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How Big is the Over Use Problem?

 Estimated to be up to 30% in the US

Delaune J, Everett W. Waste and Inefficiency in the US Health Care 
System— Clinical Care: A Comprehensive Analysis in Support of System-
wide Improvements. Cambridge, MA: New England Healthcare Institute; 
February 25, 2008

 Surprisingly little research: systematic review found 
172 papers 1978-2009; 53 concerned therapeutic 
procedures; 38, diagnostic tests; and 81, medications

Korenstein D, et al. Overuse of Health Care Services in the United States
An Understudied Problem Arch Intern Med. 2012;172(2):171-178



Canadian Examples

No overview studies; fragmentary evidence, often drug 
focused:

 Ontario study: patients <16 yrs: 76% of sore throats cases (>80% viral)
were treated with antibiotics without a throat culture. [Pennie RA. Can Fam
Physician. 1998; 44:1850-6]

 Saskatchewan study: in pre-school children with respiratory infections 
almost half of prescriptions were not indicated on the basis of evidence-based 
guidelines and 49% of the cost of all prescriptions was unnecessary.[Wang E, et 
al. Clin Infect Dis. 1999; 29(1):155-60]

 CIHI: used the Beers criteria to study seniors’ drug claims in Alberta, 
Saskatchewan, Manitoba and New Brunswick. The rate of inappropriate drug 
use in 2005-06 varied from 25.2% in Manitoba to 31.3% in New Brunswick. 
[CIHI. Drug claims by seniors: an analysis focusing on potentially inappropriate 
medication use, 2000 to 2006. 2007]



Why Physicians Provide Unnecessary Care

Clinical regret at not doing something that might give benefit
Pro-intervention bias action even if marginal benefit scant
Uncritical bias towards new technology
Desire to please referring physicians
Fear of patient discontent or litigation
Supply driven demand, i.e. income generation
Over-estimate of benefits and safety
Over reliance on surrogate outcomes unrelated to patient 
outcomes
Poorly created CPGs
Fee-for-service funding which drives quantity

Scott I A, Elshaug AG. Foregoing low-value care: how much evidence is 
Needed to change beliefs? Internal Medicine Journal 2013, 43: 107-109.



How to Fix: An Attractive Solution for Governments

The most efficient way to eliminate inappropriate 
care would be to stop paying for it.”

ucian Leape, MD
Harvard School of Public Health
Quality Review Bulletin 1990, p.45



Getting Started: An Australian Example

multiplatform approach to identifying services listed 
n the Australian Medicare Benefits Schedule that 
ave questionable benefit

Of almost 6000 items on the Benefits Schedule 
56 (3%) were identified as potentially ineffective 
nd/or unsafe services

G, Amber M Watt, Linda Mundy and Cameron D Willis
150 potentially low-value health care practices: an Australian study

J Aust 2012; 197 (10): 556-560.



Broad Description of Services Identified by More 
han One Search Method [Elshaug et al 2012]

Testing of patients for factor V Leiden gene mutation
Arthroscopic surgery for knee osteoarthritis
Testing for C-reactive protein
Use of chest x-ray for acute coronary syndrome, preoperatively, or in 
diagnosing respiratory infections
Chlamydia screening
Exercise electrocardiogram (ECG) for angina
Imaging in cases of low back pain
Liver function tests
Blood, urine or plasma testing in end-stage renal disease
Radical prostatectomy
Radiotherapy for patients with metastatic spinal cord disease
Routine dilatation and curettage
Surgery for obstructive sleep apnea



t’s All About Data Granularity: the UK Example

 “Currently the biggest challenge…is a lack of detailed
NHS data on usage”.

 “Without data it is difficult to identify the subgroups
necessary to fully understand variations in care and 
therefore determine realistic potential savings.”

 “…current evidence suggests that disinvestment is 
unlikely to achieve the huge savings required to meet 
tightened NHS budgets.”

Garner S, Littlejohns P. Disinvestment from low value clinical interventions: NICEly
done? BMJ 2011:343: d4519 doi:10.113/bmj.d4519.



A Canadian Example

Implementation of the Low Risk Ankle Rule in several different
he rate of pediatric ankle radiography significantly and safely…
outis K, et al. CMAJ  October 15, 2013 vol. 185 (no.15) : E731-38.

ministries of health have only the diagnosis from physician billing data and
ing physician’s billing number from the ankle x-ray requisition – there is NO
by which to connect them.



Lesson: Delisting May Not Work Without Better Data

Bob Evans:

For every complex problem there is a simple solution
….and it’s almost invariably wrong.”



How to Fix: Influence Physician Clinical Behaviour

 “…each specialty society commit itself…to 
report…that specialty’s ‘Top Five’ list.

 ‘The Top Five list would consist of five diagnostic tests 
or treatments that are very commonly ordered…that 
have been shown by the currently available evidence 
not to provide any meaningful benefit…”

Brody H. Medicine’s ethical responsibility for health care reform – the Top 
Five List. N Engl J Med 2010; 362(4); 283-85.



mplementation: Choosing Wisely

 Based on the assumption that an informed 
conversation between physicians and patients will 
lead to wise choices about diagnostic and 
therapeutic interventions.

 Initiated by the ABIMF 2012:
 Specialties prepare lists of 5 items of marginal 

benefit
 Rapid growth: 9-16-27- 56
 Consumer Reports an essential partner for public 

information
 NO evaluation data yet



What a Physican List Looks Like



And the Linked Patient Material



Choosing Wisely Canada 

Goal:
To help physicians and patients engage in conversations about the 
overuse of tests and procedures and support physician efforts to help 
patients make smart and effective choices to ensure high quality care.

Objectives:
 To encourage physicians to engage in conversations with patients 
 To empower patients to make informed choices
 To cultivate a culture of responsible stewardship of health care 
 To engender public dialogue on the issue “more is not always 

better” 
 To engage health system and non-medical stakeholders in 

implementation



Choosing Wisely Canada 

Physician-driven vs Council of the Federation
Participants:

 Canadian Cardiovascular Society
 Canadian Association of Radiologists
 Canadian Medical Association Forum on General and Family Practice Issues
 Canadian Orthopaedic Association
 Canadian Society of Internal Medicine
 Canadian Rheumatology Association
 Canadian Geriatrics Society
 Canadian Association of General Surgeons
 Canadian Ophthalmological Society
 Canadian Pediatrics Society
 Canadian Association of Emergency Physicians
 Canadian Society of Endocrinology and Metabolism
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 Infrastructure
 CMA: physician dissemination and public 

engagement
 U of T: implementation strategies; academic 

linkages; evaluation; branding; web site

 Funding
 Ontario
 Health Canada (?)
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 Timelines
 Wave 1 release: April 2014
 Wave 2 release: late 2014 or early 2015

 Other collaborators
 PTMAs – monthly updates, CEOs Forum
 CFPC, RCPSC
 Health Quality Ontario; CADTH
 Patient & community groups, e.g. CMA Patient 

Forum



Conclusions

 Choosing Wisely is primarily about enhanced 
physician-patient communication.

 Informed communication may reduce unnecessary 
care.

 Eliminating marginal care enhances the quality of 
care.

 It also preserves scarce resources.




