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Maria Anastario:
And go ahead, Christine, take it away. 

Christine Kowalski:
Great. Thank you so much, Maria. I'd like to thank everyone for joining our Implementation Research Group Cyberseminar today. My name is Christine Kowalski and I'm an implementation scientist and the director of the Implementation Research Group. 


And this IRG is a learning collaborative that we've set up to share best practices and lessons learned in implementation science. We have over 500 members in our group. And this session today is part of our monthly catalog of events. 


If you just happen to joined this session, and you are interested in joining our collaborative, feel free to send an e-mail to IRG at VA dot gov, and you can join that way. 


And now, I'd like to thank our presenter so much for her work in preparing for this session today. We're so pleased to have Dr. Andrea Patey, she's a senior clinical research associate with the Centre for Implementation Research at the Ottawa Hospital Research Institute in Ottawa, Canada. She holds a PhD in Health Psychology from the University of London in the U.K. 


And her research is based on the intersectionality of behavioral sciences, and implementation research, and specifically, the application of psychological theory, and methods to explain, and change health, health professional behaviors across a range of clinical settings. 


And Dr. Patey's interest in health professional behavior change focuses around whether implementation and de-implementation differ, and if interventions to target each should differ? And that's what she's going to be focusing on today. 


So we're thrilled to have her. Thank you all, again, so much for joining, please enjoy the session. And now, I will turn things over to Dr. Patey.

Andrea Patey:
Thank you, Christine, and Maria for inviting me to give this talk. I feel quite pleased to be able to do this as this is primarily focusing on the work I did on my PhD. And to have a captive audience, excuse me, for 45 minutes where I get to talk about my PhD it, it's, it gets pretty, pretty fun.


So to begin, and now I've done the arrow, it won't work. My arrows won't work, okay, hold on one second; I'll do this. Okay so at the end of the session, I'm hoping that you will be able to understand what the term de-implementation means with respect to behavioral science perspectives. 


Question whether de-implementation differs from implementation, kind of, understand what it means to de-implement in the healthcare setting. And I, I I will say that you will probably have more questions than answers that I will provide just because this is quite, quite a new and interesting field to be working in. 


So if we, if we think about what de-implementation is, there has been some work in the last, I'd say decade to, kind of, articulate what it means. So Prasad and Ioannidis defined it as, "The abandonment of medical interventions or divesting from ineffective or harmful medical practice." 


A year later, David Chambers, in, in an editorial for implementation science said it was, "The removal of interventions that do not appear to provide optimal care to a population and setting in which they are delivered." 


And and that differs from implementation in that National Institute of Health at the 2007 Dissemination and Implementation Conference defined implementation as, "‘The use of strategies to introduce or change evidence-based health interventions with, within a specific setting." 


So it's, it's clear that it's about stopping or or abandoning current, current nonevidence-based or low value care. So one may say, "Why is everyone all of a sudden so interested in this idea of de-implementation?" Again, in the last decade, there has been a lot of of movement within organizations across, around the world about how we can improve de-implementation interventions. 


Choosing Wisely in the U.S. started in 2012, and it has multiplied it in in countries globally. So in 2014, this was started in Canada. There is also a Choosing Wisely, U.K. And this morning, I just left a Choosing Wisely international meeting that has been for the last two days where there was probably, but 30 countries that have been represented at that organization. 


The British Medical Journal has a series within their, their journal looking at Too Much Medicine. So they have a whole, a whole grouping of articles or or publications around reducing low value care. There are organizations that particularly focus on de-prescribing, particularly in the older populations as they are a group of people who are often over prescribed medications. 


And recently, Cochrane Collaboration has developed a sustainable healthcare group to look at how we can improve the quality of high value care and reduce that that low value care issue. So even though there has been this policy and societal interest, there is also an actual gap in the care that is being delivered. 


So 20 to 25% of the care that is provided is not necessarily required, or can be potentially harmful to the patients that are getting it. And the bottom line is, basically, people are not receiving the best possible care that they can be getting. And implementation of research findings is a fundamental challenge for healthcare system on both the implementation side and de-implementation side. 


And so one of the things that that has, kind of, come up in those, in those discussions is, is the implementation different? Is the reason why the implementation strategies that we're using, not particularly working because there's something fundamentally different between de-implementation and implementation? 


So we look at it from a behavioral change perspective on health psychologists; I think that everything is related to human behavior. And if you think about it, everybody who works in a healthcare system, presumably as a human, and whenever we have changes in that system, whether it's new guidelines, a new technique, people need to learn new information about a medication, or novel medication, new innovative strategies, or even policy change. 


Basically, that requires somebody in the healthcare system to change their behavior. Clinical Practice is comprised of a set of behaviors whether that's giving advice, performing examinations, providing medications. But even from a policy perspective, or an administrative perspective, the things that that the administrators do are also human behavior: Writing policy, having meetings, any of those things that that require human interaction. 


So by incurring, encouraging appropriate practice, we basically need to figure out ways to support behavior change. This framing allows us to draw on a decade of research in psychology that we can use, and apply in this environment, to better improve the quality of care that people receive. 


