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Value in health care is becoming increasingly impor-
tant as concerns regarding sustainability and accessi-
bility continue to rise.1–3 Wasteful interventions are 

common in clinical practice, and inefficiencies seem to be 
deeply embedded in our medical culture.2–7 Stakeholders at 
many different levels of the health care system are actively 
seeking to improve efficiency of care.2,6,8–11 Cost can be con-
sidered a financial incurrence, resource use or harm that 
occurs as a direct consequence of a medical intervention. 
Value is an assessment of both the medical benefit of a given 
intervention and its associated costs. A small medical benefit 
combined with high costs will yield a low‐value intervention 
and vice versa.

The need for payers and policy-makers to optimize alloca-
tion of limited resources at a health system or societal level can 
conflict with medical decision-making at the patient level, 
because it challenges physicians’ traditional notion of “doing 
the best for your patient at whatever cost.”1,6,8–10 The Choosing 
Wisely campaign, originally launched in the United States in 
2012 and launched in Canada in 2014, aims to educate the pub-

lic and practi​tioners about high-value patient care and foster an 
open conversation about value in health care between patients 
and their physicians.3,12 Despite these efforts, it is unclear if 
physicians are ready to embrace this concept in clinical practice.

Currently, there is no consistent framework available to 
assist physicians in discussing the value of interventions 
with their patients. We conducted a survey of practising 
internists at McMaster University, Hamilton, Ontario, to 
determine how ready they were to embrace and openly 
address high-value care during conversations with patients 
or their families by presenting them with common hypo-
thetical clinical scenarios.
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Background: Choosing Wisely Canada is a campaign that fosters conversations between physicians and patients about high-value 
health care. However, little is known about physicians’ readiness to have these conversations. Our objective was to determine how 
ready practising internists were to embrace and openly address high-value care during conversations with patients or their families.

Methods: Practising internists in hospitals affiliated with McMaster University, Hamilton, Ontario, were invited to complete an electronic 
survey with 3 clinical scenarios: each had 3 low-value interventions that had been requested by the patient or family member. For each 
request, participants chose 1 of 3 statements reflecting how they would respond: a low-value statement agreeing to provide the interven-
tion, an implicit high-value statement declining to provide the intervention without mentioning value or an explicit high-value statement 
declining to provide the intervention with mention of value.

Results: Forty-four of 62 eligible physicians (71.0% response rate) participated in the survey. High-value statements were selected 
in 91% of cases. The implicit high-value statement was chosen more often than the explicit high-value statement (65.7% v. 25.5% of 
all responses, respectively; χ2 range 4.46–56.23, p < 0.05).

Interpretation: Physicians favoured high-value care but frequently chose not to explicitly address value in their statements. Physi-
cians seemed ready to embrace high-value health care practice, although they were not ready to openly discuss it with patients 
and their families.
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Methods

Design, setting and participants
We tried to answer 3 different questions: 1) would physicians 
choose high-value interventions over low-value ones, 2) would 
physicians openly state to the patient or family member that 
value had a role in their choice, and 3) would physicians con-
sider cost as an important influence on their choice.

With this purpose we conducted a cross-sectional survey of 
all physicians practising inpatient internal medicine at 4 teach-
ing hospitals affiliated with McMaster University. The study 
received full approval from the Hamilton Integrated Research 
Ethics Board. Given the local culture embracing evidence-
based medicine and innovation in health care, which is shown 
by McMaster University’s contributions to the development of 
evidence-based medicine, our sample may not have been repre-
sentative of practising physicians across Canada.

