels is 
demonstrated by specialist investigation,  
a procedure to improve flow to the territory 
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FIGURE 5
THE NUMBER OF REVASCULARISATIONS CURRENTLY PERFORMED FALLS WELL
SHORT OF THE LIKELY NEED FOR THE YEAR 2015 IN MANY PARTS OF ENGLAND  
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of the heart supplied by that vessel may  
be appropriate. 

Twenty years ago, the only option for 
achieving such ‘revascularisation’ was a 
coronary artery bypass graft, a surgical 
operation in which blood vessels taken from 
other parts of the body are used to bypass 
diseased coronary segments. Open heart 
surgery is still necessary for some forms 
of coronary heart disease but there is now 
another option. A less invasive procedure 
known as angioplasty, whereby a balloon  
is inflated within the vessel in order to widen 
it, was first introduced in 1977. With the 
advent of stents (cylindrical meshes that 
hold open the vessel following dilatation), 
angioplasty has come to be regarded as  
a valid alternative to cardiac surgery for 
many (although not all) types of coronary  
heart disease. 

Since publication of the National Service 
Framework for Coronary Heart Disease 
and the NHS Plan in 2000, the timely 
treatment of heart disease in England 
has been a focus of attention. Overall 
rates of revascularisation have increased 
dramatically (see Figure 3). However, 
activity has grown in some areas of the 
country at a very different rate to that in 
others (see Figure 4).

Variation in the rate of coronary 
revascularisation per se is to be expected. 
The amount of coronary disease within 
given populations differs significantly 
according to the prevalence of the risk 
factors for atherosclerosis. The factors 
that have an impact at population level 
include an older age profile, higher rates of 

smoking, higher levels of obesity or diabetes 
(influenced in turn by a population’s ethnic 
make-up), and a higher proportion of males 
in the population. Other factors, such as the 
extent to which a population uses health 
services, may have an indirect influence 
(by impacting on the identification and 
treatment, or otherwise, of high  
blood pressure). 

Examining the crude rate of 
revascularisation in each area of the country 
is therefore misleading and unhelpful. 
Rather, it is necessary to estimate a specific 
population’s need for revascularisation and 
then compare actual provision with that 
need. An equitable NHS will provide more 
revascularisation services to populations 
with a higher proportion of people with 
heart disease. In this respect, the NHS is 
not currently equitable. 

In 2000, the National Service 
Framework for Coronary Heart Disease 
identified an appropriate national rate 
for revascularisation of 1,500 per million 
people per annum. Since then, rates of 
revascularisation (notably via angioplasty) 
have continued to rise throughout the 
developed world. One factor driving this 
rise is the vogue for immediate angioplasty 
as a treatment for heart attacks. Analysts 
have therefore identified several other 
potential national rates for the year 2015 
– these are not targets, but rather modelled 
projections of need. One such figure, at the 
more conservative end of the spectrum, is 
a rate of 1,900 revascularisations per million 
people. By developing a model to assess 
the needs of local populations, it is possible 

to estimate the different rates necessary  
in each locality in order to achieve this 
national headline figure. In this way, one  
can examine current provision against the  
likely requirements in 2015. Any mismatch, 
in either direction, can then be analysed 
(see Figure 5).

Some local health communities will be 
required to achieve very dramatic increases 
in the number of procedures performed in 
order to provide their population with an 
equitable level of service (see Figure 6). 

FIGURE 6
THE INCREASE IN THE NUMBER OF
REVASCULARISATIONS REQUIRED TO MEET
THE ANTICIPATED NEED IN THE YEAR
2015 VARIES WIDELY ACROSS ENGLAND 

Source: Hospital Episode Statistics and Department
of Health Modelling Team
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FIGURE 7
THE PRESCRIPTION OF STATINS IN PRIMARY CARE TRUSTS
GENERALLY RELATES TO THE BURDEN OF DISEASE BUT
THERE ARE MANY NOTABLE OUTLIERS   

 
 

Source: Prevalence data from quality and outcomes framework 2004/05, prescription data
from prescription pricing division of NHS business services authority
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Furthermore, there is notable variation 
across England in patient access to either 
surgery or angioplasty. In some parts of the 
country, patients having revascularisation 
are more than twice as likely to have it 
delivered through angioplasty as they  
would be in other areas.

Efforts to increase revascularisation 
capacity around the country focus 
predominantly on the further provision of 
angioplasty facilities. In the future, it will 
be important not only to observe capacity 
and whether crude clinical need is being 
met, but also to keep a check on the 
options available to patients as to how 
revascularisation is carried out (as, for  
some groups, bypass surgery may  
remain the more appropriate option). 