So if it is about behavior change, what can we learn from the behavioral theories out there around de-implementation? So do the behavioral theories themselves inform implementation or de-implementation? I'm sorry. Do behavioral theories inform different strategies for implementation and de-implementation?


So in a paper that I published in 2018, I did a review of published literature to investigate whether there is a theoretical basis for identifying different strategies that might be used for implementation versus de-implementation? And one of the things that I will say is when we talk about implementation and de-implementation in the behavioral science perspective, we think of it as a decreasing in behavior, or a decreasing in frequency of behavior. 


So for example, if if you have to stop something altogether, you're going from some value to zero. If you're doing it for a subset of population, you're still going for some, yeah, but you're still moving from some value of how often you do it to zero for that specific patient population. So regardless of whether it's decreasing the frequency, decreasing the duration, decreasing for a specific subset, it's still going from one value to a lower value based on specific clinical contexts. 


So the methodology that I used was a critical interpreted synthesis, and I included papers from a broad range of fields whether they're biology, psychology, education, and business. And I I had a quite a a breadth of of search strategies, so I basically wanted any paper that likely reported mechanisms of behavior change for implementation and de-implementation. 


So the articles were identified using search terms related to theory and behavior. I also included a scoping review from Davis et al, that looked at 86 behavior change theories. And then the articles reported, articles had to report changes in frequency of behavior as I described; and they had to explicitly use theory within that discussion or application. 


We extracted data around the direction of behavior change whether it was increasing, i.e., implementation or decreasing, i.e., de-implementation. How they operationalized the theory and if they had any theory-based techniques or recommendations for behavior change? 


The analysis for our critical interpretive synthesis is quite iterative, and often involve the exploration of emergent ideas and themes. And I can tell you, this was the first study of my PhD, and I would get down, so far down a rabbit hole that my supervisors would have to pull me back, and say, "Focus on the topic that you have at hand, not at 7,000 other things that are coming into your head." 


So once we had that data extraction, or once we had that extraction done, we then did a purposive sample of additional papers around the series that were identified in in the original grouping of papers to explore those concepts in greater detail. 


So our beautiful PRISMA diagram, we started off with over 2,000 papers, and we ended up with 49 articles that articulated changes in increasing or decreasing behavior, and theoretical applications. Within the data scoping review, there were 276 papers, and there ended up at the end of that, including 17 articles. 


So these are the results. What we have is a group of of psychology or behavioral theories. What you'll notice is that there was only one theory, Operant Learning Theory, that actually articulated decreasing or implementation and de-implementation differently. 


And if you remember your first year Psychology course, or your high school _____ [00:11:31] Psychology course, depending on your age, you'll remember that Operant Learning Theory is a Skinner theory where he looked at a lot of animal behavior. So you push a button, and you get a pellet. You push the button more frequently, or you push a button, you get a foot shock if you push the button less frequently, so the idea of reward and punishment. 


We also have a number of theories that are often used for health behaviors as well as health professional behaviors that do not articulate a difference between how you target implementation or de-implementation. One of the unique things that this group, a grouping of theories use, is they often apply a strategy to give them a different, give the the individuals a different behavior. 


So give, give them something else to do, and then you focus the theory on that new behavior that you want them to do to replace the behavior you want them to stop doing. And then we have a bunch of theories that were only used either for decreasing and in, and, or or increasing. 


So the only theory that was used just for decreasing behaviors, the Deterrent Theory; that's a theory that's often applied in criminal justice systems. So if you warn people about potential punishment, they're less likely to do the behavior that you don't want them to do. And then the rest of the theories that are described have only ever been used in increasing frequency behaviors. 


So if we think about that, there is not a lot of insight from behavioral theories about whether there's a distinction between implementation and de-implementation. There's potential work around how we can use Operant Learning Theory explicitly within the health system with the caveat that it's, kind of, also, well, it's, kind of, almost used already, but often in the extreme circumstances. 


So, like, sanctions or financial punishment for, or financial, I don't want to say punishment, but punishment for for inappropriate healthcare given…. Well, I'm sorry. My cable just died. Can you hear me? 

Maria Anastario:
Yes, we could still hear you. 

Andrea Patey:
…. You, sorry, I just, my screen just died for a second. So so there's opportunities to learn how we can think, how we can use Operant Learning Theory, not in the extreme cases, so potentially redefining what it means to, quote-unquote, punish an individual. 


It could be just creating a barrier; it could be a substantial enough deterrent or punishment that will sway people away from the behavior you want them to stop. 


So the other idea that I brought up was that this concept of replacing a behavior with something, giving someone something else to do. And that's this, a technique within the behavioral sciences called behavioral substitution. 


So there's opportunities to apply behavioral substitution approaches for de-implementation. However, there's further research is needed to develop systematic methods for selecting that substitute, what that substitute behavior should be. 


So, I've just explained to you that there are a few behavioral theories that explicitly distinguish between how to increase or decrease behavior. But de-implementation interventions are not necessarily a novel concept created in 2012 and 2014. They've often been called quality improvement or _____ [00:15:06] in fact just, one grouping might be infectious diseases control. 


