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OP-ED 
Consumerism in Health Care: Challenges and Opportunities 
Richard Zeckhauser, PhD, and Benjamin Sommers, MD, PhD 
 
The era of consumerism in health care has arrived. Direct-to-consumer advertising of 
pharmaceuticals, health newsletters from leading hospitals and medical schools, and, 
most importantly, the near-ubiquity of the Internet have made it easy for consumers 
to obtain information about their medical conditions and possible treatments. This 
presents health care providers and patients with both challenges and opportunities. 
 
Challenges of Consumerism in Patient Care 
Some studies suggest that patients’ consumerism can negatively affect the quality of 
patient-doctor communications [1, 2]. Physicians are constrained by schedules that 
limit the typical office visit to 17 minutes [3]. In this context, spending a 
considerable portion of appointment time trying to correct misperceptions held by 
consumerist patients who may hold strong opinions with little medical or scientific 
background is inefficient and impractical. In addition, consumerism among patients 
may engender negative feelings among doctors. Physicians may feel that 
consumerism erodes the respect accorded to their profession [4], and many 
physicians have mixed feelings about discussing web-based medical information 
during the clinical encounter [5]. 
 
Difficulties can arise when the patient’s preconceptions clash with the doctor’s 
assessment. Perhaps less information gets effectively exchanged. Even when more 
information is in fact exchanged, the patient may discount what he or she hears from 
the doctor. Consider a patient who arrives at the doctor’s office, having already 
settled in his or her own mind on a diagnosis and preferred treatment. To simplify 
the problem, assume the patient and doctor agree on the diagnosis. However, the 
doctor differs strongly as to the treatment, perhaps telling the patient to keep off an 
injured leg rather than strengthen it by exercise, the patient’s selected therapy. The 
field of behavioral psychology tells us that people often anchor on the first guess, 
opinion, or option presented to them [6]. The patient, having anchored on therapeutic 
exercise, is now told that rest is required. The conflicting beliefs are likely to lead to 
poor adherence. This is a relatively trivial example. Far more consequential 
examples arise when patients forgo well-established treatments, say, for cancer, for 
what is essentially evidence-free medicine [7]. 
 
Overall, consumerism may raise the possibility of disagreement and worsening 
communication between patients and clinicians, mutual frustration, and inefficient 
use of patient-clinician visit time. Of course, this is only part of the story. 
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Opportunities for Consumerism to Improve Care 
This is not to say that patient empowerment and participation in decision making are 
neither necessary nor valuable. It is usually the case that patients, even those who 
lack technical knowledge, have valuable insights into their health that can improve 
the quality of care [8]. Moreover, studies have demonstrated that playing a role in 
medical decision making is important to patients, although results vary based on 
patient demographics and on the complexity of the medical decisions [9, 10]. Surely, 
most patients have a much greater personal investment in their own well-being and 
treatments than their clinicians do and are therefore willing to devote much more 
time to proper determinations of diagnosis and treatment. 
 
This situation is typical of what economists refer to as a principal-agent problem. 
The patient is the principal, the individual whose interests are to be served. The 
doctor is the agent, called upon to contribute his or her superior knowledge. Here, the 
principal’s and the agent’s interests are well aligned with respect to outcomes: both 
want the patient to be in good health. However, their interests diverge strongly when 
it comes to the amount of effort the agent should expend. Most patients would be 
delighted (and surprised) if their doctors spent an hour assessing their particular 
conditions, examining the relevant literature, and prescribing treatments. The agent, 
a busy doctor, is constrained by the amount of time he or she can realistically spend 
with each patient. 
 
Furthermore, as Jerome Groopman [11] has described, the typical physician’s 
approach under such time pressures can lead to errors. Here is where we start to see 
some of the advantages of consumerism. Physicians think in patterns and are at risk 
of leaping to conclusions too early, often ignoring or minimizing subtleties that do 
not fit their preconceived patterns. They subject patients to rule-of-thumb choices 
and what have been labeled “ready-to-wear” treatments, when treatments customized 
to the patient would be far superior [12]. 
 
