How can we effectively reduce low-value care?

Challenges and opportunities
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MORE IS

NOT

ALWAYS
BETTER

To do
or not to do?




Health insurance mandatory
Strong primary care

70 hospitals for 17.9 million inhabitants

11,763,650 17,879,000
30.689 km? 41,543 km?

hysicians per 1000 inh 3.2 3.51

ospital beds per 1000 inh §EX? 3.17

13.837 13.500




Sustainability under pressure

Financial
sustainability

Staffing
sustainability

Societal
sustainability

Sustainabillities
under pressure
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The value of care

Estimates:
- 15-40% is beneficial "
34% low 24% very low
* Up to 30% of care is of low-value
* Individual low-value services up to
89%
4.4% GRADE high +
neither statistically
0% moderate significant nor

rated as effective
by review authors

2% GRADE high
but not primary

. Proportion of interventions according to their highest GRADE outcome (high, moderate, low, very low.

Howick et al, J Clin Epi, 2022



Program To do or not to do? 2015-2023

Aims:
and low-value care :
low-value care oo
the results and the ¢

interventions



What is low-value care/de-implementation?

Care with evidence that there is no added value for patients and even can

harm them.

No value regarding:

» effectivity

* costs

* alternatives

* side effects

* patient preferences

De-implementation is reducing low-value care

The MRI-
scan shows  That you have indeed an

\ ingrown toenail
£ /

| I g ] )




Differences implementation — de-implementation

Implementation: A planned process and systematic introduction of
innovations and/or changes of proven value (Grol, Wensink, 2015)

De-implementation: When the use of low-value care is stopped on a
structural basis in a planned process (Van Bodegom-Vos, 2017)
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the evidence base to reduce low-
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Aim 1. Identifying and measuring

low-value care

* Do not do lists for medical specialists, GPs
and nurses

*  Choosing Wisely Recommendations

* Using (administrative) databases for
measurements

* Call for proposals

Research article | Open Access | Published: 25 November 2016

Identifying and prioritizing lower value services from
Dutch specialist guidelines and a comparison with the
UK do-not-do list

Joost Johan Godert Wammes £, M. Elske van den Akker-van Marle, Eva W. Verkerk, Simone A. van
Dulmen, Gert P. Westert, Antoinette D. |. van Asselt & R. B. Kool

BMC Medicine 14, Article number: 196 (2016) | Cite this article
6156 Accesses | 21 Citations | 21 Altmetric | Metrics

BMC Prim Care. 2022; 23: 141, PMCID: PMC9164383
Published online 2022 Jun 3. doi: 10.1186/512875-022-01713-y PMID: 35658832

Identifying and prioritizing do-not-do recommendations in Dutch primary care
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Low-value care selection

1. The prescription of local antibiotics for an infectious
conjunctivitis

2. The prescription of benzodiazepines in the treatment
of non-specific lower back pain (LBP)

3. The chronic prescription or continuation of acid-
reducing medication (ARM) without indication




% of patients that received »
an inappropriate prescription
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Aim 2. Reducing low-value care: 23 regional projects

* 5GP projects: e.g. reducing vitamin assessments

* 3 nurse projects: e.g. reducing auscultation for checking the
position of a gastric tube

* 15 medical specialist projects: e.g. reducing gastric endoscopies
for dyspeptic complaints

* Main principles:
* Healthcare professional lead
e Patients involved
* Tailormade strategy
* Facilitated and coordinated by our team




Aim 3. Spreading of effective interventions

SPREAD Framework

Learning collaboratives e.g.:

* Reducing low-value laboratory
tests

* Reducing unnecessary urinary and
intravasal catheters

Two national campaigns

Dissemination strategy
o External context
Coordination
Incentives for use
Reach of adopters
Demand and interest
Resources

De-imlementation

intervention Adopters

Adaptability

Project management

Relative advantage

Feasibility

Health services research

Original research

Development of the SPREAD framework to support the scaling of de- g
implementation strategies: a mixed-methods study 8

Daniélle Kroon , (& Simone A van Dulmen , Gert P Westert , (O Patrick P T Jeurissen , (& Rudolf B Kool

Correspondence to Daniélle Kroon; danielle kroon(@radboudumc.nl

Abstract
Objective We aimed to increase the understanding of the scaling of de-implementation strategies by identifying the determinants
of the process and developing a determinant framework.

Design and methods This study has a mixed-methods design. First, we performed an integrative review to build a literature-
based framework describing the determinants of the scaling of healthcare innovations and interventions. PubMed and EMBASE
were searched for relevant studies from 1995 to December 2020. We systematically extracted the determinants of the scaling of
interventions and developed a literature-based framework. Subsequently, this framework was discussed in four focus groups with
national and international de-implementation experts. The literature-based framework was complemented by the findings of the
focus group meetings and adapted for the scaling of de-implementation strategies.



It takes a crowd to spread: learning collaboratives

<

>

* (Digital) Contact with peers 3-6x a year: \
 Stimulating: how to start _\

* Motivating: it is realistic
* Peer to peer: safe environment
* Central coordination
* Sharing experiences, challenges, successes and data

—
-

Beter zonder katheter

Een toolkit voor het gepast gebruik van urinekatheters
en infusen in ziekenhulzen

INAPROPRIATE URINARY
CATHETERS

INAPPROPRIATE INTRAVASAL
CATHETERS
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Lesson 1: Healthcare professionals are motivated to reduce low-

value care; they should be in the lead and need to be facilitated




Lesson 2: There is no magic bullet: design a tailormade
strategy based on barriers and facilitators

Reimbursement

Lack of time

The way healthcare is
organised (EHR)

Social
context

Team

Social
environment

Van Dulmen et al,
2020 BMJ open

Better doing something than
nothing

Habits

Healthcare
professional

Lack of (communication)
skills

Lack of knowledge
Patient

It doesn’t hurt to
try

Lack of knowledge



When to choose what strategy?

