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Cutting the Cost  
of Health Care:
The Physician’s Role

  Our country is remarkably generative  
in the development of new diagnostic  
tests, drugs, and procedures— 
and remarkably undisciplined  
in their deployment.1

T he ever-increasing cost of health care is reason for every American to be con-
cerned. In 2008, for example, healthcare expenditures in the United States 
reached $2.4 trillion,2 accounting for 16% of gross domestic product.3 By 

2013, these expenditures had risen to almost $3 trillion annually, 17.4% of gross do-
mestic product.4 Worse still is the amount of wasteful spending in health care. A study 
by PricewaterhouseCoopers’ Health Research Institute, published in 2010, calculated 
wasteful spending at up to $1.2 trillion, more than half of all spending on health.5 
In 2012, Berwick and Hackbarth presented data that placed the lowest estimate of 
wasteful spending at 20% of all healthcare expenditures; however, they emphasized 
that the actual total might be far greater.6

 During the past 40 years, various steps have been taken to control healthcare costs, 
including global budgeting, managed competition, cost-sharing, and pay for perfor-
mance.7 Unfortunately, no effort of any sort has proved effective.
 There are many different causes of these exorbitant expenditures. Among them are 
an aging population; personal health habits such as smoking and improper diets that 
can lead to cancer, cardiovascular disease, and diabetes mellitus; the continuous devel-
opment and use of expensive new drugs and procedures; and a reimbursement system 
that often rewards both inappropriate and appropriate uses of technology.8 I will men-
tion other important causes in this editorial, but my main focus will be on the role that 
physicians play in creating this costly mess and on how we can help to fix it.

The Practitioner’s Responsibility
It is sometimes said that the most expensive technology in today’s health care is the 
physician’s pen. In that regard, I agree with policymakers who contend that more 
than 80% of our overall healthcare costs result from the patient-care decisions that 
we physicians make.8 We are the ones who order the expensive new drugs,9-11 tests, 
and procedures, often unnecessarily or inappropriately, and at times indiscriminately. 
Take, for example, the activity in almost any hospital in the U.S. There you will 
find—more often than not—that the daily number of computed tomographic scans 
and magnetic resonance images exceeds the daily number of simpler, cheaper, and 
usually sufficient studies, such as plain films of the chest or abdomen. You will also 
find that these expensive tests are typically performed in the absence of convincing 
written justif ication, a properly recorded and sufficiently detailed medical history, 
and an adequately conducted physical examination. To make matters worse, up to 
half of high-tech imaging procedures fail to provide information that improves patient 
welfare.12 Furthermore, except for magnetic resonance, these procedures deliver high 
and potentially dangerous doses of radiation, all too often unnecessarily. Facts such 
as these—high costs and low quality—prompt emphasis on high-value care (HVC), 
defined as care that balances potential benefits against the potential harms and costs 
of tests and treatments.13

 What drives physicians to overuse these exorbitant tests and procedures? From my 
vantage point as a medical educator, the most prevalent reason is “fishing”—scanning 
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the body part that is thought to be the source of the 
patient’s symptoms or problem, hoping that a diagnosis 
will somehow be reeled in.14 This routine takes little 
of the physician’s time, requires no special expertise, 
demands no discriminative thought, and serves as an 
easy and convenient way to obtain a lot of information 
quickly. In addition, it becomes a necessity for many of 
our current trainees and recent graduates who are labo-
ratory oriented, deficient in clinical skills, and poorly 
informed on the natural history of diseases.15

 Other typical reasons for overreliance on advanced 
technology include the fear of litigation (which results 
in the practice of “defensive medicine”16,17), the discom-
fort associated with diagnostic uncertainty or with pos-
sibly inadequate follow-up evaluations, a perceived need 
to satisfy patients’ demands, and insufficient knowledge 
of the tradeoff between the benefits, harms, and costs 
of most tests and procedures.18

 One additional point deserves emphasis. Imaging 
costs are reimbursed on a per-procedure basis. Con-
sequently, performing more procedures yields more 
revenue for the institution and for the physician who 
performs the procedures. Moreover, reimbursement 
for imaging studies is high in comparison with that 
for many other healthcare services. This disparity can 
encourage non-radiologists to acquire ownership inter-
est in imaging equipment from which they can benefit 
financially.12

