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Abstract
Background
The de-implementation of low-value care (LVC) is important to improving patient and population health, minimizing patient harm and reducing resource waste. However, there is limited knowledge about how the de-implementation of LVC is governed and what challenges might be involved. In this study, we aimed to (1) identify key stakeholders’ activities in relation to de-implementing LVC in Sweden at the national governance level and (2) identify challenges involved in the national governance of the de-implementation of LVC.

Methods
We used a purposeful sampling strategy to identify stakeholders in Sweden having a potential role in governing the de-implementation of LVC at a national level. Twelve informants from nine stakeholder agencies/organizations were recruited using snowball sampling. Semi-structured interviews were conducted, transcribed and analysed using inductive thematic analysis.

Results
Four potential activities for governing the de-implementation of LVC at a national level were identified: recommendations, health technology assessment, control over pharmaceutical products and a national system for knowledge management. Challenges involved included various vested interests that result in the maintenance of LVC and a low overall priority of working with the de-implementation of LVC compared with the implementation of new evidence. Ambiguous evidence made it difficult to clearly determine whether a practice was LVC. Unclear roles, where none of the stakeholders perceived that they had a formal mandate to govern the de-implementation of LVC, further contributed to the challenges involved in governing that de-implementation.

Conclusions
Various activities were performed to govern the de-implementation of LVC at a national level in Sweden; however, these were limited and had a lower priority relative to the implementation of new methods. Challenges involved relate to unfavourable change incentives, ambiguous evidence, and unclear roles to govern the de-implementation of LVC. Addressing these challenges could make the national-level governance of de-implementation more systematic and thereby help create favourable conditions for reducing LVC in healthcare.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s12961-022-00895-2.
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Background
The importance of providing evidence-based healthcare is widely recognized. This includes efforts to de-implement—that is, to reduce or stop the use of methods that are not evidence-based. These are usually referred to as low-value care (LVC), which is “care that is unlikely to benefit the patient given the harms, cost, available alternatives, or preferences of the patient” [1]. It has been estimated that 10–30% of all healthcare methods have little or no benefit to the patient [2] and that 12–15% of patients receive at least one LVC practice a year [3]. Almost three quarters of physicians in the United States report that they typically prescribe unnecessary tests or procedures at least once a week [4]. The prevalence of LVC in Europe has not been quantified but is highlighted as a considerable problem for healthcare systems [5]. In Sweden, LVC is listed in the national guidelines as do-not-do recommendations, and an investigation of the prevalence of these practices showed that only one of six practices decreased after being labelled as do-not-do [6].
De-implementing LVC in healthcare is important to improving patient and population health, maintaining public trust, minimizing patient harm and reducing unnecessary resource waste in healthcare and public health [7]. The increasing costs of new healthcare technologies and treatments in combination with increasing needs associated with ageing populations further underline the necessity of using resources wisely [8]. Thus, an important issue for researchers and policy-makers is in recognizing factors affecting LVC use and improving knowledge regarding the strategies that could be effective for reducing LVC. A recent study identified key factors on the national level influencing the use of LVC, which were found to be similar across three countries (United States, Canada, Netherlands) despite differences in their health systems [9]. The factors included the provider payment system, the pharmaceutical and medical device industry, fear of malpractice litigation, biased evidence and knowledge, medical education, and social factors around healthcare including medical and public culture. A previous study on de-implementation of LVC in primary healthcare in Sweden found that physicians’ use of LVC was influenced by uncertainty and disagreement about what not to do, perceived pressure from others in the healthcare system, and the desire to do something for the patients [10]. Thus, clinicians are influenced both by individual factors and by factors in the wider healthcare system to provide LVC, which highlights the importance of working strategically at different levels in the healthcare system to reduce LVC [7, 11]. This is supported in a recent Swedish study which found that both local strategies and systemic strategies are likely required to de-implement LVC in primary healthcare in Sweden [12].
One area that has received limited research interest is health system governance for de-implementing LVC. Health system governance includes the means to fulfil the objectives of healthcare systems [13] and is manifested in multiple forms, such as in legally binding laws and regulations, advisory guidelines (soft governance) [14], terms for priority-setting and resource allocation, and systems for performance-monitoring and accountability [15].
Governance of healthcare systems is inherently complex [15]. One reason is that it involves a wide range of stakeholders at multiple system levels, which commonly results in the coexistence of national-level guidelines and policies [16] in parallel with regional- and local-level decision-making and guidelines.
A scoping review by Nilsen et al. [17] identified four frameworks that addressed determinants of the de-implementation of LVC. Most frameworks focused on micro- and meso-level determinants such as healthcare professionals’ attitudes and beliefs, patient experiences and the immediate practice environment. Only one of the frameworks [18] accounted for governance in relation to policy, management and/or clinical decision-making at the meso (institutional) level. Another scoping review [11] identified nine empirical studies that examined determinants for de-implementing LVC, of which only three addressed governance in the form of “policy and political support” for the de-implementation of LVC.
Despite governance being identified as a determinant for de-implementation, there is limited knowledge about how the de-implementation of LVC is governed and what challenges might be involved in the governance of de-implementation. Addressing these knowledge gaps, we aimed in this study to explore national-level governance of the de-implementation of LVC in Sweden. The purpose is twofold: (1) to identify key stakeholders’ activities in relation to de-implementing LVC in Sweden at the national governance level and (2) to identify challenges involved in the national governance of the de-implementation of LVC in Swedish healthcare.
Methods
Design
The study was a qualitative interview study using thematic analysis [19]. The Standards for Reporting Qualitative Research were used to report the methods [20] (Additional file 1).
Setting
The Swedish healthcare system, where the current study is set, provides a relevant empirical example of the governance and de-implementation of LVC, as both the use of scientific evidence and striving for cost-efficiency are core objectives of the Swedish healthcare system. These objectives are reflected in national and regional governance strategy [15, 21]. Sweden also has a long tradition of producing and using evidence to guide practice, involving a broad range of national-level stakeholders.
Sweden has a publicly funded (84%) and highly decentralized healthcare system, with considerable autonomy for the 21 regions (previously known as county councils) responsible for funding and providing healthcare to its citizens. Both public and private providers operate in the publicly funded healthcare market. Private providers are more common in primary care, in particular in urban areas [21]. At the national level, governance is performed by the Ministry of Health and Social Affairs, which sets overall goals and issues policies, as well as through several national public agencies responsible for supporting the implementation of policies issued by the ministry. Thereby, the national-level governance sets the frame for the regional governance of healthcare. This study focuses on the activities conducted and the challenges involved in governing de-implementation of LVC at the national level.
Recruitment procedure and participants
We used a purposeful sampling strategy to identify national-level stakeholders based on the criteria of having a potential role in the governance and de-implementation of LVC based on their functions. We identified stakeholders based on recent governmental investigations into knowledge governance, emphasizing the role of government and nongovernmental agencies [22], and more general reviews of the governance of the Swedish healthcare system [15, 21]. The list of relevant stakeholders to invite to the study consisted of eight government agencies. In addition to these, the Swedish Association of Local Authorities and Regions (SALAR) which represents the regional and municipal governments, was included. The reason for including SALAR despite it not being a national-level actor was because of its leading and coordinating role in the national collaboration for knowledge governance (Table 1).Table 1Identified stakeholders and their functions of relevance for the de-implementation of LVC at a national level