Active de-implementation is
effective overall (median
reduction of 17% in lvc)

But high variation and no clear
trends as to what is most
effective in what situation

More effective
systems-focused
interventions

Less effective
person-focused
interventions

Only possible

for clear Ivc

Forcing functions

Automation & computerization

Simplification & standardization

Necessary, but

rarely sufficient

Reminders, checklists & double checks

Rules & policies

Education & training




Changing behaviour is a challenge
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Theoretical Domains Framework (TDF)

Social/professio Beliefs about
nal role capablities

knowledge

.. Beliefs about : : :
optimism reinforcement intentions
consequences

Memory,
attention and Environmental Social

decision context influences

making

emotion Behavoural Cane et al, Implementation

regulatlon Science 2012



Login

Theory and
Technigue Tool

Home The Tool About the Tool How to use Tool

The Theory and Techniques Tool

Explore the links between 74 Behaviour Change Techniques (BCTs)
and 26 Mechanisms of Action (MoAs) by selecting a cell

1 Select one cell you're interested in or make your own custom heat map by selecting ‘+' on the columns and rows of interest

- Links Inconclusive
- Non-links No evidence

BaCa Op BaCo Re

1.1. Goal setting (behaviour)

Beliefs about consequences
Beliefs about the consequences of a

1.2. Problem solving

behaviour (i.e. perceptions about

1.3. Goal setling (outcome) what will be achieved and/or lost by

undertaking a behaviour, as well as

1.4. Action planning
the probability that a behaviour will

1.5. Review behaviour goal(s) lead to a specific outcome)

View SOBC Measures

+ 1.6. Discrepancy between current behaviour ...

ocopooon

1.7. Review outcome goal(s)

The Theory and Techniqgues Tool | Theory and Technigues Tool (humanbehaviourchange.org)



https://theoryandtechniquetool.humanbehaviourchange.org/tool

Lesson 3: Clinical leaders are crucial to motivate and inspire

colleagues and deal with resistance



Lesson 4: Benchmark information is essential; it
confronts, stimulates and motivates

O Insteling

— BI-95% bovengrens

- Bl-95% ondergrens

% patients older
than 50 years with
knee complaints,
receiving an MRI

= B|-99% boOvengrens

= Bl-99% ondergrens




Lesson 5: Reliable patient information is key

Vitamin deficiency?
Probubl¥ not!

.....
De maag

We leggen serst uit hos de maag werkt. En welke maagklachten er

Maagklachten?
Doe de keuzehulp!

Pasgiachan e




Lesson 6: Use publicity to inform the public.. .. ..
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Les 7: Reducing low-value care requires patience

Bed rest for hernia nuclei pulposi

30000

25000

20000

15000

10000

Incidence of hospital admissions

5000

1990 1995 2000 2005 2010 2015 2020
Year

Coenen, 2022;
Eur J Pain



Lesson 8: Reducing low-value care is possible but don’t expect miracles

61% of the patiénts with
stomach complaints did
not chose for a gastric
endoscopy

11 % less lab diagnostics
department Internal
Medicine

25% less urinary
catheters and 33% less
intravasal catheters

13% less follow-up

P )
’ after treatement for
. basalcell carcinoma

20-30% less orders for
vitamine B12 or D by
the GP




Lesson 9: Pay attention to sustainable results right from the

start otherwise the effects will disappear
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Lessons learned

Low value care differs per healthcare professional and service

Decreasing the amount of low-value care is challenging because it requires
a change of behaviour of professional and patient

Healthcare improvement by de-implementation needs a tailormade
strategy, clinical leaders, enhancing communication skills of physicians,
feedback for participating healthcare professionals and reliable patient

information



.

}‘ THANKS

} Simone.vandulmen@radboudumc.nl

et VD’



	Dia 1: How can we effectively reduce low-value care?  Challenges and opportunities
	Dia 2: The Dutch healthcare system
	Dia 3: Sustainability under pressure
	Dia 4: The value of care
	Dia 5: Program To do or not to do? 2015-2023
	Dia 6: What is low-value care/de-implementation?
	Dia 7: Differences implementation – de-implementation
	Dia 8: Aim 1. Identifying and measuring  low-value care
	Dia 9: Low-value care selection
	Dia 10
	Dia 11
	Dia 12: Aim 3. Spreading of effective interventions 
	Dia 13
	Dia 14: Lesson 1: Healthcare professionals are motivated to reduce low-value care; they should be in the lead and need to be facilitated
	Dia 15
	Dia 16: When to choose what strategy?
	Dia 17: Changing behaviour is a challenge
	Dia 18: Theoretical Domains Framework (TDF)
	Dia 19
	Dia 20: Lesson 3: Clinical leaders are crucial to motivate and inspire colleagues and deal with resistance
	Dia 21: Lesson 4: Benchmark information is essential; it confronts, stimulates and motivates
	Dia 22: Lesson 5: Reliable patient information is key
	Dia 23: Lesson 6: Use publicity to inform the public 
	Dia 24: Les 7: Reducing low-value care requires patience 
	Dia 25: Lesson 8: Reducing low-value care is possible but don’t expect miracles
	Dia 26: Lesson 9: Pay attention to sustainable results right from the start otherwise the effects will disappear
	Dia 27
	Dia 28: Lessons learned
	Dia 29

