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CLINICAL ECONOMICS – IT IS ABOUT VALUES
NOT ABOUT MONEY

A B S T R A C T

Clinical Economics emerged from the field of medical oncology where the need of balancing harm and 
benefit is most obvious. It is explained that the principle of complete economic analyses in health care 
include both non-monetary (values) and monetary dimensions (budgets). Including the perspectives of 
individual patients, of doctors and of managers are equally important when decisions have to be made. 
Clinical Economics offers solutions to five major challenges of health care assessment and provision. 
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INTRODUCTION

During the past 25 years, the medical profession has 
been subjected to an economizing process. 
Economization was considered as a new type of 
health care management and was well defined by 
Porter & Teisberg1: “The original idea of ‘managed 
care’ was simple and elegant – a primary care 
physician close to the patient would ensure that the 
care delivered was neither too much nor too little, 
involved appropriate specialists, and reflected the 
individual patient’s needs and values.”  
This brief description of the actual service provided 
by the managed care concept requires the difficult 
balance between too much and too little of patient 
care. Monetary aspects cannot be found in this 
original concept. In his original concept the authors 
speak of a service provided by a physician, which 
we postulated with a nearly identical content in the 
field of medical oncology2,3 referred to as “Clinical 
Economics”4,5.  

The term Clinical Economics describes the physicians’ 
contributions in guiding the healthcare system. This 

Figure 1: Complete economic analysis. The complete economic analysis in health care includes costs and consequences of at least two alternative options 
from the  perspectives of the physician (including the patient perspective) and of the economist.  Both non-monetary and monetary values have to be

balanced to provide the most efficient solutions of health care challenges.   

system will be functioning when both physicians 
and economists make complete economic decisions. 
The complete economic analysis includes three 
components, what has to be given up (the costs), 
what will be gained (the consequences) and the 
comparison of at least two possible options (e.g. 
two different treatments). It is shown in Figure 1 that 
physician’ decisions have to include the patient’s 
perspectives that are related to non-monetary 
values. The economists’ decisions have to include 
the institution’s or company’s perspectives and are 
related to monetary values. It is plausible that 
physicians’ and economists’ decisions require specific 
attitudes, skills and knowledge and can neither be 
exchanged nor replaced by each other. The medical 
and financial success of the institution will depend 
on the synergism of physicians and economists. The 
difficult part of this synergism has to be contributed 
by physicians. They have to provide the evidence 
that confirms the value of health care. 
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THE RISKS 

From the viewpoint of economists, the managed 
care movement has been gaining in importance 
in the healthcare system because the successes of 
profit-making management appeared to confirm the 
concept. This development appraised as positive by 
economists is counteracted by a growing resignation 
among physicians. Physicians’ traditional freedom of 
medical decision-making is being distinctly throttled. 
Financial arguments are forcing increased regulation 
of medical care. A growing army of controllers which 
monitor compliance to standards has increased the 
workload in out-patient clinics and hospitals.  
Whether these changes in the structures and 
processes of care have also improved the quality of 
healthcare provision, i.e., more effectively reducing 
patient complaints and fears, could not hitherto be 
confirmed. It is known that many scientific publications 
lack validity6 and international guidelines for 
treatment of identical types and stages of cancer 
vary considerably in their recommendations7. These 
recommendations are sometimes supported by 
clinical studies of rather poor quality8. Monitoring 
structural and procedural improvements is not 
enough. It has to be shown that changes finally 
lead to an improved outcome quality. Outcome 
quality can be demonstrated when Patient Related 
Outcomes (PROs) will be assessed.  
 
PRO measures are, however, not always easy to 
implement for several reasons. The time interval 
between intervention and outcome is in healthcare 
usually longer than in industrial production. The 
benefit of most preventive programs can be 
demonstrated only 10-15 years after begin of a 
successful program. Unknown natural courses of 
diseases make it difficult to demonstrate the benefit 
of health services. The compliance of patients as 
well as the interest of scientists and definitely the 
interest of politicians will have decreased a decade 
after initiation of a program. Therefore, we have to 
provide convincing and reproducible evidence that 
confirms the availability of reliable short-term PROs. 
Patients, scientists, investors, and politicians expect 
to be “rewarded” in time for the burden and risks 
they accept. It is our job to identify the valid PROs 
that can be assessed within acceptable intervals.  
Another important condition is the doctor-patient 
relationship. Neglecting the trusting relationship 

between doctor and patient carries a high risk of 
losing fundamental parts of essential healthcare 
provision. The importance of considering patient and 
doctors preferences and the principle of “perceived 
safety” (feeling safe) are equally essential for 
successful healthcare provision.  
In summary, Clinical Economics suggests to solve 
five major challenges in the assessment of health 
outcomes.  

1. The selection of an appropriate surrogate 
parameter is often the only possibility to solve the 
problem of long time intervals between intervention 
and assessment of the final outcome.  

2. The “Choosing Wisely” project of the foundation 
of the American Board of Internal Medicine 
addresses the need to waive unnecessary health 
services. Incentives should be discussed to support 
the implementation of this important strategy.  

3. Patient Related Outcomes (PROs) should be 
assessed under day-to-day conditions to reflect the 
real world effectiveness. 

4. One of the most efficient ways to guarantee 
high quality health care is the education of the 
readers of scientific literature to identify low validity 
publications and to avoid the implementation of 
poor and impracticable recommendations in daily 
practice i.e. prevention of useless services.  

5. Finally, we have to develop the sensitivity towards 
the existing influence of preferences and perceptions 
of patients and colleagues on clinical outcomes.  
 
The core interest of Clinical Economics is to develop 
and to offer solutions for these five challenges. 