If we think about health related behaviors, smoking cessation is a de-implementation intervention that needs to happen, as well as the idea of healthy eating. So you want to eat less fatty foods. So we can learn from information that's already out there about interventions that already exist, and whether they, themselves are different in the strategies that they already employ? 


So this is a paper we published in 2001, to review published health professional behavior change interventions, classifying them according to the direction of behavior change, and the behavior change techniques that they use within each of these interventions. We used the sample of Cochrane Effective Practice and Organizational Care systematic reviews. 


We selected three systematic reviews: the Antibiotic Practice in ambulatory, in in hospitals, the Audit and Feedback intervention, and Imaging Practice. I will note that the Davey, et al., is an old date, they have updated it. And the updated systematic review was used in this, in this paper. 


So when selecting our systematic reviews, there's 50-some odd systematic reviews. We did have criteria for purpose, purposeful selection. They should include interventions that may target both the implementation and de- implementation. They shouldn't be limited to one health professional group or setting, but include various clinical settings, and healthcare professions to diversify the population in healthcare professional groups. 


So we could have pick three other systematic reviews within the 56 that were included but but it was just more of a, "I only have three and a half years or four years to do my PhD. I can't be coding 1,000s of of intervention descriptions." So the articles within those three systematic reviews were screened for the explicit reporting of direction of behavior change: so again, that idea of increasing or decreasing. 


The interventions were coded using the Behaviour Change Techniques taxonomy, and 20% of the descriptions were coded by a second coder. We then did comparisons across the implementation and de-implementation interventions. And the analysis used a a Pearson’s Chi Squared for comparison of frequency of BCTs. 


So you may say, "Okay, that's all fine and good, Andrew Patey, but what the heck is the BCT taxonomy?" So the BCT taxonomy was a a taxonomy developed by Susan Michie and colleagues to identify a way to specify behavior change intervention content in terms of the techniques within the _____ [00:17:57] within the taxonomy. 


If the techniques are considered the smallest components of an intervention, that on their own can bring about change. It resulted in 93 distinct techniques, and it can be used by researchers, and practitioners to work to achieve behavior change. 


We could have used another taxonomy, so there's work, EPOCs [PH] or the EPOC group in Cochrane has their own taxonomy. As well as the ERIC Group within the U.S., they also have a a taxonomy for implementation. 


The reason we chose the behavior change technique taxonomy is the granularity that it provides. It allowed us to look for really unique specific things that we didn't necessarily want to miss had we used a more, or a less granular tax, taxonomy. So this is the behavior change technique, taxonomy. 


Each of these little boxes that, kind of, looks like your chemistry elemental table is a distinct technique itself. So for example, there's one for feedback on behavior where it provides a description as well as an example for the behavior, for the behavior change techniques. So you monitor and provide informative and evaluative feedback on the performance of a behavior. 


It gives you suggestions for what other BCTs may need to be included. And then it provides an example of inform the person how many steps they walked each day, or how many calories they ate at each day, each day. Behavioral substitution is another example, and it's a prompt substitution of an unwanted behavior with a wanted or neutral behavior. 


Note, if this occurs regularly, you could also, potentially code another BCT called habit reversal. And then you suggest a person go for a walk instead of watching television. 


So these are the 93 techniques, I don't expect you to, kind of, review them or anything. But they do, within the publication, the 2013 publication in your supplemental, they have a table has the, just, definition as well as a description for each of these, these techniques. 


So within the Cochrane, three Cochrane systematic reviews, we included 185 papers. However, seven of those papers were actually duplicates, so it's actually 179. And I love to share this slide because it's the prettiest table I've ever done in my entire life. But what you can see is for implementation of 80, 81 studies, or 81 studies that include implementation interventions; and 97, I think is what it is, there's an icon over that picture. 


You can see that there are common BCTs across both groupings, so instruction of how to perform the behaviors used in both. Feedback on behavior was used in both, not surprising, because we had audit and feedback systematic review in there. But there were some differences. 


So you can notice that, for example – get my laser pointer out which is, kind of, fun. Behavioral substitution was used quite frequently in de-implementation, and not used, hardly at all in implementation. 


Monitoring of behavior with, if by others without feedback was used in de-implementation interventions, and only used in in one in implementation. And then similarly, credible sources used more frequently in implementation, and prompts, and cues are used more frequently. 


I'll take the laser pointer away. I will attempt to take the laser pointer away. It might not work, but that's okay. 


So so those are just, basically just looking at the raw data, trend wise. We then, we then ran some, some statistical analyses on it, and we adjusted our significance value to account to adjust for the 32 comparisons that we did. 


And in instances, we were, where we unable to do Pearson Chi Squares because of sample size, or absence of any BCTs; like so our cells here, for example, being zero, we used a Yates' continuing – continuity correction for cells less than five, and a Fisher's exact test for cells less than zero. The interesting thing is that three of the BCTs were a statistically significant, statistically significantly different for de-implementation compared to implementation. 


