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testing, whereas other cases might be satisfactorily
investigated with imaging techniques.
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From universal health coverage to right care for health w

Achieving universal health coverage is the most
important means to advance health and wellbeing during
the next decade. Too many countries—and not only in
low-income or middle-income settings—do not have a
health system that provides “access to quality essential
health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all”,
as described in Sustainable Development Goal 3.8.*

Even many high-income countries, such as the USA
and the UK, see important inequalities in income, life
expectancy, and health outcomes,** and the prevailing
political and economic landscapes are not encouraging
for a reversal of this trend in the foreseeable future. At the
same time, changing demographics in many countries
mean that the share of the population with two or more
chronic conditions will increase. As a result, the resilience
and sustainability of health systems will be put under even
more pressure. In a recent report by the Organisation for
Economic Co-operation and Development, it is estimated
that the proportion of the population in European Union
countries aged 65 years or older will increase from 20%
in 2015 to 30% by 2060.* The same report states that in
2013, more than 1-2 million people in European Union
countries died from avoidable illnesses and injuries’—
people who would not have died had there been more
effective public health and prevention policies in place, or
more timely and effective health care. Yet all countries are
struggling with spiralling costs of health and social care,
with the prospect of rationing and restricting services—a
strategy that would increase inequality and injustice
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still further. Failure to provide treatment and preventive  published Online
care at all remains the unacceptable reality in many Jnvav82017
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thinking about the provision of health and health careto " '

achieve health and wellbeing for all.

In a Series of papers®® and Comments®* in The Lancet,
Vikas Saini and colleagues provide a framework for such
a change of thinking. The Right Care Series examines the
areas and extent of overuse and underuse of health and

and 191

medical services around the world. It defines overuse as
“the provision of medical services that are more likely to
cause harm than good”,® and underuse as “the failure to
use effective and affordable medical interventions”.* The
Series authors argue that both overuse and underuse
happen side-by-side in different countries, within
countries, among populations, within institutions,
and even for a single person. This situation offers an
enormous (and currently poorly recognised) opportunity
to tackle underuse and overuse together to achieve the
right care for health and wellbeing.

What is right care? In its simplest definition it is care
that weighs up benefits and harms, is patient-centred
(taking individual circumstances, values, and wishes into
account), and is informed by evidence, including cost-
effectiveness. The Series authors acknowledge that most
medical services fall into a grey zone where the benefit
and harm ratio for a given individual is unknown.
However, an important start is to think about, and
aim to influence, the drivers of poor, unnecessary, and
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harmful care. The authors argue that these drivers fall
into three important categories: money, finance, and
organisations; knowledge, beliefs, assumptions, bias,
and uncertainty; and power and human relationships.
To begin to address each of these levels, the roles of all
actors have to be examined closely: patients, community
leaders, and civil society; health-care providers and
health service organisations; national policy makers
and health technology assessment institutions; and
global health leaders and professional societies. The best
example, where progress is slowly being made, is perhaps
that of reduced antibiotic prescribing to combat antibiotic
resistance.™ Patients and the public need to be protected
from false information for private gain and actively
educated, engaged, and empowered to be able to make
and accept decisions that are right for them. Clinicians and
health-service providers need to examine their knowledge
continuously and honestly, taking account of their biases
and motives for decision making. Atul Gawande, writing
for The New Yorker,> admits that “as a doctor | am far more
concerned about doing too little than doing too much”,
and explains how the missed diagnoses and omitted
treatments haunt him far more than having caused harm
by too much treatment. And doctors and other health-care
workers need the right amount of time for each patient to
decide what the right care is. Our time-starved, factory-like
approach to primary care provision is not conducive to
delivering the right care with deleterious and more costly
consequences further down the line in a patient’s journey
through the health and social care system. National policy
makers, regulators, and health technology assessment
organisations need to work together to negotiate
affordable drug prices, and to publicly fund effective health
care and interventions. It is unbelievable that the UK still
funds homeopathy, on the one hand,” and has failed to
recognise the outrageously inflated price for phenytoin
sodium capsules for patients with epilepsy, on the other.*
Professional societies need to work together at a global
level to provide strong, unbiased, evidence-based, and
relevant treatment guidelines. Global health leaders need

to recognise the opportunity to eliminate poor care and
provide right care as the answer to truly and sustainably
achieve healthy lives and wellbeing for all.

This Series could form the basis for serious discussions
about what kind of health system we want for the
21st century as part of our commitment to universal
health coverage.
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Avoiding overuse—the next quality frontier

As nations move toward universal health coverage
(UHC), the stakes on quality of care rise. The poorest
people in the world can least afford poor quality health

care. They do not have the resources to repair the
damage when care goes wrong, their development
requires a healthy workforce, and money wasted
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