Study questionnaire
The survey consisted of 3 hypothetical patient scenarios that 
simulated common patient interactions in hospital-based inter-
nal medicine practice (Appendix 1, available at www.cmajopen.
ca/content/3/4/E382/suppl/DC1). The clinical scenarios were 
first developed by the authors (D.B.V., W.L., J.J.Y.) based on 
their clinical expertise as general internists. The clinical sensi-
bility of the scenarios was confirmed during pilot testing, and 
the content of the scenarios was further refined based on feed-
back obtained during pilot testing. The scenarios described an 
elderly woman from a senior care facility with acute delirium, a 
middle-aged man seen before and after an elective cholecystec-
tomy and a woman with metastatic lung cancer who was diag-
nosed with a pulmonary embolism resulting in hemodynamic 
instability. Each patient scenario contained a series of 3 ques-
tions in which the patient or their family member asks the phy-
sician to provide a low-value intervention (small or no clinical 
benefit and potentially costly) as determined by the Choosing 
Wisely and Choosing Wisely Canada recommendations12,13 and 
clinical practice guidelines.14–17 For each question, participants 
were asked to choose the response option that most resembled 
the way they would respond to such a request in clinical prac-
tice. There were 3 response options for each question: a state-
ment in which the respondent does not comply with the 
request and describes a high-value care plan explicitly mention-
ing value as a reason (explicit high-value option), a statement in 
which the respondent does not comply with the patient’s 
request and describes a high-value care plan without mention-
ing value (implicit high-value option) and a statement in which 
the respondent does comply with the request and agrees to a 
low-value care plan (low-value option). We also asked partici-
pants to rate the importance of each of 6 factors (patient-cen-
tred care, prior clinical experience, evidence-based medicine, 
local hospital practice, medico-legal concerns and cost to the 
health care system) in influencing their response to each patient 
or family member request on a 5-point Likert scale with clear 
anchors (1 = unimportant to 5 = very important).

We pilot-tested an initial draft of the survey with 5 practising 
and highly experienced internal medicine physicians and received 

written feedback regarding the similarity of the survey scenarios 
to actual clinical experiences and the clarity of the response 
options. Based on their feedback, we developed a revised version 
of the survey using the same 3 hypothetical patient scenarios but 
substantially shortened the descriptions. A second round of pilot 
testing was done with 3 additional nonacademic general inter-
nists. Based on their feedback, we modified the language for 
some of the response options to better reflect what a physician 
might actually say. A final round of pilot testing was done with 
3 recent internal medicine graduates who had not participated in 
the previous pilot-test rounds. After completing the survey, we 
held a focus group with them to discuss the clinical sensibility 
and clarity of each scenario, the questions, the response options, 
and to obtain feedback on the length of the survey. Based on the 
focus group feedback we further shortened the description of the 
clinical scenarios in the final version of the survey.

Recruitment and survey delivery
Between June 2013 and January 2014, we invited eligible phy-
sicians to complete the survey via email that included a per-
sonalized link to the survey, which allowed tracking of survey 
completion, preserving the anonymity of the survey response 
data (LimeSurvey, available at www.limesurvey.org). Remind-
ers were sent at weeks 1, 3, 7 and 10 after the first email to 
those who had not completed the survey, following a modified 
Dillman total design survey method.18–20 After week 10, we 
contacted nonrespondents by email or telephone to invite 
them to complete the survey.

Statistical analysis
We analyzed the study data using IBM SPSS Statistics for 
Windows, version 22.0. We used descriptive statistics to 
describe the distribution of responses to each question 
(“explicit high-value option,” “implicit high-value option” and 
“low-value option”). The frequency of each type of response 
was analyzed using nonparametric statistics with a χ2 test to 
compare frequencies within and across all scenarios. Finally, 
we conducted a repeated-measures analysis of variance to 
compare the differences of the mean importance of each of 
the 6 factors (patient-centred care, prior clinical experience, 
evidence-based medicine, local hospital practice, medico-legal 
concerns and cost to the health care system) in influencing 
physicians’ responses to requests for low-value interventions 
from patients or families throughout the entire survey.

Results

Participants and response rate
Forty-four of 62 eligible physicians completed the survey, for a 
response rate of 71.0%. For participant characteristics see 
Table 1.

Participant responses to requests for low-value 
interventions
Across the 3 clinical scenarios, most participants (91%) chose 1 
of the 2 high-value responses (Table 2). For scenario 1 (patient 
from nursing home with acute delirium), the low-value response 
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was selected by 8.0% of participants, whereas 1 of the 2 high-
value responses was selected by 92.0% of participants. For 
scenario 2 (patient pre- and postelective cholecystectomy), the 
low-value response was selected by 8.0% of participants, 
whereas 1 of the 2 high-value responses was selected by 92.0% 
of participants. For scenario 3 (patient with metastatic cancer 
and acute massive pulmonary embolism with prior expressed 
wishes for a comfort-oriented care plan), the low-value response 
was selected by 11.0% of participants, whereas 1 of the 2 high-
value responses was selected by 89.0% of participants.