We suspect that patients are often consulted far too little about their symptoms and 
preferences and that treatments are, therefore, suboptimal. The physician may not 
carefully listen when patients provide information he or she otherwise could not 
possibly know, such as information about their preferences or symptoms that diverge 
strongly from those usually associated with the suspected condition. In many 
medical contexts, patients are consulted too little [13]. That is, some physicians fail 
to base treatment decisions on patient preferences when those preferences are critical 
for choosing the most appropriate treatment [14] or when the patient’s symptoms 
have changed significantly [12, 15]. 
 
Take prostate cancer, for example. The most prominent treatments for this disease 
pose different risks for side effects and long-term outcomes. A physician can easily 
tailor a treatment to a patient’s age and tumor risk profile. Without asking the patient 
directly, however, the physician cannot know how the patient would fare 
psychologically with watchful waiting or what tradeoff he would make between the 
risks of erectile dysfunction and of metastatic disease. 
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Several years ago, we helped lead a study that queried prostate cancer patients’ 
preferences for various outcomes of treatments, as indicated by quality-adjusted-life-
year (QALY) equivalents. The questionnaires were distributed at two urology clinics 
and two radiation oncology clinics. We followed up by looking at the patients’ 
eventual treatments. The results were disappointing. Though patient preferences 
should factor prominently in appropriate treatment choices, the respondents’ ultimate 
treatments bore little relation to the preferences they described. The treatment a 
patient received was most strongly correlated with the specialty of the consulted 
physician. This result persisted even though the physicians prescribing the treatments 
knew that we were conducting this study [16]. 
 
It is equally disturbing that, for some chronic conditions, physicians fail to adjust 
their treatment plans as a result of realized outcomes. For instance, two studies of 
care for patients with depression show that the likelihood of a physician’s changing a 
treatment regimen is essentially independent of whether the patient’s symptoms 
improve or worsen [12, 15]. In many cases, physicians pick a treatment and stick to 
it, even if evidence emerges that the treatment is not working. 
 
All these problems may impel patients to become “consumerists,” devoting 
substantial time to investigating their own conditions, looking into available 
treatments, and, as Groopman recommends, asking their clinicians to reconsider 
whether there is anything about their cases that does not fit the patterns the clinicians 
have identified.  In this context, consumerism can be a boon. 
 
A Prescription for Better Care Through Consumerism 
Taking these potential advantages and disadvantages of medical consumerism into 
consideration, we suggest the following prescription for the patient: (1) Undertake 
substantial knowledge gathering on your own, with the intention that you will impart 
it to your physician without getting too attached to your own view. (2) Ideally, your 
assessment should not differ dramatically from that of your doctor or of established 
medical evidence—or else (and sometimes this is essential) you should find another 
doctor. 
 
Our prescription for clinicians is the following: (1) When you are struggling with a 
difficult diagnosis or find that your initial treatment plan is not succeeding, stop and 
ask that patient directly for insights about what might be going on and for any 
suggestions for improving your management. (2) When approaching decisions 
involving complicated tradeoffs among different outcomes, explore with your 
patients what they most value or fear; there is simply no way to make some medical 
decisions properly without that knowledge. (3) When you encounter a patient who 
seems overly assertive, argumentative, or opinionated, make sure you are not 
ignoring items 1 and 2 above—your approach may well have motivated his or her 
consumerism. 
 
The proliferation of easily available information (of varying quality) related to health 
conditions, testing options, and treatments means that patients are likely to be 
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increasingly involved, alongside their clinicians, in medical decision making. 
Consumerism in medicine is here to stay. While this may cause inefficiencies—and 
sometimes headaches—that need to be managed appropriately, consumerism has the 
potential to improve communication between patients and clinicians and to facilitate 
better shared decision making. How well patients and clinicians strike this balance 
will be one of the emerging challenges of practicing medicine in the decades to 
come. 
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