 How do U.S. physicians in general view the prob-
lem of high healthcare costs? In a cross-sectional survey 
mailed in 2012 to 3,897 U.S. physicians randomly se-
lected from the American Medical Association’s Mas-
terfile, 2,556 responded (a 66% response rate).19 Only a 
third of the respondents believed that practicing physi-
cians have a major responsibility to reduce healthcare 
costs. In contrast, most respondents implicated trial 
lawyers, health insurance companies, hospitals and 
health systems, pharmaceutical and device manufac-
turers, and patients as the parties chiefly responsible.
 In that same survey, 76% of the physicians claimed 
to be aware of the costs of the tests and treatments that 
they recommend. However, evidence from several stud-
ies contradicts those assertions. A systematic review of 
physicians’ knowledge of diagnostic and nondrug thera-
peutic costs included 14 studies. The authors of the 
review found that just a third of physicians’ estimates 
were within 20% to 25% of the true costs.20 Because 
only 3 of the studies were from 2000 and later, it is pos-
sible that the findings do not reflect physicians’ current 
awareness of diagnostic and therapeutic factors. Regard-
less, the studies covered a 30-year span, during which 
the awareness did not change substantially. The authors 
therefore concluded that physicians’ awareness of the 
tested items remains poor.
 As part of another study,21 internal medicine residents 
and faculty at an academic tertiary-care hospital rated 

their agreement with a series of statements about health-
care charges, and they estimated the charges for 15 fre-
quently ordered diagnostic tests. Estimates within 25% 
of the true charge were considered to be correct. Seventy 
of the 126 eligible participants (56%) returned their sur-
veys. Less than a quarter of all responses were correct.

The Educator’s Responsibility
There is strong evidence that the education of today’s 
medical trainees falls short in regard to cost-conscious-
ness and HVC. The results of a recent nationwide sur-
vey of more than 18,000 internal medicine residents 
disclosed that only one quarter of them had a work-
ing knowledge of the costs of the tests and procedures 
that they ordered.18 However, most of them did report 
at least some exposure to faculty who taught high-
value care. Comparable f indings came from a much 
smaller study of surgical trainees.22 Another investiga-
tion showed that physicians with less than 10 years of 
experience have higher cost profiles than do physicians 
with 40 or more years of experience.23 The authors of 
that study suggested that the more costly practice style 
of newly trained physicians might be (and I believe is) a 
driver of rising healthcare costs overall.
 Results of a survey of U.S. internal medicine resi-
dency training programs provided ample explanation 
for such inadequate cost-consciousness among internal 
medicine trainees.24 Of the 370 programs contacted, 
261 (70.5%) completed the cost-conscious care ques-
tionnaires. Only 14.9% of the responding institutions 
had a formal curriculum in cost-conscious care. Accord-
ingly, it’s no wonder that most residents in one internal 
medicine training program indicated that their super-
vising physician did not consistently encourage them to 
consider costs when making their decisions.25

 Ever since expensive tests and procedures emerged in 
the 1970s, I have focused keenly on how they are used 
in patient care. Regrettably, I f ind that cost-conscious 
HVC receives little or no attention during teaching 
rounds. On the bright side, the importance of this 
subject has caught the nation’s attention, and steps are 
under way to transform graduate medical education to 
improve high-value care.26,27 In that light, the Medicare 
Payment and Advisory Commission recommended that 
nearly $3.5 billion for graduate medical education be re-
allocated to programs with curricula that train residents 
to practice cost-conscious HVC.26

Meeting the Challenge
From information presented here and from my own 
observations locally and nationally, relatively few phy-
sicians in the U.S. practice cost-conscious HVC. In-
creasing their ranks is not only our charge; it is our 
obligation. Happily, we have the ability to meet that 
challenge. Each of us should therefore begin by ac-
knowledging that we physicians play a major role in the 
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genesis of today’s healthcare expenditures. Next, all of 
us should strive to learn the prices of the various tests, 
procedures, and treatments that we initiate. Finally, and 
perhaps most important, we must be circumspect in our 
patient-care decisions. If we collectively adhere to this 
strategy, our patients will benefit greatly, our trainees 
will have the proper model to emulate, we will preserve 
and promote the fundamental principles of our profes-
sion, and we will cut healthcare costs substantially.

References
  1. Cooke M. Cost consciousness in patient care--what is medical 

education’s responsibility? N Engl J Med 2010;362(14):1253-
5.

  2. Centers for Medicare & Medicaid Services, Office of the Ac-
tuary: data from the National Health Statistics Group, 1987-
2010 and Bureau of Economic Analysis, September 2011 
[Internet]. Available from: https://www.cms.gov/Research-
Statistics-Data-and-Systems/Statistics-Trends-and-Reports/
NationalHealthExpendData/downloads/sponsors.pdf [2011 
Sep; cited 2015 Oct 28].

  3. Bentley TG, Effros RM, Palar K, Keeler EB. Waste in the 
U.S. health care system: a conceptual framework. Milbank Q 
2008;86(4):629-59.

  4. Centers for Medicare & Medicaid Services. National Health 
Expenditures 2013 Highlights. Available from: https://
www.cms.gov/Research-Statistics-Data-and-Systems/ 
Statistics-Trends-and-Reports/NationalHealthExpendData/ 
downloads/highlights.pdf [cited 2015 Oct 28].