Explicit versus implicit value statements
Although participants almost always selected a high-value 
option in response to patient or family requests for a low-
value intervention, they frequently selected the implicit high-
value statement that did not directly mention value rather 
than the high-value response in which there was an explicit 
mention of value (Table 2).

How important was cost in influencing response 
selection?
Across all scenarios and all questions, on a 5-point Likert scale 
(1 = unimportant and 5 = very important), cost had a mean 
importance rating of 3.5 (SD 0.99) in influencing participants’ 
response to hypothetical requests for low-value interventions, 
between somewhat important and important. The modal 
response was 4 (important). Overall, cost was rated lower in 
importance than patient-centred care, evidence-based medi-
cine and prior clinical experience, but more important than 
local hospital practice and medico-legal concerns. The differ-
ences between the mean importance ratings of each of the fac-
tors were statistically significant (F5,215 = 55.2, p < 0.001).

Interpretation

Main findings
We found that when a patient or family member requested a 
low-value medical intervention, most physicians would not 
endorse it, suggesting participant readiness to embrace high-
value care. Although physicians in this study rated cost as a 
somewhat important influence in their response, we also found 
that they often chose not to mention value to the patient or 
family member, which suggests some unwillingness to openly 
address this during care plan discussions. We did not find evi-
dence for differences in the pattern of responses based on the 
sex or number of years in practice of the respondents.

Explanation and comparison with other studies
Cost seems to be a relevant factor in shaping physicians’ deci-
sion-making about care plans, although it is clearly not the only 
factor or the most important one. Respondents in our study 
considered it more important than other well-recognized fac-
tors, such as medico-legal concerns and local hospital practice, 
but ranked it less important than evidence-based medicine, 
prior clinical experience and patient-centred care in influencing 
their decisions. This suggests a hierarchy of priorities, in which 
cost is relevant but not the leading factor in determining a care 

plan, appropriately less important than scientific knowledge, 
patient-centredness and clinical experience. These findings are 
both reassuring and encouraging in the context of the Choos-
ing Wisely Canada campaign, which seeks to introduce value in 
health care as a part of the care plan discussion but not as the 
single reason informing medical decisions.

Our findings are also in keeping with previous studies show-
ing that physicians routinely make health care decisions based 
on cost and value.6,8–10 In 1998, Ubel and Goold6 outlined how 
most value-based decisions made by physicians are implicit, 
often occur regarding interventions seen as beneficial but not 
indispensable and involve resources considered limited but not 
absolutely scarce. They hypothesized that a more explicit con-
sideration of cost or value may raise questions of rationing, a 
term frequently associated with negative perceptions.2,9,21 The 
fear of raising issues of rationing health care resources or per-
haps undermining the therapeutic relationship by including 
value in care plan discussions may have played a part in our 
findings; however, we did not directly explore the reasons for 
answers given by the physicians in our survey.

This study offers a novel insight into the perspectives of 
physicians in practice on the value in health care and their 
inclination to not openly discuss these issues with patients or 
their family members. In the context of the recent launching 

Table 1: Survey participant characteristics (n = 44)

Characteristic
No. of 

participants

Age range, yr

30–40 10

40–50 18

50–60 11

> 60 5

Years of practice

< 5 9

5–10 8

10–20 16

> 20 11

Sex

Male 28

Female 16

Country where medical degree was obtained (n = 40)

Canada 31

US 1

Latin America 3

Europe 2

Southeast Asia 3

Familiar with Choosing Wisely Canada campaign

Yes 14

No 28

Unsure 2
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of the Choosing Wisely Canada campaign, which encourages 
physicians to talk to their patients about value in health care, 
our findings are encouraging as they suggest physicians are 
largely ready to embrace high-value care in their daily clinical 
practice. Our results will help physicians reconsider if value 
plays a part in their care plan recommendations to patients 
and if they should explicitly disclose this to the patient or fam-
ily. Our findings will inform future research to determine if 
specific clinical situations call for a more explicit discussion of 
cost and others a more implicit approach.

Our findings also suggest that physicians prefer not to 
openly mention value in conversations with patients. This 
apparent contradiction likely reflects a difference between the 
way high-value care is considered among the medical commu-
nity and the general population. It further highlights the need 
for a societal shift of perspective, in which high-value care is 
better understood, more positively seen and widely embraced 
by the general population. Previous studies have shown that 
patients would like to be informed of health care costs; how-
ever, patients would rather hear about this from someone 
other than the physician.22,23

Strengths of our study include 3 iterations of pilot testing 
that led to clearer statements and clinical sensibility of the 
scenarios. Another strength is the response rate of 71.0%, 
which increases the representativeness of our study findings.