So they were used more frequently in de-implementation interventions. One feedback on behavior was used more frequently in implementation for de-implementation. But that may have had to do with the fact of the number, what studies that were used in the audit and feedback systematic review. 


So if we focus on the three that were, we used more frequently in de-implementation versus de-implementation, we notice that behavioral substitution has showed up again. So that strategy of giving them something else to do as a, as a way of changing behavior seems quite prominent. 


Monitoring of behavior by others without feedback; the context to describe that is often of senior management within a hospital or an organization explaining to staff that they will be monitored for doing certain things, and then not telling them how well they did, so more of a a top down, sort of, intervention. 


And then restructuring of the social environment often involves seeking permission from a senior clinician or a senior lead about requesting something that they shouldn't. So it was more, more about getting permission to do something rather than, than then, sort of, like, a support strategy. 


So with that in mind, basically, there were some significant differences between the BCTs reported in implementation and de-implementation, suggesting that the researchers may have some implicit theories about the different BCTs that are required. 


But we didn't look at efficacy just because of the the, the data itself within those systematic reviews varied in continuity, or our continuous variables versus dichotomous, and timelines. It was impossible to try to do a meta-analysis. But one of the things that consistently, well, within these two studies that seemed to show up is this idea of behavioral substitution. 


So what if we just gave them something else to do? Yeah, I've heard it in meetings with the Choosing Wisely Canada group here in Canada when we're talking to clinicians. We just give them something else to do. They'll stop doing the thing that we want – we don't want them to do. 


Wang and colleagues suggested that this idea of replacement is actually one of four types of change in de-implementation topology. And Norton and Chambers in their editorial noted that replacing is a unique type of de-implementation approach and argue the need for a minimum criteria to decide when to replace one behavior with another. 


Pragmatically, it it makes sense. It's likely to be more acceptable to healthcare providers. It maintains the clinical autonomy and self-regulation that that they have always had in their career. It's better than the ethical and social consequences of using punitive techniques so there's none of this financial penalty or sanctions within the practice. 


Healthcare professionals are inherently action oriented. They've, kind of, been trained that way their entire education. So they may be uncomfortable with the option of appearing to do nothing during a patient consultation, or in response to a patient need. 


Theoretically, it also, kind of, makes sense. It can be used with reinforcement to strengthen a new behavior. And we know that positive consequences are appealing, more appealing than negative consequences. And within the social psychology, or cognitive psychology field, doing nothing can lead to a great, greater regret than doing something over time. 


So so if a clinician were to experience, were to do something, and experience a negative outcome, their thinking would be, "Well, I did everything I could." Whereas if they didn't do something, and then experienced a negative outcome, they they self, self-doubt can creep in, and there, think about all of the things that they could have done. 


We also learned, as I previously mentioned, that within the BCT taxonomy, which is grounded in behavioral sciences, there is a specific technique called behavioral substitution that can be used to change behavior. 


So excellent, we've got theory, we've got pragmatic. We give them a great – I give them this behavioral substitution as a strategy, everybody's just going to do it. So what should we suggest the HCP, or a healthcare provider should do? 


So should we give them a specific behavior or should we just let them decide, to say, "You can't do this anymore?" I don't particularly care what else you do, but we want you just to not do this, so do something else. So we have a poll question. 


So we, so the question is, "Should we give the healthcare provider specific behavior, or let them decide what to do instead?" And we'll give you about ten minutes, ten seconds or so to answer. It's not ten minutes _____ [00:27:37]. 

Maria Anastario:
And and, and those responses are coming in pretty quickly, and that poll is open. And as soon as it slows down, I will stop that poll. And your choices are, "Give them a specific behavior," or "Let them decide."


So it's slowed down so I'm going to go ahead, and close that poll. And I will share the poll results with you. And what I'm seeing is we have 54%, say, A, give them a specific behavior; and 29% say let them decide. 

Andrea Patey:
So that's great. I would, I'm glad that it wasn't 100% one way. So there is a bit of discourse amongst the group which is fantastic. The challenge with giving them anything is what happens if they add another low value care behavior to the mix? 


So for example, we want to de-implement antibiotics, but then they increase their chest X-ray ordering because they want to rule out pneumonia. So so there is, got to be that balance of what's the appropriate alternative behavior? 


So if we decide that behavioral substitution is what we want to do, we then now, need to know, A, what is the most appropriate place to include behavioral substitution? And what behaviors should we be implementing as that substitutive, that substitutive behavior? 


So if we're going to be specific in the behavior that we are going to give them, how do we pick what behavior should, that we should give them? So how important is it that the new behavior have evidence indicating its benefit? Or could it be a neutral behavior? So your options are, "Must have evidence," or, "Neutrality." 

Maria Anastario:
Okay and that poll is now open, and the responses are coming in. And let's see, we'll just give them a few more seconds. And once that slows down, I'll go ahead and close the poll, and share those questions. 


And I see a lot of people responding here. So I slowed down, so I'm going to go ahead, and close that poll. And the results are 63% say, "Must have evidence," and 18% say, "Neutral." 