	Stakeholders
	Function
	Number of informants

	Swedish Agency for Health Technology Assessment and Assessment of Social Services
	Assesses the evidence for methods of health and social care based on systematic literature reviews
	2

	National Board of Health and Welfare (NBHW)
	Provides soft law recommendations, e.g. develops national guidelines, based on the state of the evidence and professional expertise, to guide regional decision-makers and provider organizations in making priorities and organizing healthcare provision
	1

	 Medical Products Agency
	Makes direct decisions concerning medical products. Approves pharmaceuticals to access the Swedish market and provides evidence-based guidelines for the prescription and use of pharmaceuticals
	2

	Dental and Pharmaceutical Benefits Agency
	Makes direct decisions concerning dental and pharmaceutical benefits. Conducts cost-efficiency analyses to determine whether a pharmaceutical product qualifies for government subsidies
	1

	Public Health Agency
	Has a national responsibility to promote good public health and ensure that the population is protected against communicable diseases. Provides soft law recommendations concerning public health issues
	1

	Health and Social Care Inspectorate
	Conducts supervision to ensure that health and social care is safe, of good quality and provided in compliance with laws and regulations
	2

	Swedish Agency for Health and Care Services Analysis
	Is a freestanding analysis agency and makes recommendations on a system level. Analyses health and social care services from the perspective of patients and citizens and reviews the outcomes of governmental activities
	1

	Swedish eHealth Agency
	Leads and coordinates government e-health activities, such as electronic prescriptions of pharmaceuticals, to enable better information-sharing within health and social care
	0

	Swedish Association of Local Authorities and Regions (SALAR)
	SALAR is an organization that represents and advocates regional and municipal government. Its relevance for national-level governance of de-implementation of LVC is in its leading role in the nationally coordinated organization for regional knowledge governance that was formed in 2016 and is still under development. The so-called national collaboration for knowledge governance relies on regional representation and responsibility for several national programme organizations and leads the way in knowledge governance for different areas of professional expertise
	2