Limitations
First, because of the enrolment of participants from hospitals 
within a single academic institution in Canada, our findings are 
not necessarily representative of values and practices at other 

institutions, especially in other countries with different models 
of health care financing. Second, we used hypothetical patient 
scenarios rather than direct observations of real interactions 
with patients, which had the potential to introduce a bias for 
participants to select socially desirable answers. We tried to 
reduce this bias by not explicitly stating that cost was the topic 
being addressed in the survey. Nevertheless, it is possible that 
in actual practice, physicians might respond differently to 
patient or family requests for low-value interventions and, for 
example, may be more likely to agree to low-value care plans 
when faced with these types of requests in clinical practice. 
Third, we included a relatively small number (3) of patient sce-
narios in our survey and did not seek stakeholder input in its 
initial development. However, we did receive stakeholder 
input during pilot testing about the clinical sensibility and rep-
resentativeness of the scenarios to help refine and finalize our 
survey instrument. Each patient scenario included 3  clinical 
decisions; therefore, each respondent was in fact confronted 
with a total of 9  clinical decisions. Although we considered 
including more scenarios and clinical decisions, we elected to 
restrict the number of clinical decisions to 9 to not overburden 
respondents, in the interest of maintaining a high enough 
response rate to preserve internal validity.

Conclusion and implications for practice and future 
research
Future larger studies using direct observation of physician 
behaviours would be helpful to confirm our findings and to 
look at clinical scenario and intervention specificity as other 
potential factors influencing physicians’ responses to requests 

Table 2: Physician responses to requests from patients or family members for low-value interventions

Clinical scenario

No. (%) of responses
n = 44

χ2 (df) p value

Explicit 
high-value 
care plan

Implicit 
high-value 
care plan

Low-value 
care plan

Scenario 1 (patient from senior care facility presenting to hospital with delirium)

Family member request for urinalysis/culture 7 (15.9) 28 (63.6) 9 (20.4) 18.32 (2) < 0.01

Family member request for head CT 29 (65.9) 15 (34.1) 0 (0) 4.46 (1) < 0.05

Family member request for hospital admission 7 (15.9) 35 (79.5) 2 (4.5) 43.14 (2) < 0.01

Scenario 2 (patient pre- and postelective cholecystectomy)

Patient request for exercise stress test 15 (34.1) 23 (52.3) 6 (13.6) 9.86 (2) < 0.01

Patient request for treatment of asymptomatic bacteriura 16 (36.4) 25 (56.8) 3 (6.8) 16.68 (2) < 0.01

Patient request for head CT scan 11 (25.0) 32 (72.7) 1 (2.3) 34.14 (2) < 0.01

Scenario 3 (patient with end-stage lung cancer with an acute massive pulmonary embolism and prior expressed wishes for 
comfort-oriented care)

Family request for a full resuscitation order 4 (9.1) 31 (70.4) 9 (20.4) 28.14 (2) < 0.01

Family request for an ICU admission 11 (25.0) 33 (75.0) 0 (0) 11 (1) < 0.01

Family request for therapeutic anticoagulation 1 (2.3) 38 (86.4) 5 (11.4) 56.23 (2) < 0.01

Overall mean % 26 66 9

Note: CT = computed tomography, ICU = intensive care unit.
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for low-value interventions. Future studies should also focus on 
the perspective of patients in this context about having care 
plan discussions openly addressing the value of different inter-
ventions and options. This perspective would complement our 
findings and help develop recommendations to guide clinicians 
on when and how to address value in conversations with their 
patients, as well as to inform public health campaigns that will 
eventually help change the perception of value and resource 
stewardship in health care by the general population.

Physicians appear ready to embrace high-value care in their 
clinical practice, although they are less willing to openly address 
value when discussing care plans with patients or their families. 
Initiatives such as the Choosing Wisely Canada campaign 
should encourage and expect physicians to further consider and 
implement high-value care. However, there is a need to deter-
mine if patients are ready to have open conversations about 
health care value with their doctors, to eventually help shift the 
general population’s perception of high-value care to a better 
understanding and more positive consideration, and to inform 
guidelines on how and when these conversations should occur.
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