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ABSTRACT
Objectives  To study the factors that influence physicians’ 
and patients’ use of, and willingness to use, economic 
information in clinical decision-making, and examine 
physicians’ views on whether clinical practice guidelines 
can support its use.
Design  Semistructured focus group discussions with an 
inductive content analysis.
Setting  Finnish health centre general practitioners (GPs) 
and adult patient representatives, five groups of each.
Participants  22 GPs and 15 patient representatives.
Results  In the GP groups, five factors involved in using 
economic information in clinical decisions were raised: 
the issue of who pays, knowledge about cost information, 
the cost-benefit ratio of treatments, care planning and 
health economic understanding. Concerning the inclusion 
of economic information in clinical guidelines, GPs raised 
themes including the content and means of presentation 
of economic information, and advantages and challenges 
related to the integration of economic information into 
clinical guidelines. In the patient groups, the identified 
themes related to seeing the costs of treatments, the 
organisation of healthcare services, inclusion of cost 
information in clinical guidelines, patient information and 
support, and cost containment in healthcare.
Conclusions  The study suggests that GPs and patients 
are willing to use economic information in clinical decision 
making. It also implies a need for easily accessible and 
understandable economic information, and that clinical 
guidelines may be a good way to support this. In addition, 
the study highlights the need for education on the 
economic aspects of healthcare for physicians.

INTRODUCTION
As healthcare budgets are limited, it has 
become increasingly important for physi-
cians to consider costs when making clinical 
decisions. Information on treatment costs 
is available from various sources, including 
electronic health record (EHR) systems and 
healthcare websites. Clinical guidelines can 
also provide information about the costs of 
treatments.1–3 However, providing physicians 
with economic information does not neces-
sarily result in cost-conscious decisions, as 

physicians must also be able and willing to use 
the information.

The Finnish healthcare system provides 
publicly funded health services for all resi-
dents. Before the 2023 reform, municipali-
ties were responsible for healthcare services 
such as primary care, specialised care, mental 
health and elderly care. Private providers 
complement public services, especially in 
occupational healthcare. Primary care is 
provided through local health centres. Special-
ised (hospital) care is provided at central and 
university hospitals, often requiring a referral 
from a primary care physician.

In Finnish public healthcare, the patient 
usually pays only a small share of the costs, 
while society covers the majority. In 2022, the 
maximum deductible for an adult patient at 
health centres was about 20 euros, while an 
outpatient clinic visit cost about 40 euros. For 
medication, after meeting an initial deduct-
ible up to 50 euros, the amount of reimburse-
ment depends on the specific medicine and 
illness (at ‘basic rate’ patient pays 60% of the 
price, at ‘lower rate’ 35% and at ‘higher rate’ 
only 4.5 euros). After the annual maximum 
limit (about 600 euros), patients pay only 2.5 
euros copayment for each medicine. Thus, 
physicians’ cost-effective clinical decisions 
primarily benefit society, but in the case of 
medications, depending on the price and 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This study provides a diverse perspective on gener-
al practitioners’ (GPs’) and patients’ views towards 
the use of economic information in clinical decision 
making.

	⇒ Diverse disease backgrounds were represented in 
the patient groups.

	⇒ All the physicians in the study were Finnish GPs, and 
therefore the results may not be generalisable to 
other healthcare providers and healthcare systems.
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the patient’s condition, they may also benefit the patient 
directly.

There are several studies on physicians’ or patients’ 
views on the awareness of clinical costs.4–6 The national 
healthcare systems of different countries with different 
financial models, medical reimbursement and medical 
insurance practices can influence the attitudes of physi-
cians, thus the results of published studies may not be 
directly transferable from country to country. According 
to a Finnish survey of physicians, the costs to the patient 
and to society were considered to be of at least some 
importance by 87% and 71% of responders respectively, 
while in considering effectiveness of care the number was 
100%.7 Furthermore, patients may benefit from being 
familiar with the costs of treatments, for example as a part 
of shared decision making.

In this focus group study, we aimed to find out the factors 
that influence Finnish general practitioners’ (GPs’) and 
patients’ use of, and willingness to use, economic infor-
mation in clinical decision making, and what role clinical 
practice guidelines could have in economic information 
for clinical decisions.

MATERIAL AND METHODS
We organised focus group discussions with sections on 
the use of economic information in decision-making and 
de-implementing low-value care.8 Here we report the 
results regarding economic information. The research 
questions in this study are:

	► What factors affect GPs’ use of economic information 
in clinical decision-making?