All stakeholders identified as potentially relevant participated in the study except for one government agency that declined participation because they did not perceive themselves as having any role in governing de-implementation. To recruit key informants for every stakeholder we used a snowball sampling strategy in which initial key individuals were identified and through which other informants were recruited [23]. For the initial contact with respective stakeholders, we searched for persons who had a formal role and experience related to the governance of the de-implementation of LVC. The identified persons mainly held various management positions including director-general and communication manager. Either the contacted persons were confirmed as being the right persons to include in the study, or they suggested other individuals who would be suitable based on their formal role, experience and knowledge of the issues under study.
In total, 12 informants were included in the study. One person declined participation due to time constraints, while only one informant from that stakeholder was interviewed. The number of informants from each stakeholder are listed in Table 1. The informants had different roles within the stakeholder organizations, being public servants in managerial positions (n = 9) or the director-general (n = 3). Seven (58%) of the informants were female.
All informants were contacted by email and asked to participate in the study. Before participating in the interview, they were informed both orally and in writing about the study purpose and procedures and were given the opportunity to ask questions. All informants received information that participation was voluntary, and all signed a written informed consent upon participation.
Data collection
The data were collected through semi-structured interviews using an interview guide, which included open-ended questions about how the informant perceived the role of their own organization in the governance of the de-implementation of LVC as well as how they perceived the roles of other significant stakeholders. The interview guide also contained questions concerning the potential challenges involved in governing de-implementation. The interview guide was piloted in an interview at one of the participating stakeholder organizations, after which minor refinements were made. The pilot interview was excluded from the data analysis. The final interview guide can be found in Additional file 2.
The interviews were conducted between March 2020 and September 2021. They were conducted over the phone (n = 5), person-to-person at the informants’ workplaces (n = 2) and using Zoom (n = 5). Two interviews were conducted with two informants representing the same stakeholder, but all other interviews were individual. The purpose was to provide a broad and comprehensive understanding of the national-level governance of de-implementation in Sweden by focusing on the activities and challenges as described from the perspective of stakeholders with different roles in healthcare governance. As the study has an explorative standpoint and includes stakeholders with different governance roles, we did not expect to attain full data saturation for all identified themes, as they were expected to describe different activities to govern de-implementation based on their specific roles. Interviews were conducted by a researcher (HW) who has a PhD in medical sciences and who is also a licensed psychologist, or a research assistant experienced in business studies (BCM). Both were trained and experienced in interview techniques and had previous experience of interviewing healthcare actors. All interviews were audio-recorded using a digital recorder and transcribed verbatim. The interviews lasted an average of 53 (47–63) minutes.
Data analysis
An inductive approach was applied, where the participants’ statements were openly coded through a thematic step-by-step analysis [19]. During the first step, the interview transcripts were read several times by one of the authors (BCM) to become familiar with the data corpus. At this stage, rough notes and early impressions were written down. In the second step, data fragments that highlighted something relevant to answer the research questions were coded using NVivo software (v.12 Pro). The process followed open coding (i.e., not having previous set codes), where codes were developed and changed throughout the coding process. Then, another author (HA) reviewed and analysed the codes separately. BCM and HA discussed the coding and agreed on a coding system.
In the next step of the analysis, the codes were screened for topics or issues that could be used as a centralizing, organizing concept for a theme. Both authors scanned the codes and the data within them, searching for everything relevant to address the research questions. As both authors worked through this joint analysis, new codes were generated, and existing codes sometimes changed. Codes were grouped into initial themes and subthemes. When this process was completed, possible differences between authors in how codes were categorized were discussed before moving to the next step. The data within each theme and subtheme were reviewed to assess whether they represented their codes and all relevant data while being distinct from each other. A theme was defined as something that had a certain pattern or meaning in relation to the research questions in the data. During the last step of data analysis, final themes and subthemes were defined.
Results
The results section is divided into two parts: key stakeholders’ activities to govern de-implementation of LVC, and challenges involved in governing the de-implementation of LVC.
Key stakeholders’ activities used to govern the de-implementation of LVC
The informants provided information about activities that had been used in the past, were currently used or could be used to govern de-implementation of LVC by any of the stakeholders. The results do not include any account of the frequency or duration with which these activities were used. The national-level governance of the de-implementation of LVC in Sweden can be distinguished by four potential activities: (1) recommendations, (2) health technology assessment (HTA), (3) control over pharmaceutical products and (4) the national system for knowledge management. Each of these themes and their subthemes are outlined in Table 2 and described in the text below.Table 2Overview of the themes and subthemes of activities used to govern the de-implementation of LVC at a national level and the stakeholders describing being involved in the activities


	Theme
	Subtheme
	Stakeholders describing being involved in the activity*

	Recommendations
	Do-not-do recommendations
	NBHW, Medical Products Agency

	 	Ranking of the priority of recommendations
	NBHW

	 	Removal of outdated recommendations
	NBHW, Medical Products Agency

	 	Recommendations after inspections
	Health and Social Care Inspectorate

	 	Priority support
	Swedish Agency for Health Technology Assessment and Assessment of Social Services

	Health technology assessment
	 	Swedish Agency for Health Technology Assessment and Assessment of Social Services

	Control over pharmaceutical products
	Withdrawal of pharmaceutical products
	Medical Products agency

	 	Removal of the substitution of medicines
	Dental and Pharmaceutical Benefits Agency

	 	Denial of price increase requests
	Dental and Pharmaceutical Benefits Agency

	National system for knowledge management
	 	SALAR


*Not all included stakeholders are represented in the list of activities, as the representatives for some stakeholders did not report any current activities to govern de-implementation of LVC



Recommendations
Five different ways of using recommendations for governing de-implementation were described: do-not-do recommendations, ranking of the priority of recommendations, removal of outdated recommendations, recommendations after inspections, and priority support.
One of the described ways to govern the de-implementation of LVC was to provide recommendations in the national guidelines, developed by the National Board of Health and Welfare (NBHW), for methods that should not be used. These methods are labelled “do-not-do” and include methods that should be de-implemented because of their lack of scientific evidence and/or insufficient cost-effectiveness. The Medical Products Agency also produced treatment guidelines that could recommend against the use of a certain product for a specific condition or patient group. The national guidelines furthermore include information regarding the priority of recommendations, on a scale from 1 (highest priority) to 10 (lowest priority) based on the severity of the condition, the efficacy/effectiveness and the cost-effectiveness of the method. A ranking of 10 would imply that a method should not be widely used although it may not be formally labelled as do-not-do. The removal of outdated and no longer valid recommendations from the national guidelines was also considered as a strategy to govern de-implementation of LVC.We have something called do-not do recommendations, and that is our signal from the guidelines where we say that this is so bad that you should simply stop doing it. (Informant 3)