Andrea Patey:
Again, loving the discourse so if we think about the evidence, you're likely to achieve better results if you can explain to the healthcare providers that you were going to have a better or equivalent patient outcome than the undesirable behavior. 


Ideally, you would like better, but if you're proposing a substitute behavior is neutral in clinical effectiveness relative to the undesired behavior, you may be replacing a low value care with, not necessarily a similar, like the same level of low value, but it's still considered potentially a low value care. 


So there's a balance of trying to decide how low value care do you want? Or do you want it to be a high value care behavior? The interesting thing is healthcare providers always, when you ask them, "What are the barriers to their changing behavior," they talk about time. They never have enough time to do things. 


So the idea that you would propose something that's not going to be of high value, and potentially a time constraint, maybe, may be a concern if if the evidence is not necessarily strong for that behavior. So I'd loved the discourse, it makes me so happy when I don't see 100% approval. 


So is it –? I just ruined this answer. Is it okay if the substitute behavior takes more time? And of course, "Heck no," or, "Heck, yes," I just, kind of, alluded to it, so. 

Maria Anastario:
Well, that poll is open and the responses are coming in. 

Andrea Patey:
_____ [00:31:40] 

Maria Anastario:
So let's give it a a few seconds and but, if there's –? I I could see by the numbers that it's actually pretty active here. Let's see.

Andrea Patey:
Yeah.

Maria Anastario:
Let's go ahead. And I'm gonna go ahead, and close that poll, and share those results. And we have 47% say, "Heck, no," and 38% say, "Heck, yes."

Andrea Patey:
Fantastic so we're going to jump into another poll right away. Should the the healthcare provider be required to learn new skills relative to the substitute behavior? So should this be out of the wheelhouse or not? 

Maria Anastario:
And everybody is responding pretty quickly here. Let's see, we'll just give them a few more seconds. And you have, "Heck, no," "heck, maybe," and, "Heck, yes," to answer. And let's see, it's closed. 


It's slowed down a little bit so let's go ahead. And I'm going to go close that poll and share the results. And we have 5% say, "Heck no," 57% say, "Heck, maybe," and 19% say, "Heck, yes." 

Andrea Patey:
So I hope what I'm illustrating is this, is that it doesn't, it's not as easy as one thinks with the whole idea of just give them something else to do. If it is less time consuming, healthcare providers are more likely to do it. 


As if, it's perceived some, time more time consuming, it may lead to the healthcare provider, that they may have to neglect other tasks that are critical to the delivery of care. And they may default back to the easier, the path of least resistance. 


Substitute behaviors that also align with the healthcare provider's current skill set would probably have a greater likelihood of uptake because the healthcare provider wouldn't have the burden to learn these skills. However, like, there's continuing medical education programs, there is accreditation credits that healthcare providers have to, have to learn, or have to acquire to maintain their, the practice capabilities. 


So so there's opportunities that if it's, if it's important enough…. Excuse me, sorry. If it's an important enough behavioral behavior to substitute, then it may be worthwhile to have them learn the new skills. 


The last poll, I think. So if we think about it from a system level, how likely do you think an organization will be willing to invest in a substitute behavior? So would you think that an organization would be likely or or not very likely? So you can have a thought about that. 

Maria Anastario:
And that poll is open and people are submitting their results, so, and don't forget to click, 'submit,' after you make your choice. So once that slows down, I'll go ahead and close the poll. 


And it looks like it's starting to close, yeah, slow down. So I'll go ahead and close it and share those results with you. We have 50% say, "Not likely," and 28% that said, "Very likely."

Andrea Patey:
So again, I can't reiterate the discourse that I love. So from a systems perspective, a substitute behavior should probably be no more expensive to perform than the undesired behavior. If the cost of the substitute behavior is high, organizations may be inclined to maintain the status quo, it's often a conversation about short-term costs for long-term gain, sort of, things. 


And and those things need to be considered. So if you think about an intervention or a de-implementation intervention that's a bit more costly, but in the long run ends up saving hospitals money in unnecessary investigations, or further care delivery based on that low value care, then it may be worthwhile. 


It's important to have that discussion within the healthcare system or your hospitals to, and it, just to see the value of of weighing the the immediate cost versus the long-term benefits of that. So another factor that you may want to consider is how does the behavior, the the substitute behavior benefit or or serve the the healthcare provider delivering it, and then the practical objective? 


So it's important to identify what behaviors likely to achieve rather than decreasing just the original behavior? So if you think about a family physician who is encountering a patient who has a a, a cold or a a chest, a chest cold, or a RTI, respiratory tract infection, the clinician may think, "I need to not prescribe antibiotics." 


But it may also, the clinician may also be thinking, "I need to assure that my, that I'm hearing what my patient is feeling, that I'm validating their sickness." That's, it's not in their head, or and that it's not something more serious.


The _____ [00:37:08] – the patient may be thinking, "I just want to know that I'm okay, and it is just a cold." So there may be different, different substitute behaviors that need to be addressed to identify those specific objectives. 


