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Response: Re: Estimating the Cardiovascular
Disease Risk Reduction of a Quality
Improvement Initiative in Primary Care:
Findings from EvidenceNOW

To the Editor: In a comment regarding our recent publi-
cation," Young states that the phrase “[cardiovascular
disease] risk reduction would (. ..) avoid $150 million in
90-day direct costs” was misleading because our calcu-
lations did not include intervention costs.

We would like to respond to his comment:

1.

We disagree that the statement was misleading
because we did not refer to total costs savings of
the initiadve. We reported this cost reduction as
the implied reduction in direct medical costs only
due to the estimated atherosclerotic cardiovascular
disease (ASCVD) events. Specifically, we wrote:
“A recent study estimated that the average direct
90-day medical cost of a major cardiovascular
event was $47,433. Thus, the prevention of 3,169
ASCVD events would save approximately $150
million in direct medical costs.” (p. 5) These sen-
tences make it clear that we simply multiplied the
number of events (3,169) with associated costs
($47,443) to obtain an estimate of medical costs
avoided. By removing the context of these calcula-
tions in his response to our article, Young creates
the impression that our statement was misleading
in the first place when instead it was rather
precise.

Our study was not a cost-effectiveness study.
Right at the beginning of the abstract, we
describe the objective of this study as to estimate
“reductions in 10-year atherosclerotic cardio-
vascular disease (ASCVD) risk associated with
EvidenceNOW (.. .) that sought to improve car-
diovascular preventive care” (p. 1). Similarly, in
the introduction we describe the objective of
this study to “estimate overall reductions in
atherosclerotic cardiovascular disease (ASCVD)
risk (defined as nonfatal myocardial infarction,
coronary heart disease death, or fatal or non-
fatal stroke) that might be expected from
improvements in the ABCS brought about by
the external support of EvidenceNOW coop-
eratives” (p. 2). ABCS of cardiovascular pre-
ventive services are Aspirin prescribing for
high-risk patients, Blood pressure control for
people with hypertension, Cholesterol man-
agement, and Smoking screening and cessation
counseling. We did not mention the term “cost-
effectiveness” in our study because that was not
its objective.

A cost-effectiveness study would need to assess
the full costs and benefits of the initiative. We
agree with Young that a proper cost-effective-
ness study would need to assess the full costs of
the intervention. However, it is also important
to consider the full effects of an initiative. The
Second Panel on Cost-Effectiveness in Health
and Medicine defines effects as “health out-
comes, such as cases of disease prevented, years
of life gained, or quality- adjusted life-years.”
Arguably, the benefits of the preventive care
interventions studied in our report extend
beyond ASCVD events avoided. For instance,
there is a large societal cost of strokes and heart
attacks that we did not consider in our esti-
mate. Conducting a proper cost-effectiveness
analysis is difficult and complicated, and we
refer interested readers to the cost-effective-
ness literature on preventive care for cardiovas-
cular diseases.*”

It is well documented that routine preventive
care is not a driver of high healthcare costs in
the United States. Young also asserts that
“Americans must accept the realities of costs
and outcomes that every healthcare system in
every other developed country understand.
Most often, an ounce of prevention costs a ton
of money.” We find this statement peculiar
because there is no evidence that an overabun-
dance of routine preventive care, such as the
ABCS, are a driver of high healthcare costs in
the U.S. According to a recent JAMA publica-
tion that compared potential factors of spending
in the United States to those of 10 other high-
income countries, the U.S. spent 3 percent of
total national health expenditures on preventive
care, comparable to Germany, Sweden, Denmark
and Japan, and less in terms of share of total
national health expenditures than the United
Kingdom and Canada.® Instead, the study found
that “prices of labor and goods (...) appeared to
be the major drivers of the difference in overall
costs between the United States and other high-
income countries,” consistent with a previous in-
fluential study on that topic.” Even in the scenario
that preventive care can be expensive, there is no
doubt that it also results in significant healthcare
savings related to long-term complications and
adverse sequelae. To make claims about preven-
tive care being responsible for high healthcare
costs is simply inaccurate.
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