The use of practices recommended against could also be noted and recommended against by the Health and Social Care Inspectorate when their inspections showed that an LVC practice had been used. However, assessing the use of LVC was not a systematic part of the agency’s inspections and only focused on practices that could cause harm to patients rather than LVC in general.
Another type of recommendation was developed in direct response to a government assignment to identify LVC practices in use and provide recommendations for their de-implementation. This assignment resulted in recommendations, called priority support, for de-implementation of three specific LVC practices (i.e., arthroscopic surgery for osteoarthritis of the knee, changing peripheral venous catheter at predetermined time intervals, corticosteroid injections for lateral epicondylitis). However, this was not a typical activity in governing de-implementation, and it was not continued beyond the specific assignment.Then we got a government assignment, and it was basically just that we would, I do not remember the exact writing, but that we should look at this with de-implementation of LVC, which was very surprising, because we should not give guidelines or develop guidelines or give recommendations, we should just say that this is what the scientific basis looks like. Then others get to take over. And this was really to point with the whole hand, this is a method that should not be used. (Informant 2)


HTA
The HTA was another activity described to govern the de-implementation of LVC that was provided by the Swedish Agency for Health Technology Assessment and Assessment of Social Services. HTA entails reviewing both the effectiveness and potential side effects of a method by conducting meta-analyses of existing research evidence. The results are presented in HTA reports and used for decision-making as well as for informing national guidelines. Consequently, HTA results showing a lack of evidence for a method could potentially result in a recommendation to reduce or cease the use of this method.
Control over pharmaceutical products
This activity only applied to de-implementation of pharmaceutical products and medical devices, encompassing control of the safety of these products. Three different ways of using this activity for de-implementing LVC were described: withdrawal of pharmaceutical products, removal of the substitution of medicines and denial of requests for price increases. These activities were performed by the Medical Products Agency and the Dental and Pharmaceutical Benefits Agency.
Withdrawal of pharmaceutical products was used when a medicine or medical device was found to be unsafe, implying a clear de-implementation of the product. A more indirect way of using this activity was to reconsider and remove the substitution of medicines. This strategy could be used if the evidence for the medicine’s effectiveness was not convincing, if it was not cost-effective or if there were other better alternatives to use. Furthermore, requests from pharmaceutical companies for price increases of a product could be denied if other, better alternatives were available, which sometimes resulted in the companies choosing to withdraw the product from the market themselves. Thus, these activities implied the de-implementation of products based on cost-effectiveness issues.So, both price increases and reconsiderations are tools that we have that could contribute to more, at least indirectly, de-implementation, even if it is not the purpose. We do not initiate cases that, hey, now we are going to remove all old, junk drugs, we do not really do that. But it can be a consequence of different processes. (Informant 6)


National system for knowledge management
A national system for knowledge management was described as having potential for governing the de-implementation of LVC at a national level. It had, however, not yet been used specifically for de-implementation purposes. The national system for knowledge management is a new initiative where one of the stakeholders (SALAR) has a role in supporting and coordinating the 21 regions’ knowledge management. This coordinated national system aims to support the use of more knowledge-based, equal and resource-efficient healthcare. It consists of different national programme areas where workgroups work to identify existing best evidence and potential research gaps while trying to support the implementation of best available evidence. Implementation of evidence was believed to have the indirect effect of also reducing the use of LVC. This shared system for knowledge was described as having the potential for wider, national dissemination of research evidence and thereby decreasing the risk of local practice variations or local uses of LVC practices.In this joint work, it can be said that we, we do not work specifically with de-implementation of LVC, but we rather work with identifying what is knowledge-based care. (Informant 7)


Challenges involved in the governance of the de-implementation of LVC
Three main themes of challenges were involved in the national governance of de-implementing LVC: unfavourable change incentives, ambiguous evidence and unclear roles. Each of these themes and their subthemes are outlined in Table 3 and described in the text below.Table 3Overview of the themes and subthemes of challenges involved in governing the de-implementation of LVC


	Theme
	Subtheme

	Unfavourable change incentives
	Vested interests

	 	Low priority for de-implementation of LVC

	Ambiguous evidence
	Insufficient evidence

	 	Quickly evolving evidence

	Unclear roles
	Decentralized decision-making

	 	No formal mandate to govern de-implementation

	 	Overlap of stakeholders’ functions and responsibilities




Unfavourable change incentives
This theme included two subthemes and concerned the challenges of de-implementation being a difficult and occasionally sensitive issue because of vested interests as well as having perceived low priority compared with the implementation of new evidence.
Vested interests
One reason why governing the de-implementation of LVC was considered challenging was the potentially vested interests in the methods being considered LVC. For instance, LVC could be an important part of a healthcare system, an organization or professionals’ routine practice, which may limit the incentives to de-implement the method as well as making it a potentially sensitive issue to work with from a governance perspective. One of the stakeholders described a project concerning de-implementation where the agency had produced recommendations advising against specific LVC practices. One of these recommendations (de-implementation of arthroscopic surgery for osteoarthritis of the knee) had stirred up emotions in the profession and been extensively criticized, which had garnered interest from the public media. Consequently, de-implementation was perceived as a highly challenging task.It was among the hardest things I have done here actually, to work with that. It felt like it took up all my time, for quite some time, and it says a lot if you go out and say, this is not something you should do anymore, it creates so much emotion, it is extremely difficult with de-implementation. Extremely difficult because there are so many who cling to their methods for various reasons. (Informant 2)