So it's probably not necessarily going to be a substitute behavior that's sole purpose is to decrease the use of antibiotics. It actually is about the, that other aspect of making sure that the patient is feeling validated, and and addressing either symptom management of that RTI. 


And then, in in that objective, it can also serve to to _____ [00:37:49], to be a superficial attributes than the original behavior. So if you think about giving a patient a prescription, it's almost signaling the end of the consultation. So there may be a way to have a substitute behavior that does that same, sort of, signaling that the consultation has ended.


And one of the strategies being _____ [00:38:09], applied here in Canada is the use of a viral prescription pad. So similar to an an antibiotic prescription pad, it's an actual viral prescription that explains symptomology and strategies for self-management. 


But situations like that may not, not exist for every de-implementation of low value care around it. So you need to think about how you can identify a substitute behavior that is potentially, addresses these issues. 


And and with that in mind about that idea of having an alternative, having multiple objectives within that substitute behavior, you also want to make sure that it's it's in line, whatever behavioral substitute, whatever substitute behavior you're applying, that you consider the patient's goals when, when delivering that alternative care. 


And it may be that their concerns are different from the healthcare provider's concerns around reducing the low value care; and again, maybe about being acknowledged and addressed appropriately with their their symptom concern. 


It's also important that if the patient has had experience with the previous low value care, they may be uncertain as to why the healthcare provider is doing something different. So having an easy explanation at hand for for this would be helpful in maintaining that positive clinician, patient relationship. 


So we have submitted a viewpoint or commentary paper to Implementation Research and Practice, it's currently under review. Where we speak about the potential, these these, kind of, six principles of of when is it appropriate to select an alternative substitute behavior for de-implementation interventions? 


Because based on your polling results, it's not necessarily clear that it's an easy thing to do, or or a simple strategy of just giving them something else to do. And I think that that's an important, hopefully, an important take home that you you folks get from this talk. 


So the other thing I'm just going to briefly mention is that, if you are sitting there going, "Well, what do I do now? I don't have a clue how to do any sort of de-implementation strategies," we've developed a process framework and partner with Choosing Wisely groups across the globe. 


To develop a de-implementation Wisely, or _____ [00:40:50] Choosing Wisely de-implementation framework where we, kind of, talk you through process for how to tackle a de-implementation intervention or a low value care problem that you may have within your healthcare system. So check that out. 


So some final thoughts is that this whole idea of de-implementation is relatively new if you think about the development of Choosing Wisely in the U.S. of 2012, it hasn't even been ten years. Some of the work that I've presented to you is basically a start because everybody has, kind of, just been doing this off the side of their, their desks. Or, just, I always, kind of, think of it as throwing a pot of wet pasta at a wall and seeing what sticks. 


And I feel like we should learn from the 30 or 40 years of implementation of science research, or dissemination and implementation, or knowledge translation, depending on what country you come from. And and we should learn from from those methods and those theories to try to figure out how to really do de-implementation. 


I don't have all the answers; I have some ideas, and I think that there's things that we can learn from, from the findings that I've I've presented. It would be really cool to try to be able to do something with Operant Learning Theory and also try to think about how best to implement use of strategy of behavioral substitution, and potentially look at where it, where it would be good to use, and where it might not be an ideal strategy.


One of the things that that, kind of, keeps coming up, I guess, in the discussions that I've had is when evidence is strong about something, or or the, or the consequences of the behavior, or the practice are very, are almost, like, very negative to the point of life threatening, it's easy to make the change. 


You can either do the policy changes or you can even just remove access within your institution. The problem happens when the evidence is not so strong, and you often can get pushback from individuals who are involved. 


And I guess one of the key things that you can think about how to do this, is make sure when you do try to decide that you want to do one of these de-implementations, or or reduce low value care that you get everybody around the table talking about the problem and figuring out ways to to address it in in a pragmatic, and practical manner.


So I'm just going to give you this, that I've talked a lot about how you can use the behavioral science. And a lot of people think about that as, "Well, this is individual level intervention, this is about changing people."


But if you think about it from the whole system, even if you, and regardless of where you implement the intervention, unless the change actually happens at the care point where a patient receives health, received care from the healthcare team, or the individual health professional, if that change doesn't happen, it fails to enhance the quality of care. 


Care, and therefore fails to improve the healthcare system outcomes. So we, we often, kind of, categorize these behavioral theories and concepts at an individual level, but they can be delivered at any level within a system. It just has to trickle down to that patient interaction component. 


I think that's it. I just want to thank my PhD supervisors, Jill Francis, who is the Professor in Melbourne; and Jeremy, who is a Senior Scientist at The Ottawa Hospital Research Institute, which I currently am located. 

Christine Kowalski:
Wonderful, thank you so much. Dr. Patey. This was a a really wonderful presentation. And I think as you were seeing the poll results, kind of, indicate, even though we have a group of, kind of, expert implementation practitioners, the answers to some of those questions are not that easy. 


So I'm going to go through and read some of the questions that we have in the Q&A panel now, and then just a reminder to the audience, that if other people have questions, we do have some time. 