	► What factors related to clinical guidelines affect 
clinicians’ use of economic aspects in clinical 
decision-making?

	► What factors affect patients’ use of economic informa-
tion in clinical decision-making?

Focus group discussions
The focus group discussions followed a semistructured 
guide provided by the researchers and were organ-
ised separately for GPs and patients. Each focus group 
discussion was led by one or two researchers (TK, RS, 
JK, PF). All facilitators were experienced in leading 
focus group discussions. TK is a health scientist with a 
PhD and is experienced in analysing qualitative studies. 
She has no role in national guideline development. She 
took part in facilitating all the GP groups. The patient 
groups were facilitated by JK and RS, who both are MDs 
with PhDs, guideline methodologists and involved in 
including economic information into Finnish national 
guidelines. They engage in clinical practice only to a 
minimal extent. Petra Falkenbach (PF) is an MHSc and 
a researcher at Proshade consortium. She is interested 
in de-implementing low value care from an economic 
perspective. JEA is an MD and holds an MHSc, and he 
has not been engaged in clinical practice for several 
years. He works in a research group focusing on the use 

of economic information in clinical decision making. He 
did not facilitate the discussions but was responsible for 
developing the initial versions of the economic sections 
of both the GP discussion guide and, together with PF, 
the corresponding patient guide (see online supple-
mental material appendix 1). The other researchers 
and a larger research consortium commented on the 
guides. The GP discussion guide was piloted with five 
clinical guidelines specialists. The guides were revised 
accordingly.

The inclusion criterion for physicians was working as 
a GP at a public health centre. They were recruited by 
email with the help of the Finnish Association for General 
Practice. The included patients had to have a diagnosed 
illness and be at least 18 years old. Patient representa-
tives were recruited from five patient organisations (the 
Finnish Heart Association, the Organisation for Respira-
tory Health in Finland, the Finnish Osteoporosis Asso-
ciation, the Finnish Pain Association and the Finnish 
Psoriasis Association) who are part of the Current Care 
Guidelines’ public involvement network led by JK and 
RS. However, JK and RS had no prior contact with the 
patients who attended the focus groups. The sampling 
approach was a convenience sample. Due to recruitment 
challenges, the group sizes varied.

At the beginning of each session, the facilitators intro-
duced themselves, the participants were informed about 
the aims of the group discussions and the planned use 
of the data, and they signed a written consent form. 
Participant background information was not systemati-
cally collected. All discussions were audio-recorded and 
transcribed verbatim by an external service provider. 
No field notes were taken. The data was anonymised for 
analysis and reporting. We used an inductive content 
analysis approach.9 10 Two researchers (JEA, RS) inde-
pendently selected all quotes related to economic infor-
mation from the transcripts, and any disagreements 
were resolved through discussion, or if necessary, by 
a third researcher (JK). The analysis was conducted 
with the original discussion data (in Finnish), and the 
quotes selected for publication were translated into 
English. The selected quotes were given anonymised 
participant identifier codes and collected into spread-
sheets. For every quote, a reduced expression was first 
formed by JEA and then discussed with JK and RS and 
revised if needed. The quotes were first arranged (JEA) 
into subcategories according to their ‘core messages’, 
then the subcategories were combined into main cate-
gories, all of which were further discussed and agreed 
on by all the authors (see online supplemental material 
appendix 2). The number of discussion groups needed 
to reach saturation was tentatively based on literature 
(typically 4–8), but was also assessed by the facilitators 
during the discussions (no additional issues or insights 
were identified and the data began to repeat) and it was 
finally verified when making the analysis with the tran-
scripts.11 12 For an example of the analysis process, see 
online supplemental material appendix 3.
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Patient and public involvement
Patients or the public were not involved in the design, 
or conduct, or reporting, or dissemination plans of this 
research.

RESULTS
Conducting the discussions
Five GP and five patient focus groups were formed from 
22 GPs and 15 patients in total (table 1). Only the partici-
pants and the researchers were present in the focus group 
discussions. The focus group discussions lasted from 65 
to 102 min.

GPs’ views on factors affecting the use of economic 
information in clinical decision-making
We identified five main categories (with 17 subcategories) 
related to GPs’ perspectives on the use of economic infor-
mation: cost allocation, knowing prices, the cost-benefit 
ratio of treatment, care planning and healthcare system 
design, and health economic understanding.

