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Abstract

Low-value care contributes to poor quality of care and wasteful spending in healthcare systems. In Verkerk and
colleagues’ recent qualitative study, interviews with low-value care experts from Canada, the United States, and the
Netherlands identified a broad range of nationally relevant social, system, and knowledge factors that promote ongoing
use of low-value care. These factors highlight the complexity of the problem that is persistent use of low-value care
and how it is heavily influenced by public and medical culture as well as healthcare system features. This commentary
discusses how these findings integrate within current low-value care and de-implementation literature and uses
specific low-value care examples to highlight the importance of considering context, culture, and clinical setting when
considering how to apply these factors to future de-implementation initiatives.
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e-implementing low-value care is a major challenge

within healthcare systems around the world." The

perpetuated use of healthcare services that provide
little or no benefit to patients, or which may cause harm,
represents wasteful consumption of healthcare resources.
Since the launch of the Choosing Wisely Campaign in
2012, there has been an exponential increase in research
identifying hundreds of low-value practices across all areas
of healthcare* Although many low-value practices have
been identified as candidates for de-implementation, their
use persists because the process of changing engrained
clinical behaviour is complex. While we have established
theories, models, and frameworks to guide the process of
implementing high-value care into practice, less is known
about the process of de-implementing low-value care. Studies
have begun to further unravel the complex interplay between
processes and determinants (ie, barriers and facilitators) of de-
implementation and implementation. Nevertheless, despite
advancements in our understanding of de-implementation,
low-value care remains a major burden within healthcare
systems throughout the world.

Prior to the coronavirus disease 2019 (COVID-19)
pandemic, reducing low-value care was increasingly
recognized as a priority for healthcare system improvement.
Now, owing to the many negative health system impacts of
COVID-19 (eg, delayed diagnoses and treatments), reducing
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low-value care should be an even greater priority.*” Ensuring
that healthcare providers are delivering high-value care will
help mitigate the resource and financial constraints that will
impact healthcare systems post-pandemic.® In Verkerk and
colleagues’ recent study “Key factors that promote low-value
care: views of experts from the United States, Canada, and the
Netherlands,” the authors aimed to explore the factors that
promote ongoing use of practices identified as low-value. This
commentary will review the article by Verkerk et al, highlight
key findings, and offer further consideration for how their
findings may be interpreted and applied to future initiatives
to reduce low-value care.

Verkerk etal interviewed 18 experts from Canada, the United
States, and Denmark. Pre-existing frameworks describing
drivers of poor medical care and determinants of healthcare
professional practice were used to guide interviews and elicit
factors that promote low-value care. This enabled the authors
to fill a gap within the literature and potentially identify
social and system-level factors that are often overlooked,
yet at a macro-level are potentially very influential.’’ Key
factors promoting use of low-value care that emerged from
the interviews included social factors (public and medical
culture), system factors (payment structure, influence from
industry, malpractice litigation), and knowledge factors
(evidence, medical education). The identification and
description of these factors are a meaningful addition to
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the body of literature describing determinants of low-value
care'™'? and offer potential strategies to reduce its overuse.

Generalizability of many of the key factors promoting low-
value care likely depends on context. For example, one of the
social factors promoting low-value care identified in the study
by Verkerk et al was public culture, and the tendency to believe
that ‘more is more. This suggests that patients may value the
receipt of tests and treatments because it makes them feel like
something is being done to help them, and understanding
this, clinicians may decide to provide tests or treatments
when the clinical indication may be weak or absent. Patient
education materials, such as those from the Choosing Wisely
campaign, have been shown to increase patients’ awareness of
low-value care and encourage them to initiate conversations
about the value of their care with their physicians.”” The
importance of patient perceptions likely varies across
clinical contexts. Diagnostic imaging for low-risk low back
pain is an example of a low-value practice where patients’
expectations or preferences have been shown to significantly
influence utilization." Healthcare providers have reported
that more patient education and additional time to explain
their rationale to a patient would help them reduce low-value
imaging for low back pain.”” Targeting patient expectations
through implementation of an intervention within the
patient-clinician interaction in primary care may provide an
opportunity for the patient to express their preferences and
engage in a discussion about the merits of imaging. A national
intervention in Australia applied this approach to the patient-
clinician interaction regarding imaging for low-back pain. In
their study, patient-specific educational tools and clinician-
targeted decision-support tools were implemented to assist
with decision making regarding imaging for low-back pain.'®
They found that this intervention reduced primary care
ordering of imaging by nearly 11% over the study period.
Similar results have been achieved with interventions
targeting the patient-clinician interaction in other primary
care contexts, such as with antibiotic prescribing for upper
respiratory tract infections and diagnostic imaging for low-
risk head injuries.”