So please feel free to let us know your thoughts and questions in the Q&A panel. So the first question I'm going to ask is from John, one of our great IRG members from the Karolinska Institute. 


And he has a question, a good question, "Is there a difference between best strategies for enabling providers to de-implement; for example, a treatment, and enabling patients to de-implement something such as a lifestyle choice?" And he gives the example of alcohol consumption. 

Andrea Patey:
So so, I guess I should put the caveat that a lot of behavioral sciences have started in, or or, or have, a a lot have looked at health behaviors. So a lot of the strategies that when you look at the BCT taxonomy they talk about, they'll give examples of health behaviors, like, like alcohol or smoking. But I think the differences are probably contextual. 


So and and potentially, also the outcome. So often, when you're thinking about health behaviors, the consequences are potentially at needs, the person who is drinking or smoking. If you think about the consequences for health professional, the behaviors that they are performing are for the patient. So the consequences of that _____ [00:46:56], that that behavior for the health professional is directly impacting the patient. 


So the consequences are potentially different; therefore, the strategies that you may have to employ may be different. Because the impact to the health professional behavior is different than the behavior I'm doing as a human being wanting to drink less, and be fit, and not smoke. Did that make sense? 

Christine Kowalski:
Yes that makes sense, thank you. And I think it's, it's interesting because I think you even brought this up at one point in the presentation. But just, kind of, thinking, I think in this in our field of implementation, and dissemination, we so much focus on the de-implementation from the healthcare perspective, and the practitioner. 


So it is interesting to, kind of, frame it that way from the patient perspective, and as you're saying, the strategies may be different. But it is an interesting way to present it in terms of, maybe their health behaviors, thinking of them as de-implementation. So thank you for that. 


So then we have a comment, one of the attendees says that they agree; one of the hardest things is to do nothing, and then follows up with a question. So it says, "Excellent focus on the supply side, i.e. how to encourage healthcare providers to de-implement. 


Is there work being done on the demand side, that is, how can we encourage patients to demand less, especially in the United States where industry is trying to increase demand through advertising, and things like that? Which, which we do get quite often, sometimes. So if you have thoughts –?

Andrea Patey:
So so – 

Christine Kowalski:
– On that?

Andrea Patey:
– Yeah that's, so that's a great question. It's interesting because in, in the Canadian system, we have, well, we have 13 healthcare systems. Because each of the province is responsible, and they vary depending on what's covered by our government, and what's private? And one of the big burdens that we have here in Canada is waitlists. 


And often the way that we articulate to patients their concern around this, this demand side of things of, "Why am I not getting things?" and and when we discuss with them about this, we often talk about, "It's about, it's about appropriateness." 


And if if I'm giving a treatment to you that you don't need, then there's someone potentially behind you in the queue waiting for the treatment that they do need. So it's if we, kind of, put the spin of of improving waitlists, of if we can, if we can only eliminate those unnecessary tests, then we can get the tests to the people who need them. 


It's a bit different, I think, in the U.S. where it is a bit of an industry. But I think if you…. So we have a couple of of projects on the go here which are funded by our Canadian Institute of Health Research, and they have a group that within that Institute, they have a strategic patient-oriented research. 


And there is a funding program within that where you work with patients on research projects. So we have a large, multi-jurisdictional trial that's been on hold for the last 18 months because of COVID, where we are looking at reducing low value care in three Canadian provinces. 


And we have nine patient partners or lived experience members to our research team to keep reminding us the reason we're doing this is to improve the quality of care that they get. And I think the U.S. has some very strong patient-oriented research component within their research. That's a terrible sentence, apologies. 


But but I think it's about making sure they are engaged. And because they can often talk, articulate it in a way that makes sense to the patient. And one of the patient providers that that we have on our team is, always says, "Nothing for us without us." 


So if you're making changes, then it has to include us in these conversations. You have to include us in in these changes. And and having them understand the science behind it allows them to articulate to the public the value of this work, and the value of of appropriate care. I hope that's helpful. 

Maria Anastario:
Christine, you, you're muted. Are you still there? 

Christine Kowalski:
I'm sorry, for some reason, yeah, it unmuted me, and muted me again. I apologize. So yes, it was helpful, thank you. And so the next question, I believe this is referring to the poll questions. 


So the statement is, "These are framed dichotomously, yes, no, but they are all context dependent, correct?" "Evidence in favor of the substitute depends on the harm from low value care and the time it is reasonable for it to take for the substitute also depends on the available time," that's that's the comment and question. 

Andrea Patey:
So 1,000%, Christine, 100% agree, that they are dependent. I think the reason why I did it yes, no, was because I have been in so many meetings where people are saying, "Well, just give them something else to do," like, a rather flippant, sort of, comment. And I said, "Okay, smarty pants if it is that easy, then let's make some criteria around what it is we're going to do." 


And therefore, it should be really easy, yes or no, that this is important; this is not important. This is, evidence is important; evidence is not important. I 100, it's it's why I always said, like, why I love the fact that there was that discourse amongst the questions. That it's not an easy yes, no. 