Related to cost allocation, the participants pointed to the 
importance of patients’ ability to pay for treatments and 
its influence on GPs’ decision-making. The role of the 
cost to society was also mentioned.

When it comes to medications, there may be situa-
tions where the medicine is too expensive for the pa-
tient, and an alternative must be considered. GP3G1

Warfarin is inexpensive, but the patient doesn’t con-
sider the laboratory costs and other expenses… for 
society, it might end up being more costly. GP3G2

Participants’ comments on the costs to GPs’ own 
organisations included consideration of costs related to 
healthcare professionals’ labour and consultations with 
specialists. Participants also considered the influence of 
the length of sick leave on the costs (to employers and to 

society), although some commented that they have not 
considered these costs.

I guess I haven’t really thought about how much it 
would actually cost a company if I issue this sick leave 
certificate. GP3G3

The participants were aware of the higher cost of tests 
and treatments in hospitals compared with primary care, 
and the motivation to ensure treatment is carried out as 
much as possible in primary care was also raised.

According to the participants, it is possible to know prices, 
since the prices of medicines and clinical tests can be seen 
on some EHRs. On the other hand, it was commented 
that cost information is difficult to find. Cost information 
would also be useful in justifying the futility of some clin-
ical tests to patients and political decision makers. Partic-
ipants also thought that patients might appreciate care 
more if they knew the costs.

We see very few prices. We only see the pharmacy 
price of the medicines we prescribe. We don’t know 
how much they cost on the hospital ward, nor do we 
know the overall cost of the patient’s treatment. We 
don’t even see the costs of lab tests. GP4G1

Participants felt that it is sometimes important to 
discuss prices with patients, but in a sensitive manner so 
that patients do not feel embarrassed or guilty. It was also 
commented that patients should not have to worry about 
care costs. Regarding equity, participants were worried 
about the influence of seeing costs of treatments on atti-
tudes towards patients. It could result in some treatment 
options being unavailable to some patient groups. Partic-
ipants raised the lack of feedback on their clinical deci-
sions in terms of costs, especially costs arising from their 
own decisions compared with those of colleagues.

Regarding the cost-benefit ratio of treatment, opinions 
varied. Many considered it important to assess the benefits 

Table 1  Organisation of focus groups: location, date, facilitators and participants

Target group Location and date Facilitators

Participants

Female Male Total

GPs G1: Rovaniemi 16.3.2022 TK (author) 5 3 8

G2: Vantaa 21.4.2022 TK (author) 4 0 4

G3: Helsinki 10.10.2022 TK, JK (authors) 2 1 3*

G4: Kuopio 31.10.2022 TK, JK (authors) 0 3 3

G5: Oulu 14.11.2022 TK (author), PF 2 2 4

Patients G1: Helsinki 31.8.2022 JK, RS (authors) 2 1 3

G2: Helsinki 13.9.2022 JK, RS (authors) 1 1 2

G3: Tampere 14.9.2022 JK, RS (authors) 0 2 2

G4: Kuopio 3.10.2022 JK, RS (authors) 2 1 3

G5: Oulu 4.10.2022 JK, RS (authors) 4 1 5

*One GP in this group participated remotely.
GP, general practitioner.
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and costs to avoid using low-value care, although this was 
not considered easy. Some participants believed that if a 
clinical test or treatment is medically or ethically justified, 
it should be given regardless of cost. In addition, some 
(extra) costs may be justified if health benefits are gained 
later. Giving expensive treatments to patients with a short 
life expectancy (eg, those with terminal cancer) was 
questioned. It was suggested that the use of very expen-
sive care should be nationally aligned. Regarding clinical 
tests, the participants discussed whether it is more cost-
effective to order plenty of tests in one go or gradually as 
needed. It was also noted that some medicines, like the 
anticoagulant warfarin, are cheap but significant costs are 
associated with dosage adjustments, and some new medi-
cines are so expensive that their costs place patients in an 
unequal position.

It would have an impact if one kind of knew, okay, 
there isn’t very strong evidence for this, maybe some, 
but it’s not very expensive either. Then one might 
think, well, it could be worth a try. But if there’s 
something where the evidence is poor and the price 
is high, then it’s probably left at the very bottom of 
the repertoire. GP5G1

Regarding care planning and healthcare system design, the 
participants considered that there should be common 
practices around which treatments should be used in 
terms of costs, even including economic criteria for 
certain treatments. Some participants considered that 
decisions about expensive treatments should be made 
only by a specialist. Care should be planned well to avoid 
waste of resources, for example, unnecessary referrals 
to specialised medical care or emergency unit visits. It 
was also commented that the timing of clinical tests and 
control intervals and the mode of contact (online/phys-
ical appointment) are important choices.