In contrast to primary care, where decisions regarding use of
low-value tests or treatments are commonly made during the
patient-clinician interaction, acute care, and in particular the
intensive care unit (ICU), is a care environment where some
of the decisions regarding care required to save life or limb
may be less influenced by public culture. For example, several
studies suggest that for most patients admitted to adult ICUs,
a hemoglobin target of 7 g/dL is sufficient, and transfusion to
higher hemoglobin levels that more closely resemble normal
values is associated with worse outcomes.'”® Red blood cell
transfusion when the hemoglobin is 7 g/dL or higher is, for
most patients, low-value care. Owing to their severe illness,
ICU patients are not aware that their hemoglobin level may
be lower than normal, whereas the clinicians are, and thus
best positioned to make decisions regarding the merits
of transfusion. In this case, an intervention that targeted
patients or their family members would be less impactful
than one focusing more heavily on clinicians, their medical
knowledge, and the strong medical culture that more care and

normalization of physiology is better.

The more care is better culture and the ability of clinicians
to adapt established medical practice patterns in response
to new evidence are major barriers to reducing use of low-
value care that likely transcend all areas of medicine. It is
hard for clinicians to unlearn patterns of practice that have
emerged from years of medical training and experience.**!
A recent qualitative evidence synthesis indicates that clinician
knowledge is a commonly reported determinant of low-
value care," yet it is less clear how this should be addressed.
Clinicians engage with multiple sources of evidence (eg,
journal articles, clinical guidelines) within a medical culture
with established norms whilst also subject to their own
cognitive biases. All of these elements may contribute to
how they interact with and apply their medical knowledge
surrounding low-value care.”? Clinicians are also faced with
patients whose complexity frequently exceeds that of those
examined in clinical trials, and therefore have difficulty
applying evidence to the clinical contexts they encounter.
Additional work is required to further explore with clinicians
their own experiences interacting with new potentially
contradictory evidence and the decision to de-implement
care that may no longer be considered high value.

In addition to social and knowledge factors, the system
in which care is delivered has been shown to influence the
delivery of low-value care. For example, a study examining
vitamin D screening in the United States and Canada found
modest reductions in low-value screening following the
release of Choosing Wisely recommendations.”” However,
when a new payment policy eliminating reimbursement for
the screening was introduced in Ontario, Canada, the rate
of screening was reduced by 93%.” Here, an intervention
addressing system-level factors was needed in addition to
the Choosing Wisely Campaign, which targets knowledge
and social factors. Differences in the structure of healthcare
systems suggests that context specific interventions may need
to be considered. A systematic review of interventions to
reduce low-value care identified the importance of system-
level strategies that aimed to reduce demand of low-value
care (eg, patient cost-sharing that incentivizes high-value
care over low-value care) and supply of low-value care (eg,
value-based pay-for-performance).* Research suggests that
effective interventions that reduce low-value care are more
commonly multi-component interventions that address both
system-level factors (eg, payment structure, policy changes)
and social and knowledge factors.**

The factors identified by Verkerk et al complement
those cited within the current low-value care and de-
implementation literature. Two recent evidence syntheses of
determinants of low-value care suggest patient and provider
characteristics (eg, knowledge, attitude, behaviours) to be the
most cited determinants of low-value care.!'* Other factors
outside the patient-provider dynamic like the system-level
factors identified by Verkerk et al appear to be less commonly
reported in the literature, but as demonstrated by VerkerK’s
findings, this does not dismiss their impact on low-value
care. VerkerK’s study is an important reminder that no single
determinant is responsible for the challenges associated with
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reducing low-value care; social, knowledge, and system-
level factors are driving low-value care in an interconnected
manner. When designing de-implementation interventions,
these social, knowledge, and system factors should be
evaluated to understand what the predominant driver of use
of the specific low-value practice is and what might work best
to reduce its use. As highlighted in this commentary, these
factors are likely going to look different depending on the
target low-value practice, care setting and health system.

In conclusion, the study by Verkerk et al highlights key
social, knowledge, and system factors that promote low-
value care and underscores the complexity of the challenge
of de-implementation. Understanding how these key factors
vary with contextual factors such as the specific low-value
practice and clinical setting is an important consideration in
the design of de-implementation interventions. It is essential
that we engage all relevant stakeholders, including clinicians
and patients, as we continue to build the body of evidence
describing determinants of low-value care, pursue initiatives
to reduce low-value care, and advance the science of de-
implementation.