Attempts to continue the identification and recommendations of reducing specific LVC practices were made after the publication of the first recommendations. However, due to previous criticism, it was perceived to be crucial that there was no ambiguity concerning the lack of effectiveness, which resulted in no methods fulfilling the criteria for being recommended against.
Low priority of de-implementation of LVC
The stakeholders noted that the expectations for implementing new evidence were much higher than those for de-implementing LVC practices. They considered getting new evidence into practice to be the main priority from both a governance and practice perspective.But we are clearly much more focused on the new, and what to do, rather than what not to do, although there is a part of it, of course, in this work, but it is not our focus…. (Informant 5)


The preference for new evidence was also reflected in the recommendations and guidelines, which were more focused on what to do than what not to do. The stakeholders emphasized the need for clearer recommendations on methods that should be de-implemented. It was also suggested that all do-not-do recommendations should be compiled in a specific do-not-do list to be published along with recommendations about evidence-based methods for use in the various national guidelines.
Although the stakeholders advocated for a more joint discussion concerning implementation of evidence-based practices and de-implementation of LVC practices, there was a belief among the stakeholders that implementation of evidence-based practices would automatically result in de-implementation of less effective practices: I believe that the mechanism for de-implementation is really implementation (Informant 8).
An exception to this was that if a pharmaceutical product had been shown to be harmful, then clear recommendations against the product were issued.
Ambiguous evidence
Ambiguous evidence encompassed two subthemes describing the challenges of not having clear evidence to base decisions on and recommendations about de-implementation of LVC.
Insufficient evidence
Insufficient evidence concerning the effectiveness of methods was described as an obstacle to providing clear recommendations for the use or nonuse of methods. The lack of evidence was often attributed to a shortage of studies, which made it difficult to distinguish between methods that are effective but have not been extensively evaluated and methods that are not effective and should be de-implemented. Therefore, it was often easier to state that a method lacked evidence rather than that it lacked effectiveness, which resulted in few methods being labelled as LVC.We have a very hard time showing that something is not effective. We can show that there is not much evidence that something is effective, but on the other hand, to say that we now know that it is not effective is difficult. We have only found a few areas where this is the case. Then you can implicitly conclude that if something has very poor evidence, it does not seem to have much effect based on the small evidence that exists and is also quite expensive. In that case we do not say stop using this, but we say those things and then the recipient must think for oneself that this is not a good thing. (Informant 1)


Government agencies did not always interpret evidence consistently, which made it difficult to determine whether the evidence was unambiguous or clear enough to provide the basis for deciding whether a method should be labelled as LVC. One way to handle a lack of research evidence when developing guidelines was to include recommendations about further research and development concerning certain methods before they could be recommended for use or de-implementation. A scarcity of evidence was especially prevalent in some areas, such as social services. Consequently, there is a lack of guidelines and recommendations for both evidence-based methods within social services that should be used and LVC that should be de-implemented.
Another challenge for developing distinct de-implementation recommendations was the fact that guidelines are based on evidence from aggregated data and  on averages which apply to groups of patients. Consequently, there will always be individual patients for whom the guidelines do not apply.
Quickly evolving evidence
The rapid development of evidence was another challenge for governing the de-implementation of LVC. The development of guidelines is time-consuming and will always lag behind current research. Thus, when guideline development is completed, the evidence situation may already have changed. This was considered especially challenging in some clinical areas, such as oncology, where the evidence for a method might change quite rapidly.
The progress of research was also described as a challenge for the healthcare professionals who must continuously keep up with the changing evidence. The stakeholders argued that there is a risk of information overload as professionals are expected to be up to date and knowledgeable about the latest evidence. Organizational structures or systems were requested to ease the burden for individual healthcare professionals to remain up to date.We all realize that knowledge changes fast. We need to create structures so that it is not individuals who need to carry it. It must be a system to make use of all knowledge. (Informant 4)


