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The American health care system is exceptional in how frequently it threatens 

patients with financial ruin. Medical care routinely causes non-medical harms: “illness or 

medical bills contributed to 62.1% of all bankruptcies” in 2006,1 20.4% of cancer 

survivors report “material financial hardship associated with cancer”,2 and medical costs 

lead to home foreclosure, food insecurity, homelessness, worsened health, and non-

adherence to treatment plans.3 Ethical and effective medical practice requires that 

American physicians acknowledge these harms in order to acquire informed consent, 

respect patient autonomy in decision-making, and provide high quality care. 

 

The ethical notions of informed consent and patient autonomy rest on the belief 

that patients are the best stewards of their own interest. When medical costs compete with 

housing payments (and threaten bankruptcy, foreclosure, and homelessness), only the 

patient is positioned to allocate their own funds sensibly. American physicians must 

proactively inform patients of the cost of care so that patients have the requisite 

information to protect themselves from non-medical harms. Without these discussions, 

true informed consent and patient autonomy cannot exist.4 

 

 A discussion of cost is also essential to the provision of high quality patient care. 

Cost related non-adherence to therapy is rampant in American health care, affecting 

12.6% of elderly Medicare enrollees, 29.4% of disabled Medicare enrollees, and 24% of 
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cancer patients.5,6 Physicians who neglect discussions of cost will prescribe medications 

that patients cannot afford and will not take, remain misinformed about the treatment that 

patients receive, and mislead other providers about their patients’ current treatment 

status. Proper patient care and concern for patient safety, therefore, provide a pragmatic 

rationale for discussion of health care costs.  

 

Some may argue that discussing costs with patients will force the burden of care 

rationing onto the patient and that such coarse economic discussions risks poisoning the 

physician-patient relationship. They are correct. However, this burden and corruption 

originate from the discriminatory role that cost sharing plays in deciding who receives 

care in America, not from physicians discussing medical prices with patients. These 

discussions merely permit patients to evaluate the relative value of medical care 

compared to the burden of medical expenses. Indeed, frank discussion of cost may 

actually improve physician-patient relationships by acknowledging sources of patient 

frustration, distrust, and inability to comply with care plans.  

 

In America, where bankruptcy is only a hospital stay away, respect for patient 

autonomy and decision-making makes the discussion of cost with patients an ethical and 

practical necessity. However, discussions of cost are not ethically required in countries 

where there is universal health coverage and minimal cost sharing, because patients can 

receive health care without altering their consumption of other goods and services. The 

ethical requirement is an artifact of the arbitrarily assigned and punitively expensive 

prices of American health care. Physician disclosure of costs is an improvement over 

non-disclosure of costs, but only marginally. 
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As many countries (and America’s own Veterans Administration) demonstrate, 

the ethical burdens on physicians and the financial liability of patients can be 

simultaneously eliminated through health systems that are free at the point of care and 

require minimal cost sharing. Ultimately, implementing such a system nation-wide would 

be the most comprehensive means of resolving the ethical questions surrounding the 

discussion of cost in American health care. 

 

 

 

 

 

 

 

 

 

 

 

 