Ethical issues
Not applicable.

Competing interests
Authors declare that they have no competing interests.

Authors’ contributions

Conception and design: EES, JPL, HTS, and DJN. Drafting of the manuscript:
EES, JPL, HTS, and DJN. Critical revision of the manuscript for important
intellectual content: EES, JPL, HTS, and DJN. Supervision: EES, JPL, HTS,
and DJN.

Authors’ affiliations

'Faculty of Medicine, University of Ottawa, Ottawa, ON, Canada. 2School of
Health Administration, Faculty of Health, Dalhousie University, Halifax, NS,
Canada. *Department of Critical Care Medicine, University of Calgary and
Alberta Health Services, Calgary, AB, Canada. “Department of Community
Health Sciences, University of Calgary, Calgary, AB, Canada. °O’Brien Institute
for Public Health, University of Calgary, Calgary, AB, Canada.

References

1. Brownlee S, Chalkidou K, Doust J, et al. Evidence for overuse of
medical services around the world. Lancet. 2017;390(10090):156-168.
doi:10.1016/s0140-6736(16)32585-5

2. Shrank WH, Rogstad TL, Parekh N. Waste in the US health care system:
estimated costs and potential for savings. JAMA. 2019;322(15):1501-
1509. doi:10.1001/jama.2019.13978

3. Elshaug AG, Watt AM, Mundy L, Willis CD. Over 150 potentially low-value
health care practices: an Australian study. Med J Aust. 2012;197(10):556-
560. doi:10.5694/mja12.11083

4. Prasad V, Vandross A, Toomey C, et al. A decade of reversal: an analysis
of 146 contradicted medical practices. Mayo Clin Proc. 2013;88(8):790-
798. doi:10.1016/j.mayocp.2013.05.012

5. Korenstein D, Falk R, Howell EA, Bishop T, Keyhani S. Overuse of health
care services in the United States: an understudied problem. Arch Intern
Med. 2012;172(2):171-178. doi:10.1001/archinternmed.2011.772

6. Glasbey J, Ademuyiwa A, Adisa A, et al. Effect of COVID-19 pandemic
lockdowns on planned cancer surgery for 15 tumour types in 61
countries: an international, prospective, cohort study. Lancet Oncol. 2021;

20.

21.

22.

23.

24.

22(11):1507-1517.  doi:10.1016/s1470-2045(21)00493-9

Sorenson C, Japinga M, Crook H, McClellan M. Building a better health
care system post-COVID-19: steps for reducing low-value and wasteful
care. NEJM Catal Innov Care Deliv. 2020;1(4):1-10.

Born KB, Levinson W. Using health care resources wisely during and
following the COVID-19 pandemic. Can J Health Technol. 2021;1(5).
Verkerk EW, Van Dulmen SA, Born K, Gupta R, Westert GP, Kool RB.
Key factors that promote low-value care: views of experts from the
United States, Canada, and the Netherlands. Int J Health Policy Manag.
2022;11(8):1514-1521.  doi:10.34172/ijhpm.2021.53

Montini T, Graham ID. “Entrenched practices and other biases™
unpacking the historical, economic, professional, and social resistance
to de-implementation. Implement Sci. 2015;10:24. doi:10.1186/s13012-
015-0211-7

Augustsson H, Ingvarsson S, Nilsen P, et al. Determinants for the use
and de-implementation of low-value care in health care: a scoping review.
Implement Sci Commun. 2021;2(1):13. doi:10.1186/s43058-021-00110-3
van Dulmen SA, Naaktgeboren CA, Heus P, et al. Barriers and facilitators
to reduce low-value care: a qualitative evidence synthesis. BMJ Open.
2020;10(10):e040025. doi:10.1136/bmjopen-2020-040025

Silverstein W, Lass E, Born K, Morinville A, Levinson W, Tannenbaum C.
A survey of primary care patients’ readiness to engage in the de-adoption
practices recommended by Choosing Wisely Canada. BMC Res Notes.
2016;9:301. doi:10.1186/s13104-016-2103-6

American Academy of Family Physicians. Imaging for Low Back Pain.
https://www.aafp.org/family-physician/patient-care/clinical-recommen-
dations/all-clinical-recommendations/cw-back-pain.html. Accessed
November 3, 2021.