Unclear roles
This theme included three subthemes describing the unclear roles among different levels in the system as well as within and between the national government agencies concerning their roles in governing the de-implementation of LVC.
Decentralized decision-making
The decentralized decision that made the Swedish system, with its 21 regions, represents a challenge for national government agencies in governing de-implementation of LVC. For a method to be widely de-implemented, all regions must agree that the method in question is of low value and decide to de-implement it. This requires continuous knowledge exchange and dialogue among the country’s 21 regions, which is difficult to establish and maintain. Furthermore, many decisions to use or de-implement a practice are up to the individual healthcare professional. Although the decentralized decision-making was perceived as a challenge, it was also described as beneficial in terms of adapting national guidelines to the local context to make them more easily applicable. In addition, national guidelines are not always available, and the regions may need to develop their own guidelines.
No formal mandate to govern de-implementation
There was a lack of clear governance for the de-implementation of LVC at a national level. The stakeholders perceived that they had an indirect responsibility to govern de-implementation since their responsibilities included supporting good care, using medicines rationally, providing evidence-based healthcare and striving to improve public health. However, they did not perceive that their own agency had a formal mandate to govern the de-implementation of LVC. This was the case for both stakeholders whose role was to provide recommendations, such as the NBHW, and stakeholders that made more direct decisions concerning the use of medical products, such as the Dental and Pharmaceutical Benefits Agency and the Medical Products Agency.
However, some differences in the means to act existed between stakeholders. Representatives from stakeholders providing recommendations noted that one reason for the lack of mandate was that they did not have the authority to decide how the regions should govern healthcare. Rather, they provided recommendations and priority support regarding which methods should be used and which should not, but the decisions and actual de-implementation of the methods were up to the regions. In contrast, the Medical Products Agency and Dental and Pharmaceutical Benefits Agency could use stronger actions such as withdrawal of products or removal of the substitution of medicines. The lack of formal mandates further implied limited time and resources to allocate to the de-implementation of LVC.We should contribute to a rational use of medicines and promote public health, so you can indirectly say, but it is not explicit as far as I know, [that we have a] mandate or mission to look at what should not be done. (Informant 5)


Overlap of stakeholders’ functions and responsibilities
Some potential overlaps existed among stakeholders in governing the de-implementation of LVC, but conflicting perspectives or goals were considered quite uncommon. Overlaps of work implied a risk that the stakeholders communicated contradicting messages concerning the de-implementation of LVC. To mitigate this, they had dialogues about their ongoing work in cases where other stakeholders might have similar ambitions.
Overlaps between the national and regional levels of governance of the de-implementation of LVC were perceived to be more common. This included overlaps between national and regional HTA work and the development of guidelines. The recently adopted national system for knowledge-based management which coordinates the regions’ work on knowledge management was believed to have the potential to decrease the risk of overlaps and contradicting messages.Some years ago, all the county council directors decided to join forces and create a new knowledge management organization, and instead of doing it at the county council or regional level, we should gather and do everything together, so to speak, to avoid duplication. (Informant 2)


