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Review: Provision of cost information changes physician behaviour
and reduces costs
Beilby JJ, Silagy CA. Trials of provid-
ing costing information to general
practitioners: a systematic review.
MedJ Aust. 1997 Jul 21; 167-89-92.

Objective
To determine whether the provision
of cost information about drugs and
diagnostic tests to general practitio-
ners changes their behaviour and
reduces medical costs.

Data sources
Studies were identified in MEDLINE,
CINAHL, Healthplan, and EMBASE
(1980 to 1996) using the terms family
practice, family physicians, primary
health care, knowledge, attitudes, prac-
tice, cost, fees, and charges.

assess performance and health out-

comes.

Study selection
Studies were selected if they were
randomised or quasi-randomised trials,
crossover trials, or controlled time se-
ries that assessed the effect of cost in-
formation on physician behaviour and
patient outcomes.

Data extraction
Data were extracted on study design,
interventions, and measures used to

Commentary
Studies showing that physicians are inac-
curate in their estimates of health care
costs prompt health service managers to
believe that making clinicians more aware
of costs might reduce health care expen-
diture. Policy based on intuitions such as
this is often implemented immediately
and universally, while evidence of effec-
tiveness is sought retrospectively, if at all.
Hence, relatively few good studies address

this issue.
The systematic review by Beilby and

Silagy is limited by the few studies of suf-
ficient quality found, by the great hetero-
geneity of the interventions and outcome
measures, and ultimately by the breadth
of the question. Their conclusion, that
providing cost information to general
practitioners changes their behaviour and

Main results
6 randomised controlled trials were
identified. In 5 studies, 673 physicians
and residents were randomly allocated
to intervention and control groups; in
1 study, 2827 patients were randomly
allocated. Heterogeneity of participants,
interventions, and outcome measures
prevented pooling of the results. 2 stud-
ies provided drug-prescribing informa-
tion to physicians: 1 study showed a
53% increase in generic prescribing
after monthly prescription printouts
that listed the potential cost savings of
generic drugs were provided to physi-
cians (P = 0.01). Another study snowed
that education sessions from pharma-
cists decreased expenditure on target
drugs by 13% (P = 0.002). 3 studies
focused on diagnostic test ordering.
Hypothetical case studies and test
order forms showing cost information
reduced both test ordering and cumu-
lative costs by 31% (P < 0.01); educa-
tion of residents and patients lowered
laboratory costs (P - 0.02); and imme-
diate computer feedback showing test
charges reduced test ordering by 14%

(P < 0.005) and test charges by 13% \
(P < 0.05). 1 study randomly allocated ;:

patients to a gatekeeper or nongate- \
keeper general practitioner. Gatekeeper >
practitioners covered their patients':
health care costs from a risk-sharing
fund provided by the insurance plan.
Fund surplus was divided between the
physician and the insurance plan, but
the physician was required to pay back
10% of any deficit. Patients of gate-
keeper practitioners made 6% more
visits to their general practitioner but;
9% fewer visits to specialists. Of the:
6 studies, only the trial of computer,
feedback examined and found no statis-i
tically significant differences for num-
ber of hospitalisations or emergent;'
department or outpatient visits during
and after the study.

Conclusion
Provision of cost information to genj
eral practitioners using education an)
feedback strategies changes drugpr<
scribing and test ordering behavkv
and decreases medical costs.
Source of funding: No external funding.

For article reprint: Not available.

reduces costs in all service areas, is per-
haps too sweeping on the basis of so few
studies. Supportive evidence of a more
circumstantial nature also exists. How cost
information is received and responded to,
however, depends on other aspects of the
health care system, particularly the pen-
alties and rewards for exceeding and stay-
ing within budget. Such interventions at
the contractual level as fundholding in the
United Kingdom can dramatically alter
physician behaviour and cost sensitivity.

Some important questions remain.
Long-term evaluations of attempts to
modify behaviour of general practitioners
suggest that the effects of interventions
to reduce health care costs are not always
sustained (1). Further, concern persists
that encouraging general practitioners to

be more parsimonious in their use
health care resources might lead to
tients being denied potentially benefi
treatment. There is, as yet, no clear
dence that this occurs, but lack of evidi
of an effect is not the same as lack o
feet. Finally, interventions themse
carry costs that can be considerable,
the case of "academic detailing" (i.e.,
cational sessions from doctors or pha
cists). These need to be balanced as
any putative savings.
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