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Poll Question #1 

• What is your primary role in VA? 

– student, trainee, or fellow 

– clinician 

– researcher 

– Administrator, manager or policy-maker 

– Other 
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Poll Question #2 

• Which best describes your research experience? 

– have not done research 

– have collaborated on research 

– have conducted research myself 

– have applied for research funding 

– have led a funded research grant 
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 Background: Quality & Safety QUERI 

• Quality Enhancement Research Initiative (QUERI)  
– Clinical operations & research collaboration  

• 5-year, multi-project quality improvement program  
• Goal to improve quality of care & safety through evidence-based de-

implementation  
– Develop & test de-implementation strategies  
– Advance understanding of factors influencing medical overuse  
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 Background: Quality & Safety QUERI 

• Informed by cognitive psychology & behavioral economics  
• Extensive mixed-methods evaluation w/ inductive component  
• Goal today: Share baseline mixed-methods findings & thoughts on 

implications  
• See archived cyberseminar  for in-depth review of conceptual model: 

https://www.hsrd.research.va.gov/for_researchers/cyber_seminars/ 
archives/video_archive.cfm?SessionID=1172  
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Much (not all) of the de-implementation literature predicated on 
conscious behavior change 

• Strategies to reduce overuse (Berenson et Docteur 2013; Niven et al 2015; 
Colla et al 2017; Scott et al 2017): 

– Monitoring rates of inappropriate services 

– Physician education 

– Audit and feedback 

• Unlearning (Becker 2010; Coombs, Hislop et al 2013) 

• Choosing Wisely campaign 
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Two types of cognition 

• Reflective cognition 

– conscious process of evaluating behavioral options based on some 
combination of utility, risk, capabilities or social influences 

– forming and acting on an intention; and 

• Automatic cognition 

– largely unconscious 

– occurs in response to environmental or emotive cues 

– relies on ingrained heuristics 
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Challenges of intentional behavior change 

• Intentions only effective when retained in active memory, but intentions 
rapidly forgotten (Einstein, McDaniel et al. 2003). 

• Reflective cognition is effortful; limited cognitive resource (Hagger, Wood et 
al 2010). 

• Reflective cognition difficult under many conditions, e.g., multitasking, when 
stressed, processing large amounts of information (Kahneman 2011) 
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 Approaching overuse taking into account cognition 

• Unlearning strategies engaging reflective cognition  

• Substitution strategies engaging automatic cognition  

• 1st  de-implementation project targets inhaled corticosteroids in mild-to-
moderate chronic obstructive pulmonary disease (COPD); combines 
both approaches: proactive specialist e-consult  
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Example of inhaled corticosteroids for mild/moderate 
chronic obstructive pulmonary disease 

• Chronic obstructive pulmonary disease (COPD) is among the most common medical 
diagnoses among Veterans. 

• Approximately half of those with a COPD diagnosis are prescribed inhaled corticosteroids 
(ICS) despite recommendations that their use be restricted to patients with severe airflow 
limitation or frequent exacerbations. 

• These recommendations are based on clear evidence of harm, the availability of alternate 
and safer inhaled medications, and the lack of evidence for benefit among patients with less 
severe disease. 

Au et al. 2001, Med Care, 39(8); Fihn et al. 2004, 116(4); Collins et al. 2014, Chest, 146(6); Kew et al. 
2014, Cochrane Database Syst Rev, 3. 
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 Proactive specialist e-consults 

VETERANS HEALTH ADMINISTRATION 

Patient
Prescribed 
ICS, COPD 

Dx and 
spirometry

Chart 
Abstraction

Team Chart 
Review

Primary Care
Pulmonology
Develop 

recommendations

CPRS note- 
Non-visit 
consult
Document 
recommendations

Pre-filled order 

sets

Usual Care

Provider/Patient 
outcome surveys 

2-way 
communication

CPRS
Secure e-mail
Phone

E-Consult

Primary Outcome
 Acceptance of 

short and long 
term 
recommendations

Secondary Outcomes
 Safety
 Provider and 

Patient satisfaction
 Costs



   

 

 

VETERANS HEALTH ADMINISTRATION

Example of consult note 
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Example of consult note 
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Example of consult note 
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Method 

• Mixed-methods (qualitative-quantitative) approach 
• Primary Care Providers (PCPs) from 2 VA Healthcare Systems 

containing 13 primary care clinics. 
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Method – Baseline Interviews & Surveys 

Qualitative 

•Semi-structured interviews explored 
PCP experiences with prescribing ICS, 
familiarity with evidence and guidelines, 
and views on discontinuation. 