Discussion
The findings from this study show that national-level governance of the de-implementation of LVC in Sweden is conducted through four different activities: recommendations, HTA, control over pharmaceutical products, and a national system for knowledge management. However, the results also highlight that the national-level governance of LVC is limited. Although the interviewed stakeholders described various activities that could be used to govern de-implementation, they also explained that several of these were not used or only occasionally used in practice. The extent to which these stakeholders conducted activities to govern de-implementation differed, and representatives from two of the stakeholders did not report any current activities directed towards de-implementation of LVC. We identified challenges involved in governing the de-implementation of LVC in terms of various vested interests that result in the maintenance of LVC practices and low overall priority given to working with issues concerning the de-implementation of LVC compared with the implementation of new evidence. Ambiguous evidence made it difficult to clearly determine that a practice was LVC. Unclear roles, where no representatives for the stakeholders perceived that they had a formal mandate to govern the de-implementation of LVC, further contributed to the challenges involved in governing de-implementation of LVC at the national level in Sweden.
The highly decentralized healthcare system in Sweden, in which regions have considerable autonomy in the provision of healthcare, may provide a partial explanation for the limited national governance of the de-implementation of LVC. However, decentralization does not appear to hinder national stakeholders from involvement in governing implementation. Thus, other explanations for the limited governance of the de-implementation of LVC are needed.
Most of the described activities involved in governing de-implementation constituted soft governance [14] since they focused mainly on supporting de-implementation through information, knowledge management and nonbinding recommendations. One exception was de-implementation of pharmaceuticals, an area where stricter, harder governance was used, such as withdrawal of products. As such, the possibility for governing de-implementation of LVC differed among the included stakeholders. For instance, the NBHW was limited to making nonbinding recommendations about practices that should not be used, while the Medical Products Agency and the Dental and Pharmaceutical Benefits Agency could apply direct measures to restrict the use of products. Despite this, they reported similar challenges for governing de-implementation of LVC.
Effective health governance has been suggested to have three main functions: priority-setting, performance-monitoring and accountability arrangements [15]. Of these, only priority-setting activities were found to be used in the current study. Priority-setting was performed by supporting evidence-based decision-making through HTA and recommendations. It was also conducted by accounting for cost-effectiveness evaluations in prescribing through reimbursement decisions and recommendations for pharmaceutical benefits [15]. This indicates that there may be missed governance opportunities for reducing LVC in Sweden and that by increasing activities and improving systems for performance-monitoring and accountability, the governance of LVC could be improved. Performance-monitoring (e.g., feedback, public reporting, support for clinical decisions, and financial incentive) could be particularly interesting, as it has been suggested as a means to reduce LVC [24, 25]. One possibility for performance-monitoring at the national level is through the Swedish system of more than 100 national quality registries that provide an opportunity to monitor quality and the outcomes of healthcare [26]. To reduce the use of LVC, it is important to understand the factors influencing LVC and to tailor governance strategies to target these factors [11]. A recent study explored key national-level factors that promoted LVC use across three countries (the Netherlands, the United States and Canada) [9]. Our findings of national-level activities used to govern the de-implementation of LVC in Sweden targeted two of these key factors: the pharmaceutical and medical device industry and biased knowledge of care. Verkerk et al. [9] describe industry as a powerful actor contributing to LVC by advertising medical products to the population and through their influence on policy-makers and education and research funding. Our results showed that the control of pharmaceutical products, including the withdrawal of unsafe pharmaceutical products, removal of the substitution of medicines and controlling the pricing of products, was used for governing the de-implementation of LVC. Thus, there were some attempts to control the pharmaceutical and medical device industry. However, these activities did not fully address the industry’s influence on the public, policy-makers and research. The issue of biased knowledge was indirectly targeted by conducting HTAs and using information from these reports to inform national guidelines where recommendations of practices that should not be used are included. The other identified key factors, namely the payment system, fear of malpractice litigation, medical education and a “more is better” culture [9], were not directly targeted by the national-level activities.
Our study identified several challenges involved in governing the de-implementation of LVC in Sweden. In line with previous research [28, 29], we found that there are potentially vested interests in the methods considered to be LVC, which could make governing de-implementation a sensitive issue for national public agencies. Removal of an established practice entails a loss of autonomy for clinicians [30] and may be perceived as a critique and a lack of trust in clinicians’ expertise. It can be difficult for clinicians to accept that a practice they have provided to patients has been shown to be less than optimal [30, 31]. Furthermore, clinicians may perceive a practice to be integral to their professional practice and identity. In the current study, the sensitive nature seemed to create hesitation among the stakeholders to address the issue of governing the de-implementation of LVC. This highlights the fact that these types of deliberations and decisions may be highly complex, but they need to be made explicit and addressed for effective de-implementation [28].
One way for stakeholders to deal with the sensitive nature of de-implementation was to confine their recommendations for discontinuing or limiting the use of a method to only those cases when evidence concerning the lack of benefits for the method in question was very clear and convincing. Convincing evidence may help to overcome stakeholder resistance to de-implementation [32]. In fact, it has been suggested that de-implementation recommendations require more evidence than that needed to recommend the implementation of new methods, since evidence for the lack of effects and for the lack of harm is required when removing a practice [33]. However, providing evidence for the lack of benefits from established methods, rather than lack of evidence of benefits, has been shown to be inherently difficult from a methodological perspective [34]. In addition, there is limited research on assessing the evidence of already established methods [27, 32]. At the same time, the governance of de-implementation is challenged not only by a lack of sufficient evidence but also by the rapid development of evidence and information overload concerning new methods [35].
In line with previous research, our findings indicate that the governance of de-implementation receives lower priority than the governance of implementation for new and emerging practices [28, 36]. The implicit assumption seems to be that LVC will automatically be discontinued when there is evidence for new methods that supersede previous practices. This may be the case for some methods, but this reasoning has been criticized as an overly passive strategy that may not represent a sound policy approach to achieving excellence in healthcare [28]. Many studies report continued use of methods long after they have been identified as LVC and recommended against [37]. Clearly, the assumption or reasoning that de-implementation will automatically follow from implementation of new evidence has limited empirical support.
Recent years have seen a wider recognition of the importance of de-implementing LVC to achieve evidence-based healthcare, with increased attention paid to governance efforts to reduce LVC. One example is the increased focus on health technology reassessment (HTRA), in addition to HTA [36]. HTRA is defined as “a structured, evidence-based assessment of the clinical, social, ethical, and economic effects of a technology currently used in the healthcare system, to inform the optimal use of that technology in comparison with alternatives” [38]. Although the stakeholders in our study described some efforts to work with HTRA with the objective of identifying practices that should be de-implemented, it is not yet a consistent activity in the national governance of the de-implementation of LVC in Sweden.
Implications for research and practice
An evidence-based healthcare system requires both implementation of new evidence and de-implementation of LVC. The relatively low priority of de-implementation of LVC from a national governance perspective in Sweden implies that a potentially important opportunity to create conditions for evidence-based healthcare is not being used. Our findings add to the body of literature showing an emphasis on implementing new evidence and the implicit assumption that de-implementation will happen automatically. This implies an obvious risk for continued LVC use alongside evidence-based practices. Further discussion about implementation and de-implementation in all the mentioned activities (recommendations, HTA, control over pharmaceutical products, and national system for knowledge management) may be one way forward to achieve an improved understanding of the challenges of de-implementation. This includes an increased focus on HTRA, incorporating do-not-do recommendations in the national guidelines, and developing a cohesive national system for knowledge management including de-implementation of LVC. Governance activities were mainly related to priority-setting, which indicates that there may be missed governance opportunities to reduce LVC by supporting systems for performance-monitoring and accountability that address LVC.
Addressing the challenges identified in this study could facilitate a more systematic governance of de-implementation at a national level. The challenges of de-implementation as a sensitive and difficult issue together with the challenges introduced by the decentralized healthcare system imply a need to create transparency in how and on what grounds de-implementation recommendations are made and a collaboration between the different levels in the healthcare system (i.e., national, regional and local). Specifically who has what responsibility and mandate regarding the de-implementation of LVC must be clear. The national system for knowledge management has the potential to facilitate this. However, this system is currently under development, and our findings indicate that the focus is mainly on coordination of the implementation of new evidence, and little attention is given to the de-implementation of LVC.
Limitations
Twelve interviews were conducted in this study, which may be considered a relatively small sample. However, the stakeholder representatives provided highly relevant information for the study; that is, the information power was high. Research suggests that the more information power a sample holds, the fewer the interviews that are needed [39]. According to Guest et al. [40], 12 interviewees should be sufficient if the informants are knowledgeable about the subject, data quality is satisfactory, and the aim is to understand common perceptions and experiences rather than to assess variation between groups. All stakeholders identified as potentially relevant participated in the study except for one government agency that declined participation because they did not perceive that they had a role in governing de-implementation. It should be noted that the purpose was to include all relevant stakeholders and investigate their roles and perspectives on the de-implementation of LVC to obtain a broader and deeper understanding of the topic rather than to achieve data saturation. Based on the stakeholders’ specific roles, they described different activities to govern de-implementation of LVC. Despite these differences, the informants perceived similar challenges in governing de-implementation of LVC, although all informants did not mention all challenges.
The findings represent activities that the stakeholder representatives described as activities that have been used previously, are currently used or may be used in the future to govern de-implementation, either by the stakeholder from which the representative came or by any of the included stakeholders. We have limited knowledge of when and to what extent the described activities are or were used. It is possible that the descriptions by the representatives give a sense of more extensive work on governing de-implementation than is the actual case. However, it is also possible that they neglected to describe some activities. We did not investigate to what extent the activities had been acknowledged by healthcare providers to steer or impact the de-implementation of LVC. It is also possible that other stakeholders besides national government agencies—such as patient and professional associations—have an indirect influence on the governance of de-implementation, but these were not addressed in this study. Considering Sweden’s administrative model of independent public agencies and the decentralized health and welfare system, more research is needed to account for complementary perspectives and data on LVC-related activities and challenges at other levels of healthcare. Investigation of the regional governance of de-implementation of LVC is particularly important, and we are planning a future study on this.
This study investigated the governance of de-implementation in Sweden. Consequently, the study findings cannot be directly transferred to other healthcare systems. Nevertheless, we believe that many of the identified challenges apply also to other countries, which is supported by previous research that has identified overlapping challenges [28] and key factors shared across different healthcare systems [9]. We have also attempted to enhance transferability by including a thorough description of the research context.
Conclusions
Evidence-based healthcare requires implementation of evidence-based methods as well as the de-implementation of LVC practices. Although various activities are performed to govern the de-implementation of LVC in Sweden, these are limited and have lower priority than the implementation of new methods. Challenges to the governance of de-implementing LVC relate to the unfavourable change incentives involved, an ambiguous evidence base, and unclear roles and mandate to govern the de-implementation of LVC. Addressing these challenges could create a more systematic governance of de-implementation at a national level and thereby create conditions for reducing LVC in healthcare.
Acknowledgements
We would like to thank all participants who contributed to our study.