I see it as a matter of follow-up, good organisation, 
and carefully considering what is needed and when. 
There could be sensible and controlled cost reduc-
tions if plans were properly documented, and each 
time there were a real assessment of when the next 
visit is necessary. Appointment intervals could per-
haps be extended a bit, and tests wouldn’t be repeat-
ed excessively. The tests used for monitoring different 
illnesses should be thoughtfully planned together—
what tests to take and when. I believe this could really 
(make a difference). GP1G2

On the other hand, some obligations imposed by 
society, like the duty to prepare medical certificates and 
ineffective work practices, consume physicians’ resources. 
The family doctor system and continuity of care were 
mentioned as potential ways to reduce costs. In some 
workplaces, the working culture or restrictions on choices 
may affect clinical decisions.

Some participants suggested that more information 
about costs and resource use in healthcare is gener-
ally needed, also for decision makers participating in 

prioritising discussions. Developers of clinical guidelines 
should consider whether clinical recommendations are 
economically feasible.

It was considered important that physicians have health 
economic understanding and can consider all costs and 
resource elements related to care, like the costs of long 
sick leaves or of long-term medications. This was not 
considered to be easy, especially for inexperienced physi-
cians or in the case of multimorbid patients. It was also 
believed to be difficult to establish and present compre-
hensive costs comparatively. According to the GPs, it 
would probably be good not to burden physicians too 
much with economic information, because clinical deci-
sion making is a complex process. According to some 
participants, there should be more education about 
(health) economics for physicians.

The downside is that if too many numbers are 
thrown in, it becomes such a mess that it’s difficult 
to interpret, and you don’t even feel like looking at 
it. GP7G1

GPs’ views on factors related to clinical guidelines which 
affect use of economic aspects in clinical decision-making
The discussion related to what economic information 
guidelines should include yielded three main categories 
with eight subcategories. The main categories involved 
the content, the mode of presentation and the advantages 
and challenges of integrating economic information into 
clinical guidelines.

Related to content, it was commented that on the one 
hand, economic information should be integrated as 
comprehensively as possible, but that on the other hand, 
it is challenging to include all costs. It was also suggested 
that the integration of economic information could be 
done gradually, starting from simple information to 
avoid physicians’ negative reactions. There were different 
views regarding what level of cost information should be 
included: per treatment, per patient, per disease group, 
per society or depending on the situation. Short-term and 
long-term costs were considered useful, although the latter 
are difficult to assess. Treatments could be compared with 
each other if there are cost or effectiveness differences. 
It was also proposed that the costs of treatment and the 
costs of consequences of non-treatment, such as sick leave 
or disability, could be compared. Seeing some kinds of 
cost-quality ratios or the cost-effectiveness of treatments 
was also considered important. It was also proposed that 
clinical guidelines should include all economic aspects 
implicitly in statements, possibly prepared with the help 
of an economist, so that there is no need for the physician 
to consider costs separately.

According to the participants, economic information in 
clinical guidelines should be presented so that it is easy to 
use and interpret.

The information should somehow be very easy 
to interpret, […because] our flood of data is so 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.

http://bmjopen.bmj.com/


5Ahonen JE, et al. BMJ Open 2026;16:e110284. doi:10.1136/bmjopen-2025-110284

Open access

overwhelming that we need to make use of it in a way 
that keeps it simple and understandable. GP1G3

It was proposed that economic information could 
be presented visually using colour codes or traffic light 
symbols.

If something is marked green, it means, okay, this is 
quite routine, it doesn’t cost much, so go ahead. But 
if something is red, then it needs to be considered 
more carefully. GP2G2

The participants would also like costs to be presented in 
the form of graphs or bar charts. They felt that economic 
information could be in a separate text section. Treat-
ment options could be presented in order of price and 
strength of recommendation. Some participants would 
like to have interactive functionality in the presentation 
of economic information, which would allow them to 
test different options and remind them what to consider 
in terms of costs. It was also noted that prices should be 
updated.

Both advantages and challenges of integrating economic 
information into clinical guidelines were identified. It was 
generally considered that it would be useful if economic 
information were integrated into clinical guidelines, as it 
would enhance evidence-based decision-making and help 
discuss costs with patients.