  5. PricewaterhouseCoopers’ Health Research Institute. The 
price of excess: identifying waste in healthcare spending [In-
ternet]. Available from: http://pwchealth.com/cgi-local/hreg 
ister.cgi/reg/waste.pdf [2010; cited 2015 Oct 28].

  6. Berwick DM, Hackbarth AD. Eliminating waste in US 
health care. JAMA 2012;307(14):1513-6.

  7. Detsky AS, Verma AA. A new model for medical education: 
celebrating restraint. JAMA 2012;308(13):1329-30.

  8. Crosson FJ. Change the microenvironment. Delivery system 
reform essential to control costs. Mod Healthc 2009;39(17): 
20-1.

  9. Everett BM, Smith RJ, Hiatt WR. Reducing LDL with 
PCSK9 inhibitors--the clinical benefit of lipid drugs. N Engl 
J Med 2015;373(17):1588-91.

10. Schulman KA, Balu S, Reed SD. Specialty pharmaceuticals 
for hyperlipidemia--impact on insurance premiums. N Engl J 
Med 2015;373(17):1591-3.

11. Young RC. Value-based cancer care. N Engl J Med 2015;373 
(27):2593-5.

12. Hendee WR, Becker GJ, Borgstede JP, Bosma J, Casarella 
WJ, Erickson BA, et al. Addressing overutilization in medical 
imaging. Radiology 2010;257(1):240-5.

13. Owens DK, Qaseem A, Chou R, Shekelle P; Clinical Guide-
lines Committee of the American College of Physicians. 
High-value, cost-conscious health care: concepts for clinicians 
to evaluate the benefits, harms, and costs of medical interven-
tions. Ann Intern Med 2011;154(3):174-80.

14. Fred HL. Drawbacks and limitations of computed tomogra-
phy: views from a medical educator. Tex Heart Inst J 2004;31 
(4):345-8.

15. Fred HL. Hyposkillia: deficiency of clinical skills. Tex Heart 
Inst J 2005;32(3):255-7.

16. Studdert DM, Mello MM, Sage WM, DesRoches CM, 
Peugh J, Zapert K, Brennan TA. Defensive medicine among 

high-risk specialist physicians in a volatile malpractice envi-
ronment. JAMA 2005;293(21):2609-17.

17. Carrier ER, Reschovsky JD, Katz DA, Mello MM. High phy-
sician concern about malpractice risk predicts more aggressive 
diagnostic testing in office-based practice. Health Aff (Mill-
wood) 2013;32(8):1383-91.

18. Ryskina KL, Smith CD, Weissman A, Post J, Dine CJ, Boll-
mann K, Korenstein D. U.S. internal medicine residents’ 
knowledge and practice of high-value care: a national survey. 
Acad Med 2015;90(10):1-7.

19. Tilburt JC, Wynia MK, Sheeler RD, Thorsteinsdottir B, 
James KM, Egginton JS, et al. Views of US physicians about 
controlling health care costs [published errata appear in 
JAMA 2013;310(19):2102 and JAMA 2013;310(8):857]. 
JAMA 2013;310(4):380-8.

20. Allan GM, Lexchin J. Physician awareness of diagnostic and 
nondrug therapeutic costs: a systematic review. Int J Technol 
Assess Health Care 2008;24(2):158-65.

21. Tek Seghal R, Gorman P. Internal medicine physicians’ 
knowledge of health care charges. J Grad Med Educ 2011;3 
(2):182-7.

22. Chandawarkar RY, Taylor S, Abrams P, Duffy A, Voytovich 
A, Longo WE, Kozol RA. Cost-aware care: critical core com-
petency. Arch Surg 2007;142(3):222-6.

23. Mehrotra A, Reid RO, Adams JL, Friedberg MW, McGlynn 
EA, Hussey PS. Physicians with the least experience have 
higher cost profiles than do physicians with the most experi-
ence. Health Aff (Millwood) 2012;31(11):2453-63.

24. Patel MS, Reed DA, Loertscher L, McDonald FS, Arora VM. 
Teaching residents to provide cost-conscious care: a national 
survey of residency program directors [published erratum ap-
pears in JAMA Intern Med 2014;174(3):484]. JAMA Intern 
Med 2014;174(3):470-2.

25. Post J, Reed D, Halvorsen AJ, Huddleston J, McDonald F. 
Teaching high-value, cost-conscious care: improving resi-
dents’ knowledge and attitudes. Am J Med 2013;126(9):838-
42.

26. Hackbarth G, Boccuti C. Transforming graduate medical ed-
ucation to improve health care value. N Engl J Med 2011;364 
(8):693-5.

27. Sommers BD, Desai N, Fiskio J, Licurse A, Thorndike M, 
Katz JT, Bates DW. An educational intervention to improve 
cost-effective care among medicine housestaff: a randomized 
controlled trial. Acad Med 2012;87(6):719-28.

http://prime-pdf-watermark.prime-prod.pubfactory.com/ | 2025-02-05