Kool RB, Verkerk EW, Winnemuller LJ, et al. Identifying and de-
implementing low-value care in primary care: the GP’s perspective-a
cross-sectional survey. BMJ Open. 2020;10(6):e037019. doi:10.1136/
bmjopen-2020-037019

Morgan T, Wu J, Ovchinikova L, Lindner R, Blogg S, Moorin R. A national
intervention to reduce imaging for low back pain by general practitioners:
a retrospective economic program evaluation using Medicare Benefits
Schedule data. BMC Health Serv Res. 2019;19(1):983. doi:10.1186/
$12913-019-4773-y

Sypes EE, de Grood C, Whalen-Browne L, et al. Engaging patients
in de-implementation interventions to reduce low-value clinical care:
a systematic review and meta-analysis. BMC Med. 2020;18(1):116.
doi:10.1186/s12916-020-01567-0

Critical Care Societies Collaborative — Critical Care. Choosing Wisely
website. https://www.choosingwisely.org/societies/critical-care-societies-
collaborative-critical-care/. Accessed November 16, 2021.

Niven DJ, Rubenfeld GD, Kramer AA, Stelfox HT. Effect of published
scientific evidence on glycemic control in adult intensive care units. JAMA
Intern Med. 2015;175(5):801-809. doi:10.1001/jamainternmed.2015.0157
Carroll AE. It's Hard for Doctors to Unlearn Things. That's Costly for All
of Us. The New York Times. September 10, 2018. https://www.nytimes.
com/2018/09/10/upshot/its-hard-for-doctors-to-unlearn-things-thats-
costly-for-all-of-us.html. Accessed November 16, 2021.

Helfrich CD, Rose AJ, Hartmann CW, et al. How the dual process
model of human cognition can inform efforts to de-implement ineffective
and harmful clinical practices: a preliminary model of unlearning and
substitution. J Eval Clin Pract. 2018;24(1):198-205. doi:10.1111/jep.12855
Scott IA, Soon J, Elshaug AG, Lindner R. Countering cognitive biases in
minimising low value care. Med J Aust. 2017;206(9):407-411. doi:10.5694/
mja16.00999

Henderson J, Bouck Z, Holleman R, et al. Comparison of payment
changes and choosing wisely recommendations for use of low-value
laboratory tests in the United States and Canada. JAMA Intern Med.
2020;180(4):524-531. doi:10.1001/jamainternmed.2019.7143

Colla CH, Mainor AJ, Hargreaves C, Sequist T, Morden N. Interventions
aimed at reducing use of low-value health services: a systematic review.
Med Care Res Rev.2017;74(5):507-550. doi:10.1177/1077558716656970

1594 |

International Journal of Health Policy and Management, 2022, 11(8), 1592—-1594


https://doi.org/10.1016/s0140-6736(16)32585-5
https://doi.org/10.1001/jama.2019.13978
https://doi.org/10.5694/mja12.11083
https://doi.org/10.1016/j.mayocp.2013.05.012
https://doi.org/10.1001/archinternmed.2011.772
https://doi.org/10.1016/s1470-2045(21)00493-9
https://doi.org/10.34172/ijhpm.2021.53
https://doi.org/10.1186/s13012-015-0211-7
https://doi.org/10.1186/s13012-015-0211-7
https://doi.org/10.1186/s43058-021-00110-3
https://doi.org/10.1136/bmjopen-2020-040025
https://doi.org/10.1186/s13104-016-2103-6
https://www.aafp.org/family-physician/patient-care/clinical-recommendations/all-clinical-recommendations/cw-back-pain.html
https://www.aafp.org/family-physician/patient-care/clinical-recommendations/all-clinical-recommendations/cw-back-pain.html
https://doi.org/10.1136/bmjopen-2020-037019
https://doi.org/10.1136/bmjopen-2020-037019
https://doi.org/10.1186/s12913-019-4773-y
https://doi.org/10.1186/s12913-019-4773-y
https://doi.org/10.1186/s12916-020-01567-0
https://www.choosingwisely.org/societies/critical-care-societies-collaborative-critical-care/
https://www.choosingwisely.org/societies/critical-care-societies-collaborative-critical-care/
https://doi.org/10.1001/jamainternmed.2015.0157
https://www.nytimes.com/2018/09/10/upshot/its-hard-for-doctors-to-unlearn-things-thats-costly-for-all-of-us.html
https://www.nytimes.com/2018/09/10/upshot/its-hard-for-doctors-to-unlearn-things-thats-costly-for-all-of-us.html
https://www.nytimes.com/2018/09/10/upshot/its-hard-for-doctors-to-unlearn-things-thats-costly-for-all-of-us.html
https://doi.org/10.1111/jep.12855
https://doi.org/10.5694/mja16.00999
https://doi.org/10.5694/mja16.00999
https://doi.org/10.1001/jamainternmed.2019.7143
https://doi.org/10.1177/1077558716656970

