
are tough requirements, but they are likely to ensure
greater rigour and relevance for future research.
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Shared decision making in a publicly funded health
care system
Policies exist to reduce the risk of conflict between individual and society

Imagine you are a general practitioner. A middle
aged male patient of yours has taken a cholesterol
test at a pharmacy which showed raised concentra-

tions and wants to discuss his treatment options.
Following sound evidence1 and national guidelines,2

you tell him that, because he has no other risk factors,
medical intervention is not warranted. However, the
patient knows that recent trial evidence shows that
statins can reduce cardiac events even in populations
with mildly raised total cholesterol concentrations.3

You know that such use could greatly increase the cost
of such drugs—to as much as £3.5bn in England,4 from
£113m in 1997.1

You support shared decision making with
patients,5 6 but you recognise the dilemma here: should
you see yourself as the agent of the patient, focusing on
the effectiveness of treatments, or of the healthcare sys-
tem and the population it serves, focusing on
affordability?

If you choose the system perspective there is more
scope for conflict between you and the patient about
the treatment of choice. In some cases conflict can arise
because the patient’s choice is likely to affect negatively
the health of others. For example, the efficacy of some
forms of immunisation requires high utilisation to
ensure herd immunity, but individuals focusing on its
costs and benefits to them may decide not to have
immunisation. Similarly, a patient requesting antibiot-
ics for a simple viral infection may be reluctant to rec-
ognise the dangers to population health of inappropri-
ate antibiotic use.

In most cases the treatment chosen by the
individual patient does not so directly impact on the
health of others, yet it will still have an opportunity
cost. Resources used to treat one individual will be
unavailable for other patients covered by the same
health system. This situation applies to all collectively
funded systems, including those based on private

insurance.7 Moreover, when patients do not personally
bear the costs of treatment there is little incentive for
them to constrain their pursuit of maximum health
gain. If, together with the patient, you decide to
prescribe statins because it will slightly reduce his risk
of a cardiac event, regardless of the cost of this form of
management, the patient’s extra benefit will be at the
expense of others in the system who are unable to have
their preferred—and possibly more effective—
treatment. If the objective of the system is to maximise
total health benefits from available resources then,
within a collectively funded system, the individual
doctor-patient partnership may not be able to make an
unconstrained choice.

If shared decision making is an important policy
objective how can the risk of conflict be reduced? One
approach is to augment the clinical evidence with
information about costs of treatment.8 You and your
patient would then be expected to weigh up all the
attributes of treatment, including costs. To be
consistent with the system’s goal, the final decision
needs to strike a balance between the likely benefits to
your patient and the benefits forgone to other patients.
Healthy individuals may behave altruistically in health
care—blood donation is one example. Nevertheless, it
is an important research question whether, when the
implications of limited resources are explained to
them, ill patients are willing to agree to decisions which
result in less chance of health gain for themselves but
improved aggregate outcomes.

An alternative to relying on the individual patient’s
altruism is for the doctor to filter the information and
tell patients only about treatments the health system is
willing to fund. However, as more sources of
information become available to the patient, for
doctors to discuss only cost effective treatment options
would threaten the trust that has to underlie a success-
ful partnership.
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A more promising approach to lessening the con-
flict between the doctor and patient is to make a clear
distinction between clinical guidelines, which inform
doctors (and, through them, their patients) about the
health related attributes of treatments, and system
guidelines, which indicate which treatments the
system will fund.9 Telling the patient about all available
treatments while also indicating which ones the
system will fund will not, of course, remove the
conflict. Rather, it shifts it away from the consulting
room towards the policymakers who decide what the
system will fund. But this is the most appropriate place
for systemwide funding decisions if the process is
transparent, based on good analytical methods and
explicit system objectives, and, ideally, has high levels
of political accountability. In some countries sys-
temwide statements are provided about whether
particular healthcare interventions will be funded
from public resources—for example, in the case of new
pharmaceutical products in Australia10 and Ontario.11

The National Institute for Clinical Excellence in Eng-
land represents an opportunity for the NHS to
provide clear statements about whether or not it will
fund particular interventions and, if so, for which
patients.

Thus you would be able to share all relevant infor-
mation with your patient about the clinical implica-
tions of statins, perhaps emphasising the very small
changes in cardiac risk they would generate, but you
could also tell him that the health service had ruled out
funding these drugs for people like him.

But what if your patient continues to want statins?
In many countries he could fund the treatment
himself. The extent to which private funding is permit-
ted, either through private insurance or payments at
the point of consumption, is ultimately a political deci-
sion, reflecting, among other things, society’s beliefs
about equity in and access to health care. Therefore the
conflict between the individual and society reaches its

ultimate manifestation in political choices about a pre-
ferred healthcare system.
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