EXAmPlE 3: STATIN PRESCRIPTION 
Patients identified as being at high risk of 
future coronary events, whether on account 
of their risk factors or by having a personal 
history of coronary disease, have an 
improved survival rate when they receive a 
number of different types of drug treatment. 
Data from an ongoing national audit have 
demonstrated that a very high proportion 
of patients are now prescribed the relevant 
drugs when discharged from hospital 
after a heart attack. There are fewer data 
regarding those at risk but with no personal 
history of disease.

Statins reduce the level of cholesterol in 
the blood, a risk factor for further, or future, 
vascular disease. There are clear guidelines 

as to which patients should be offered statin 
therapy, based on their risk of a vascular 
event (heart attack or stroke) over the 
subsequent years. For some people, levels 
of risk are intermediate and statins can be 
purchased over the counter (although the 
prescription threshold has not been met). 

One might expect that populations 
with a heavy burden of cardiovascular 
disease would demonstrate higher statin 
prescription rates. When prescription rates 
are compared with the crude premature 
death rate from coronary heart disease by 
strategic health authority, this relationship 
is apparent and has become stronger 
between 2002 and 2005.

However, hidden at this scale is the 
variation that occurs locally, between 
primary care trusts, in rates of statin 
prescription in relation to the needs of 
the local population. Some patients are 
not receiving the therapy that they ought 
to receive, whether through a lack of 
engagement with the local health service or 
through the fault of clinical decision makers 
or budget holders. When the burden of 
heart disease is determined by the returns 
of general practices (rather than by crude 
death rates), discrepancies persist. Access 
to evidence-based therapies to reduce the 
chances of further cardiovascular disease  
is not currently equitable (see Figure 7). 

EXAmPlE 4: HySTERECTOmy IN 
yOUNGER WOmEN 
Hysterectomy, the surgical removal of 
the womb, is an operation carried out 

for a number of indications, including 
excessively heavy vaginal bleeding 
(occurring in pre-menopausal women 
and accounting for nearly half of all 
hysterectomies) and suspicion of 
malignancy (largely in post-menopausal 
women). Hysterectomy is not a minor 
undertaking – associated with it are 
complications, hospital stays and costs. 
Historically, rates of hysterectomy  
have varied geographically without 
apparent cause (see Figure 8). 

FIGURE 8
THE MEAN ANNUAL RATE OF HYSTERECTOMY
VARIES MARKEDLY ACROSS ENGLAND 

Source: Hospital Episode Statistics 1997/98 to 2004/05
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FIGURE 9
THE NUMBER OF HYSTERECTOMIES AMONGST WOMEN
AGED 40–59 YEARS IN ENGLAND HAS BEEN FALLING

Source: Hospital Episode Statistics 1997/98 to 2004/05

1997/98 1998/99 1999/
2000

2000/01 2001/02 2002/03 2003/04 2004/05

H
Y

S
TE

R
EC

TO
M

IE
S

 P
ER

 Y
EA

R

0

5000

10,000

15,000

20,000

25,000

30,000

35,000

40,000

YEAR

R
e

d
u

c
in

g
 va

R
iatio

n
 in

 c
lin

ic
a

l p
R

a
c

tic
e

 to
d

e
liv

e
R

 e
FFe

c
tiv

e
 tR

e
atM

e
n

t e
Q

u
ita

B
lY

W
A

S
TE

 N
O

T, W
A

N
T N

O
T



22

FIGURE 10
THE PERCENTAGE REDUCTION  BETWEEN 2000 AND 2005 IN HYSTERECTOMIES
FOR 40 TO 59-YEAR-OLD WOMEN WITH EXCESSIVE MENSTRUAL BLEEDING
VARIED WIDELY ACROSS ENGLAND  

 

Source: Hospital Episode Statistics 1999/2000 and  2004/05
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As early as the 1940s, it had become 
apparent that hysterectomy was not always 
undertaken for an appropriate reason. In a 
study of all hysterectomies undertaken at 
35 hospitals in California over a year, the 
procedure was found not to be justified in 
approximately 40% of cases (the rates in 
the 35 hospitals ranged from 5% to 84%). 

Today, hysterectomy is a common 
procedure, with almost 38,000 performed
in England in 2004/05. 