SOLUTIONS

These solutions should be related to the changed 
relationship between the medical profession and 
the public as requested by Donald Irvine, President 
of the Royal Society of Medicine9: “The relationship 
between the medical profession and the public is 
changing, and the professionalism of doctors must 
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evolve accordingly. What has not changed is the fact 
that the public need doctors who are knowledgeable 
and skilled, ethical and committed… As doctors our 
foremost ethical duty is to serve our patients and 
the community to the best of our ability. The same 
duty falls on politicians and managers, even if their 
ethical codes are a little less well defined. We have 
to start respecting and understanding each other’s 
values and motives. We may then begin to trust each 
other.” 
Patients are beginning to realize that the traditional 
family doctor, who has taken care of the family 
for a generation and is aware of all the ups and 
downs of three generations living under the same 
roof, will no longer exist in the future. Respecting 
and understanding each other’s values is probably 
the core principle that generates trust. Trust is the 
essential condition of successful health care. The 
suggested solutions to the five major challenges 
contribute to form the new relationship between the 
medical profession and the public. 

1. To investigate the correlation of surrogates and 
final endpoints two of our students10,11 analyzed 
the results of 200 clinical studies that compared 
two cancer treatments and assessed both the Time-
To-Progression (TTP) as surrogate outcome and 
Overall Survival (OS) as final endpoint. Significant 
differences in OS were confirmed in only 50% of the 
studies that demonstrated a significant difference 
in TTP. If no difference was demonstrated in TTP a 
significant difference in OS was observed in less than 
5% of studies. It can be concluded that a significant 
difference in TTP justifies continuation of a clinical 
trial to assess OS. If the TTP is not different in two 
treatments it is unlikely that differences in OS will be 
observed. 
 
2. The implementation of the Choosing Wisely 
strategy may be benefit from a discussion of 
medical societies with health insurance companies 
about the possible re-investment of the saved 
resources. Wise decsions will be rewarded when the 
saved expenditures for unnecessary services will be 
made available to cover the costs for useful services 
that could so far not be covered by the available 
budgets. These rewards will function as incentive for 
implementation of the Choosing Wisely strategy12.  

3. A consensus to describe real world effects 
(effectiveness) is essential. A proposal on a 

“Pragmatic Controlled Trial” was described 
recently13. The Choosing Wisely strategy recognized 
that effects observed under ideal study conditions 
(efficacy) will not necessarily be useful to patients 
under real world conditions (effectiveness). When 
the effectiveness can be assessed demonstration of 
efficacy only may in many situations no longer jus-
tify the payment for health care.  
The conscientious selection of appropriate PROs 
in real world conditions is an unmet challenge. 
For fair definition of the appropriate PROs the 
patients preferences on risks and chances have 
to be respected. It should be considered that the 
expressed preferences depend on the validity of 
the information given to the patients.  

4. As the entire process of medical decision making 
depends on the validity of information the experience 
of medical decision makers to distinguish valid and 
not valid scientific publications will strongly influence 
the quality of health services. The available tools for 
assessment of the validity of scientific publications 
have been summarized14. The standardized and 
continuous assessment of the validity of publications 
is essential as various powerful conflicts of interest, 
commercial or academic, will always jeopardize the 
validity of scientific products.
 
5. The paradigm of Randomized Controlled 
Trials (RCTs) enabled a considerable progress in 
clinical research but also influenced the academic 
appreciation of subjective perceptions and 
preferences. Using the example of safety it is 
accepted that our safety-related decisions may be 
influenced by objective data but are not depending 
only on objective data such as risks. Risks are 
defined by incidence and size of damage. The 
safety decisions we make depend finally on the 
subjective perception of objective risks which we call 
“perceived safety”. 
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Figure 2: The „safety loop“. Objective risks induce the communication of risks and attempts to reduce the risks.
The risk communication leads to the subjective per- ception of the risks that is different in different individuals.

The subjective percep- tion is tha basis for the derived decisions and the decisions influence the risk.    

Figure 2 shows the “safety loop”15 which describes 
the relationship of objective risk, of the subjective 
perception of objective risks, the decisions that are 

based on the subjective perceptions of the risks and 
finally the effects of the subjective decisions on the 
modulation of the objective risk.   

The same is true with scientific decisions including 
the application of clinical guidelines. These are 
influenced by scientific evidence but have, at the 
end, to agree with the subjective perceptions of the 
decision maker. David Sackett and colleagues name 
the subjective perception of science and experience 
“individual clinical expertise”16. We used the phrase 
“internal evidence” to describe the individual 
doctor’s current knowledge and to contrast it to 
the “external evidence” represented mainly by the 
published literature17. 
Muir Gray is talking about “values” that control our 
decisions18.  

CONCLUSIONS

The above examples are used to show that the 
considerations and methods summarized as Clinical 
Economics are necessary to balance health care 
decisions but are not generally considered.  The 

correlations of surrogates and final endpoints are 
important for two types of discussions and decisions. 
In case of policy decisions it is important to balance 
high expenditures for services and rather low success 
rates (inefficient services) with more efficient services 
to avoid expenditures that are urgently needed for 
solving other health problems. As far as individual 
decisions are concerned some doctors and patient 
accept even high risks of harm associated with small 
chances of success while others generally prefer to 
avoid high risks.  
The example of Choosing Wisely demonstrates that 
economic decisions are made in health care. The 
chance to waive unnecessary services will increase 
when the saved resources can be used to improve the 
quality of care according to the provider’s values.  
Reliable results that describe real world outcomes are 
the backbone of future economic decisions in health 
care. Discussions about monetary costs will remain 
hypothetical unless the benefit generated under real 
world conditions can be demonstrated. Therefore, the 
development of methods (e.g. Pragmatic Controlled 
Trials) and strategies for description of real world 
outcomes will guarantee the return of investment. 
Supported by medical students we confirmed that 
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