And I did put a, "maybe," in there for one of them. And I, it's definitely, I think the point that I wanted to get across by forcing you guys into a yes, no was, it's not as easy as, "Just give them something else to do." And I think when you talk to the, to a lot of people about their – that's their answer. 


And I'm, sitting in my corner in my behavioral science glass house wanting to table flip, saying, "This is not this easy. We need to have a strategy that that takes into consideration those contexts." It may, it may be necessary that time is an issue. And and it does take longer to do, and the quality of care that's delivered if it does take longer is exponentially better than the initial low value care.


And I think, I think it it requires investigation. But in those other instances where there's potential, where those questions to those answers are, "No, this behavior is not going to take more time; yes, the clinician already has the skills; yes, there's evidence to say that this is the appropriate behavior to do; yes, the organization is going to be 100% on board with this because we're going to save them millions of dollars a year doing this," then that's a clear indication that behavioral substitution might be appropriate. 


If the answer to all of those questions is your, is your argument that, maybe, maybe, it depends, maybe, it depends, then maybe behavioral substitution is not the appropriate response. And we need to think of a better strategy for de-implementation. 


My my idea of this idea is, if you're going to think about behavioral substitution as the appropriate response, you need to consider these things. And if the answers to these questions are, "No," then perhaps behavioral substitution is not the appropriate response. 

Christine Kowalski:
Very good point and just, kind of, following through, and thinking about all of these things can have unintended consequences. Like, the example you gave where if they're de-implementing antibiotics, for example, then they may start to order more pneumonia X-rays, or things like that. 


So the next question, we have, "If teaching a new skill is less effective in de-implementation, do you have any suggestions on what should then be done to replace the low value care?" That, and, "The higher value care that we are trying to implement as a new skill for our clinicians," is the comment that the person has. 

Andrea Patey:
So I think it depends. So I think, I think it depends on on the new skills. And it it might not necessarily be less effective. So teaching a new skill might be more effective in de-implementation. It might not; it might be less effective in engagement with the healthcare provider.


So so you may, you may have something about a new skill that is super cool, and amazing, and now, everybody wants to learn it. And then that is an easy– I use this air quote but you can't see me doing air quotes in my office. It's easy, then, to get people engaged. 


I think when you're trying to think about what should be done to replace low value care, you need to investigate within your environment. What are the drivers of the current low value care? What are, and what are the barriers to changing that? 


So that may require you to have a a lunch within the department or a a workshop within the team where you brainstorm. What what are our challenges? Why do we continue to do this when we know we shouldn't? And then you can strategize of, okay, well, if we know that these are the barriers that exist, how can we overcome these barriers? 


Do we need to learn a new skill set? And you might need to, and that might be the best; if it comes up that we don't know what the heck we're doing, and we need to figure out, we need to do this new thing, and we don't know how to do it. And that's the biggest hurdle, then you may need to invest the time to learn that new skill. 


If it's something like our system is screwed up and we need a system change, then that may be what needs to happen. Designation of role may be an issue, there could, there could be a a plethora of barriers within your system that you need to, kind of, investigate as to what truly is the problem, is the problem within there? 


The idea of this is to, kind of, get you thinking about what those could be, and and that whole, it might not be as easy as everybody initially thinks. 

Christine Kowalski:
Exactly and, and I appreciate all of the citations, and references that you had as well. People can consider taking a look through, and through some of the manuscripts that were cited. 


And also that last table that you showcased, I took a quick picture of it. I'm looking forward to that. I think you said that that's in press right now, or being under review. So people can keep an eye – 

Andrea Patey:
_____ [00:58:41] 

Christine Kowalski:
– Out for that. Because, I think, clearly, it's not as easy as just flipping implementation on its head, and doing the the same thing, or the converse. So it's good, we have a lot of interest now in de-implementation of low value care. So we really do appreciate you taking the time to present for us today. 


I think we got through most of the content heavy questions. There was a few questions about citations, and things, and we can follow-up with those over e-mail. So I want to thank everyone so much for attending today. And, Dr. Patey, did you have any comments that you wanted to make before we close out the session? 

Andrea Patey:
No no, other than, thank you for listening. I love the fact that I had a captive audience to talk about this. Great questions, that, kind of, made me think about how I could probably respond to reviewers for, that are coming within that behavior. 


That behavioral substitution commentary, I think that will be a really cool, cool aspect. Yeah follow me on Twitter. I talk about nerdy science stuff. 


And reach out if any of you have any questions about any of, anything that I presented. I love chatting about theory and methods so I'm a big nerd. So thanks again. 

Christine Kowalski:
Yeah, thank you so much. We appreciate it. And then I think, Maria will have some closing wrap up statements as well. Okay?

Maria Anastario:
Well, thank you so much, Dr. Patay. We really enjoyed this presentation and thank you for preparing for it. For the audience, thank you, everyone, for joining us for today's HSR&D Cyberseminar. 


When I close the meeting, you'll be prompted with the survey form. Please take a few moments to fill that out. We really do count and appreciate your feedback. Thank you, have a good day, and stay safe.

[END OF TAPE] 
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