Some participants were sceptical about the benefits of 
integrating economic information, for example, because 
guidelines are not always used during clinical decision-
making. It was also seen as challenging to assess the 
benefits versus the costs. It was considered possible that 
if physicians base their decisions on prices, it may lead to 
underdiagnosis and undertreatment.

It [economic information in guidelines] must not 
dominate. It [a decision] must still be based on med-
ical science and evidence; it can’t be the primary 
metric used for decision-making. The risk is that too 
much focus could be placed on the numbers, leading 
to cost-cutting just for the sake of saving. GP4G1

Patients’ views on factors affecting the use of economic 
information in clinical decision-making
In the patient focus group discussions, we identified five 
main categories (with 11 subcategories): seeing the costs 
of treatments, the organisation of healthcare services, 
including cost information in clinical guidelines, patient 
information and economic support, and healthcare cost 
containment.

The participants believed it is important for patients to 
see the costs of treatments to appreciate how much society 
invests in treating them, and so that patients do not ask for 
unnecessary treatments. It might also motivate patients to 
better take care of themselves.

I also think that prices could be made more visible, and 
maybe that could encourage people to value health-
care more and take better care of themselves—so 

they don’t just rely on the fact that it’s relatively inex-
pensive to be sick here. P1G3

The participants believed that seeing the prices of treat-
ments would affect patients’ willingness to seek care when 
they have to pay for it themselves. Some comments were 
related to equity: public reporting of the costs of (some-
one’s) expensive treatments might cause people to think 
that these treatments should not be given. The partici-
pants felt that cost information should not cause feelings 
of guilt in patients.

But there’s a risk that this could turn into a gratitude 
mindset—like, oh wow, this is so expensive, I guess I’ll 
just manage without it. P3G1

The participants believed that healthcare services should be 
organised effectively to avoid extra costs and unnecessary 
resource use. They felt that when considering medica-
tion, it is better to start with the cheapest option and only 
if necessary choose a more expensive one. On the other 
hand, the participants felt that if many care options are 
trialled before an appropriate one is found, this will lead 
to extra costs for the patient. To avoid unnecessary costs, 
it was considered important that physicians carefully 
consider what clinical tests or treatments they start with. 
Physicians can also recommend a cheaper care option to 
patients who are going to pay personally. However, the 
participants considered that sometimes it may be useful 
to conduct some extra clinical tests for the patient’s peace 
of mind. According to the participants, patients must 
accept the fact that there might be some criteria for care. 
It was pointed out that there are also many indirect costs 
related to care, like travelling expenses and non-material 
social and mental burden.

The first thing that comes to mind is that it’s not just 
medication costs. There are also travel expenses […] 
and all the other costs that come with the limitations 
caused by illness. Society should somehow take this 
into account, as I know people who haven’t bought 
their medications simply because they couldn’t afford 
them. P1G2

In general, participants felt that it is a good idea to 
include cost information in clinical guidelines. However, 
there might be challenges regarding interpretation and 
how prices are updated. According to the participants, 
costs should not be the most important factor in the 
decision-making process and must not lead to decisions 
that are disadvantageous to the patient.

As long as it doesn’t become all about the money. I 
think it’s fine to have it as background information, 
but it shouldn’t be the most important factor. P2G5

The participants felt it was important to include patient 
information about what they must pay for their care, but 
the question of knowing the cost for society divided 
opinion. The participants felt information is needed to 
ensure the patient’s ability to pay for the medication and 
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for shared decision making. This information could be 
given subtly by the physician, or in adaptation training 
courses, for instance. Some information about the costs 
of medication can be found on the internet. The need for 
cost information was considered especially important in 
the private sector, where patients pay themselves.

Patients have different personalities, so for some, 
it might be offensive. For someone else, however, it 
could be very reassuring that they [treatment costs] 
have been brought up. P2G3

It was also commented that patients should be informed 
about the financial support they are entitled to receive.

Related to healthcare cost containment, it was commented 
that some clinical tests are ordered too little because of 
the costs. Some participants felt that it was justified to 
prioritise as long as no-one was left without treatment.