•Analyzed interviews with ATLAS.ti using 
iterative deductive and inductive content 
analysis. Findings were used to inform a 
subsequent survey. 

Quantitative 

•Surveys were administered to PCPs 
using RedCap. Surveys explored provider 
perspectives related to discontinuing ICS 
in mild to moderate COPD. 

•Descriptive analysis of survey data were 
completed. We used Chi-squared tests to 
analyze differences between physicians 
and nurse practitioners. 

http:ATLAS.ti


   

 

 

 

  

 

  

 

 

 

 

Findings 

Qualitative: Awareness of evidence and guidelines 

“I think it’s fair to say I have no idea what the guidelines say.” 

“When you’re in private practice, if things don’t appear in what you 

normally read to stay current, then you don’t get familiar with it.  It’s not 
like ‘I’m going to prescribe ICS, let me go read the guidelines about that’. 

You just don’t do that. One, you don’t have time, and two, you can’t 

necessarily go find that all out.” 
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Findings, continued… 

Survey: Knowledge of the evidence 

• 46% were unaware that ICS were associated with higher risk of pneumonia. 

• 52% did not know that long-acting muscarinic antagonists (LAMAs) and long-

acting beta agonists (LABAs) are as effective as ICS in reducing risk of COPD 

exacerbations. 

• 50% reported they would make an effort in the next 6 months to make greater 

use of LAMAs or LABAs, and 52% reported they would make an effort in the 

next 6 months to reduce ICS use. 
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Findings, continued… 
Qualitative: Inherited prescriptions 

“… I have rarely initiated that prescription I definitely have patients 
that are on it.” 

“Generally, on one hand I’d like to say in someone who’s on 

medication they don’t need, you should try to stop it.  But deep 

down there’s a little hesitation that if someone is doing well, why 

rock the boat?” 

“If someone came in on ICS or if someone sees a pulmonary 

provider who prescribed it, I would probably be reluctant to stop it. 

But, most likely I would not initiate it.” 

“… if they come to me and they have no adverse event on them 
and they are already on it, I may just leave it.” 

Survey:  

39% reported they 

were  unlikely to 

take patients off an 

ICS prescription 

placed by another 

provider.  
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Findings, continued… 

Qualitative: Deference to experts 

“I definitely have counted on pulmonology colleagues to give that guidance.” 

“Would I make a recommendation for a pulmonary medication to a pulmonologist? Probably 

not. But excluding them, it wouldn’t matter who they were.” 

“Realistically, I’m pummeling people all of the time with things that are more of a priority to the 

Primary Care world, so it’d just be another thing that I’d be pummeling them with. That’s how I 

would see it. If it was not on the Pulmonologist to do the legwork. And ‘pummel’ is the verb.” 
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Implications 

• Deference to experts and inherited prescriptions shed light on why some providers 
may decide against discontinuation of ICS even when they do not believe the 
prescription is helpful. 

• These factors may pose significant barriers to improving the safety and quality of 
care in other clinical contexts as well. 

• Understanding these barriers for PCPs to discontinue ICS will inform the 
development of more effective intervention programs and decision support tools. 

• Policies that increase the number of prescribing providers a Veteran sees, such as 
the Veterans Choice Act, may make it more difficult to de-implement harmful 
prescriptions. 
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Current status and next steps 

• Approximately 253 patients reviewed 
– 124 patients reviewed for deimplementation 
– 85 (68.5%) had recommendations to discontinue, not renew expired medication 
– 84/85 (99%)  Recommendation accepted 

• Follow-up interviews & Surveys 
– We’ll test whether change PCPs’ awareness of ICS harms & availability of 

alternatives mediates change in ICS prescribing 

• We see 3 possibilities when intervention stops 
– No unlearning – unfavorable practice resumes – inherited Rxs may help explain 
– New habit formation and unfavorable practice stops--without knowledge change (no 

unlearning) 
– Unlearning and unfavorable practice stops (with or without new habit formation) 
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Resources 

1. De-implementation of Harmful and Ineffective Medical Practices as a Process of Unlearning and 
Substitution: Toward a Clinician-level Planned-action Conceptual Model: 
https://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/video_archive.cfm?Session 
ID=1172  

2. Colla  et al: Review of interventions to reduce low-value care: 
http://journals.sagepub.com/doi/abs/10.1177/1077558716656970  

3. Scott et al: Countering cognitive biases in minimising  low value care: 
https://www.mja.com.au/system/files/issues/206_09/10.5694mja16.00999.pdf  

4. Nilsen et al: Implementation of Evidence-Based Practice From a Learning Perspective: 
http://onlinelibrary.wiley.com/doi/10.1111/wvn.12212/full  
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Thanks! 