In the last decade, alternative 
treatments for heavy gynaecological 
bleeding have been developed and were 
favourably appraised by the National 
Institute for Health and Clinical Excellence in 
early 2003. It would therefore be expected 
that the numbers of hysterectomies carried 
out, particularly among younger women, 
should have fallen substantially following the 
introduction of this technology. 

Hysterectomy rates have indeed 
declined, falling by 13% (for all indications) 
and 31% (for women aged between 40  
and 59 years) between 2002/03 and 
2004/05, continuing a trend that began  
in the late 1990s (see Figures 9 and 
10). However, the rate of reduction has 
been variable across the country (and is 
unrelated to the baseline rate). 

For women aged between 40 and 59 
years with excessive menstrual bleeding, 
for whom alternative technologies are most 
appropriate, hysterectomy rates have fallen 
by as much as 64% in North Central London 
Strategic Health Authority but by as little as 
15% in Northumberland, Tyne and Wear 
Strategic Health Authority.

Data again illustrate the variability in the 
baseline rate of hysterectomy around 
England, most likely as a result of clinicians’ 
habits rather than of differential need.  
In addition, a variable uptake of new 
technologies can be demonstrated, 
reflecting differences in the use of resources 
and in the propensity of doctors and their 
patients to adopt innovative, evidence-
based interventions. 

If the average rate of hysterectomy in 
England could be reduced to that achieved 
in the 20% of the country with the lowest 
current rates, then 5,900 operations, costing 
£15 million, could be avoided per annum. 
Although the costs of alternative treatments 
would need to be taken into account, 
financial savings would still be substantial. 

dISCUSSION
Each example demonstrates that 
healthcare in the NHS is to some extent 
inequitable at present: the preference of 
clinicians, the socioeconomic status and 
empowerment of patients, and decisions 
regarding specific local resource allocation 
may influence clinical practice as much 
as the actual health needs of patients, the 
behaviour of any pathological process or 
the scientific evidence base. 

As technology advances, the range 
of possible interventions continues to 
grow. With finite resources available for 
the provision of healthcare, it is important 
that effective therapies to relieve significant 
conditions are adopted and that ineffective 
interventions are abandoned. When carried 
out with transparency and objectivity, 

priority setting is vital to the effective 
delivery of health services. 

Doctors and other clinical decision 
makers represent a vital resource in the 
NHS. Through their training, they are well 
placed to put evidence (as applied to the 
individual patient in front of them) into 
practice and so enable the population to 
reap the benefits of medical advances. 
Given the length and breadth of their 
training, doctors working as principals 
in general practice or as consultants in 
secondary care have often been regarded, 
both by themselves and by others, as 
independent and autonomous in their daily 
practice. These doctors have the experience 
to work without the supervision of others 
and to make complex and finely balanced 
decisions, but that is not to say that there 
is no place for guidelines and protocols to 
enable some standardisation of processes. 
No person is wholly independent of others, 
or of the system in which they work. 
Professional autonomy must not be used 
to mask inappropriate variations in the 
application of evidence to healthcare. 

Inexplicable variability in the delivery of 
specific health interventions across the NHS 
suggests one of a number of problems:
•  inappropriate resource allocation;
•  poor spread of new knowledge to the 

consulting room, either through doctors, 
their patients or both;

•  appraisal decisions and processes that 
are insufficiently robust and less effective 
than they might be, either in their subject 
matter, conduct, dissemination or 
implementation. 
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ACTION RECOMMENDED

“Cochrane’s celebrated vision of the 
1930s, that ‘all effective treatment 
must be free’, is not yet fulfilled.  

More than many other healthcare 
systems, which also experience such 

variation, the NHS can solve this 
long-standing problem.”

ONE 
Attention should be paid to the active 
management of knowledge and to the roles 
that the National Library for Health and 
Connecting for Health can play in improving 
and systematising access to quality-
assured information at the time and place 
of need. 
 
TWO 
The National Institute for Health and Clinical 
Excellence should work to improve access 
to the information it produces for both 

professionals and the public, assessing the 
needs and desires of different groups of 
clinicians and patients. 

THREE
In order to permit objective and transparent 
decision making by NHS commissioners, 
the National Institute for Health and Clinical 
Excellence should be asked to issue 
guidance in relation to disinvestment from 
established interventions that are of no 
proven value.

FOUR
Further consideration should be given to 
the feasibility of varying tariff payments  
from commissioners to providers of  
care, according to the effectiveness  
(and likely appropriateness) of the 
procedure in question. 
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