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The road we’ve traveled and the role of frames 

• Frames 

– Evidence-based medicine 

– Cost-effectiveness 

– Comparative effectiveness 

– The Risk Society 
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Evidence-based medicine 

• Scientific Medicine - Guyatt (1990) 

• Evidence-based Medicine – Guyatt (1991) 

• Clinical Epidemiology – Sackett- Feinstein-
Fletcher (1980-1985) 
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Cost-effectiveness 
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Cost-effectiveness 

• What is the maximum acceptable incremental 
cost-effectiveness ratio? (Weinstein 1995) 

– a rule of thumb (which may be more or less 
arbitrary) 

– a league table approach 

– a revealed preference approach, and  

– a stated preference approach 
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Cost-effectiveness 

• It is apparent that cost-effectiveness analysis is 
extremely controversial for beneficiaries, providers, 
and suppliers. It raises fears of rationing based on cost. 
HCFA has not and does not intend to make coverage 
decisions based solely on cost-effectiveness, and we 
will not refuse to cover services merely because they 
are costly. Moreover, manufacturers or providers do 
not need to submit formal cost-effectiveness analyses 
to HCFA in order to have a service considered for 
coverage. 

Bruce Vladeck, Administrator of the U.S. Health Care Financing Administration, in 
testimony before Congress, 1997 
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Comparative effectiveness 

• Study Populations Representative of Clinical Practice 

• Focus on the Individual Rather Than the Average Patient 

• Study Two or More Interventions in Direct Comparison 
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Comparative effectiveness 
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Comparative effectiveness 
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Comparative effectiveness 
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The Risk Society 

• The quest for regulation is expected to grow in the near future as 
a consequence of the emergence of a ( world ) risk society (Beck 
1992, 1999, 2008, 2011 )  

• Risks related to food, drugs, infectious diseases, climate change, 
and financial crises have steadily been penetrating all conditions 
of life in recent times.  

• One of the most immediate consequences of a world risk society 
is that the decisions, acts, and omissions of few entail risks for 
many.  

• A major source of these emerging risks entailing large societal 
damage can be traced to the growing complexity and  
connectivity brought about by an ever more global economy.  

• As a result, small adverse shocks can have catastrophic 
consequences 
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The inconvenient truth 

• Resources are limited and we face to take hard 
decisions under uncertainty between different 
options and environments 

• Prioritisation is the missing word that puts us 
in an alarm zone 
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Prioritisation 

• Our analysis is agnostic with regard to the normative 
claims for and against CEA as a means of making 
priority setting decisions. Instead we have surveyed the 
reasons cited for the modest impact to date and the 
apparent disparity between national guidance-
producing bodies and local decision makers.  
 

• Information of any type is generally only considered 
important when the broader environment creates the 
demand for it. This is not to suggest that the quality and 
reliability of information is unimportant or that health 
economists do not have a role to play in shifting 
attitudes of healthcare decision makers.  
 

• It does imply, however, that those who seek to promote 
the efficient and equitable distribution of scarce  
resources must avoid naivety: information is only as 
influential as politics, institutions and values allow. 
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Prioritisation  
• OECD countries adopt different perspectives for comparators: 

– Some countries such as Australia (for pharmaceuticals, procedures and 
in vitro diagnostic medical device) and Finland, compare the new 
technology with the technologies which are most likely to be replaced, 
while others such as Belgium, Canada (for pharmaceuticals), the Czech 
Republic, Hungary, Israel, the Netherlands, Norway, Poland, the Slovak 
Republic (for pharmaceuticals and medical devices), as well as Spain 
and the United Kingdom compare the new technology with the 
technologies which are considered routine treatment.  
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Prioritisation  
• Countries have been reluctant to define and publish an Incremental 

Cost-effectiveness ratio (ICER) threshold, partly because of the 
difficulties in setting up such a benchmark  

– Some analysts argue that defining and publishing ICER thresholds 
may incentivise manufactures toset prices close to the threshold, 
also referred to as “strategic pricing” 
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The way ahead 

• The “comparative effectiveness” frame, who has 
build it? Why? Who feeds it? Why? 
– Understanding the birth, growth and death of a frame 

is specially relevant. 

• Is there any alternative frame available? 
• And what will be the role of comparative 

effectiveness research and economic evaluation 
then? 

• Are health economists on the comfort zone, 
discomfort zone or alarm zone in ligth of current 
innovation and social challenges? 
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The way ahead 

Frames are mental structures that shape the way 
we see the world. As a result, they shape the goals 
we seek, the plans we make, the way we act, and 
what counts as a good or bad outcome of our 
actions. In politics our frames shape our social 
policies and the institutions we form to carry out 
policies.  

To change our frames is to change all of this. 

  

Lakoff (2004) 
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• @pereibern 

• blog: http://econsalut.blogspot.com 
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