Questions/Comments? 

• Christian D. Helfrich - Christian.Helfrich@va.gov  

• Krysttel C. Stryczek –  Krysttel.Stryczek@va.gov  

 

VETERANS HEALTH ADMINISTRATION 

mailto:Krysttel.Stryczek@va.gov
mailto:Christian.Helfrich@va.gov


   

 References 

• Aron, D., J. Lowery, C.-l. Tseng, P. Conlin  and L. Kahwati  (2014). "De-implementation of inappropriately tight control (of  hypoglycemia) for health: protocol with an example of a 
research grant application."  Implementation Science  9(1): 58.  

• Berenson, Robert A., and Elizabeth Docteur. "Doing Better by Doing Less: Approaches to Tackle  Overuse of Services." (2013). : 
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF  

• Becker, K. (2010).  "Facilitating unlearning during implementation of new technology." Journal of Organizational Change Management  23(3): 251-268.  

• Coombs, C. R., et al. "Exploring types of individual unlearning by local health-care managers: an original empirical approach."  (2013). https://www.ncbi.nlm.nih.gov/books/NBK259346/   

• Croskerry, P. (2002).  "Achieving quality in clinical decision making: cognitive strategies and detection of bias." Academic  Emergency Medicine  9(11): 1184-1204.  

• Croskerry, P. (2009).  "Clinical cognition and diagnostic error: applications of a dual process  model of reasoning." Advances in health sciences education  14(1): 27-35.  

• Croskerry, P. (2009).  "A universal model of diagnostic reasoning." Academic  Medicine  84(8): 1022-1028.  

• Evans, Jonathan St BT. "Dual-processing accounts of reasoning, judgment, and social cognition."  Annu. Rev. Psychol.  59 (2008): 255-278.  

• Kahneman Kahneman, D. (2003). Maps of bounded rationality: Psychology for behavioral economics.  The  American economic review,  93(5), 1449-1475.  

• Kahneman, Daniel.  Thinking, fast and slow. Macmillan, 2011  

• Morgan,  D. J., S. Brownlee, A. L. Leppin, N. Kressin, S. S. Dhruva, L. Levin, B. E. Landon,  M. A. Zezza,  H. Schmidt  and V. Saini  (2015). "Setting  a research agenda for medical overuse." BMJ: 
British Medical Journal  351.  

• Nilsen, P., M.  Neher, P. E. Ellström  and B. Gardner (2017). "Implementation of Evidence‐Based Practice From a Learning Perspective."  Worldviews  on Evidence‐Based Nursing.  

• Nilsen, P., K. Roback, A.  Broström  and P.-E. Ellström  (2012). "Creatures of habit: accounting for the role of habit in implementation research on clinical behaviour  change." 
Implementation Science  7(1): 1-6.  

• Niven, D. J., K. J. Mrklas, J. K. Holodinsky, S. E. Straus,  B. R. Hemmelgarn, L. P. Jeffs  and H. T. Stelfox  (2015). "Towards understanding the de-adoption of low-value clinical practices: a 
scoping review." BMC medicine  13(1): 255.  

• Scott, I. A., Soon, J., Elshaug, A. G., & Lindner, R. (2017). Countering cognitive biases in minimising  low value care.  The  Medical Journal of Australia,  206(9), 407-411.  

 

VETERANS HEALTH ADMINISTRATION 

https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.urban.org/sites/default/files/publication/23681/412834-Doing-Better-by-Doing-Less-Approaches-to-Tackle-Overuse-of-Services.PDF
https://www.ncbi.nlm.nih.gov/books/NBK259346/


   

 

 

 

 

ICS harms 

aRR:0.63 (0.60-0.66) 

Incidence of Pneumonia 

 

3.2% in LABA/LAMA 

 

4.8% in LABA/ICS (p=0.02) 

 

NNT – 

 

to avoid 1 PNA = 62 

 Suissa, et al. Chest. 2015; 148( 5):1177–1183 
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