No, it’s not wrong in itself if savings are made in the 
right places, but I think it becomes wrong if, under 
the guise of public cost-cutting, someone ends up not 
receiving proper treatment. P4G1

DISCUSSION
It is worth noting that in healthcare, the general concept 
of cost can refer to different types of costs, which may 
vary slightly depending on the chosen framework. Direct 
costs refer to expenses that arise directly from the use of 
medical resources, such as appointments with physicians, 
medical procedures or medications. These costs are 
usually straightforward and easy to measure in monetary 
terms. Indirect costs, in turn, arise from consequences 
of illness other than direct costs, such as losses due to 
disability or the cessation or reduction of work produc-
tivity. Social burden refers to the impact of illness on 
non-medical societal factors, such as the need for social 
services or assistance from relatives. Psychological burden 
refers to the impact of illness on mental functioning, 
including anxiety and depression. Material burden can 
be understood as all economic consequences that result 
from illness.

In our focus groups, GPs showed a clear interest in 
using economic information in clinical decisions, and 
they found the costs of tests and treatments to patients 
and society relevant. They recognised the significance of 
the cost-benefit ratio and the importance of effectiveness, 
and prioritising patients’ medical needs was raised. Costs 
related to the inefficiency of the healthcare system were 
also raised in discussions. All of this is relevant because 
physicians have remarkable potential to influence health-
care costs. However, one barrier raised was difficulty 
finding and interpreting information about the costs of 
care. There is thus a need for easily accessible cost infor-
mation and more education about (health) economics. 
Integration of economic information into clinical guide-
lines was supported.

Our focus group patients considered that knowing 
prices would motivate patients to keep fit and increase 
appreciation for healthcare, but on the other hand, could 
cause feelings of guilt. They, like the GPs, highlighted 
efficiency in healthcare, while keeping in mind the costs 
for the patients and ensuring that everyone gets proper 
treatment.

Our findings on GPs’ and patients’ views align with 
those of previous surveys which have mostly focused on 
only specific interventions (testing, drugs, cancer care, 
intensive care).4 6 13 14 According to surveys with a general 
perspective,5 15–17 most physicians consider that they 
should try to control costs and limit the use of unneces-
sary interventions. In addition, most feel that the costs 
of medication or tests are important even if patients do 
not pay for them out of pocket. This is in line with our 
findings. According to a previous patient focus group 
study,6 patients believe costs should not be considered 
in decision-making regarding clinical tests. The impor-
tance of patient-physician communication regarding 
out-of-pocket costs has also been recognised in previous 
studies.18 19

Our findings encourage consideration of costs in 
decision making, as both groups expressed positive 
views towards it. This would be feasible, especially when 
multiple suitable decisions are available and shared deci-
sion making is important.20 When considering the influ-
ence of costs on treatment choices, ethical aspects like 
potential inequity should also be taken into account. This 
is important considering the health policy perspective in 
terms of what is covered or allowed.

It seems that we reached saturation as no new signifi-
cant themes were raised in the last group sessions. In the 
patient groups, diverse disease backgrounds were repre-
sented, and both the GP and the patient groups had good 
regional coverage.

Among the limitations of this study were that the groups 
were relatively small. In addition, we used a convenience 
sample. The focus groups were nominated according to 
suggestions made by the patient organisations and local 
GP organisations. Therefore, we may not have been able 
to ensure representation of diverse opinions. This may 
limit the generalisability of our data. Two of the facilita-
tors (JK, RS) held leading roles in the guideline organisa-
tion. This may have influenced how they asked questions 
and how freely participants discussed the integration of 
economic information into guidelines. However, TK led 
two of the focus group discussions alone, and similar 
viewpoints were raised in the other groups. In addition, 
both positive and negative aspects were raised in all 
groups showing that the participants felt free to present 
dissenting opinions. Furthermore, we used a piloted 
semi-structured discussion guide developed with a larger 
research consortium. We did not use triangulation, nor 
did we return the transcripts to the participants or seek 
their feedback.

All the physicians in the study were GPs, thus the results 
represent the primary care point of view. Future studies 
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could be conducted with physicians in other healthcare 
sectors. Also, similar studies should be carried out in 
various countries, since both the organisation of health-
care as well as the socioeconomic and cultural values of 
societies may affect attitudes.

CONCLUSIONS
Our study suggests that physicians are willing to use 
economic information in decision making. Providing 
economic information may support and motivate physi-
cians to make cost-efficient clinical decisions, while also 
being useful for patients. It also implies a need for more 
education on the economic aspects of healthcare, and 
easily understandable and readily available economic 
information for physicians. Guidelines are one way 
of disseminating such information. There is a need 
for further research on the subject to understand and 
promote the utilisation of economic information in clin-
ical decision making in different settings.
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