Author contributions
HH, UvTS, SK, HA, SI and PN designed the study. HW and BCM conducted the interviews, BCM and HA conducted the analysis; all authors discussed and agreed on the final analysis. HA drafted the first version of the manuscript with assistance from PN, BCM and SK. All authors discussed the draft and revised it. All authors read and approved the final manuscript.

Funding
Open access funding provided by Karolinska Institute. This work was supported by the Swedish Research Council for Health, Working life and Welfare (FORTE) [Grant Number 2018-01557].

Availability of data and materials
The datasets generated and/or analysed during the current study are not publicly available due to integrity of participants but are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The study was reviewed by the Swedish Ethical Review Authority, who judged that approval was not required under Swedish national law [Reference number 2019:02467]. All participants were treated in accordance with the ethical guidelines. Written informed consent was obtained from all study participants.

Consent for publication
Informed written consent was obtained from all study participants.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Verkerk EW, Tanke MAC, Kool RB, van Dulmen SA, Westert GP. Limit, lean or listen? A typology of low-value care that gives direction in de-implementation. Int J Qual Health Care. 2018;30(9):736–9.Crossref

	2.
Morgan DJ, Brownlee S, Leppin AL, Kressin N, Dhruva SS, Levin L, et al. Setting a research agenda for medical overuse. BMJ. 2015. https://​doi.​org/​10.​1136/​bmj.​h4534.CrossrefPubMedPubMedCentral

	3.
Charlesworth CJ, Meath TH, Schwartz AL, McConnell KJ. Comparison of low-value care in Medicaid vs commercially insured populations. JAMA Intern Med. 2016;176(7):998–1004.Crossref

	4.
Mason DJ. Choosing wisely: changing clinicians, patients, or policies? JAMA. 2015;313(7):657–8.Crossref

	5.
OECD. Tackling Wasteful Spending on Health. Paris: OECD Publishing; 2017.Crossref

	6.
Vårdanalys. Lång väg till patientnytta—en uppföljning av nationella riktlinjers inverkan på vården i ett decentraliserat system. Stockholm: Myndigheten för vård och omsorgsanalys, 2015.

	7.
Norton WE, Chambers DA. Unpacking the complexities of de-implementing inappropriate health interventions. Implement Sci. 2020. https://​doi.​org/​10.​1186/​s13012-019-0960-9.CrossrefPubMedPubMedCentral

	8.
Daniels T, Williams I, Robinson S, Spence K. Tackling disinvestment in health care services. The views of resource allocators in the English NHS. J Health Organ Manag. 2013;27(6):762–80.Crossref

	9.
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. 2021. https://​doi.​org/​10.​34172/​ijhpm.​2021.​53.CrossrefPubMed

	10.
Ingvarsson S, Augustsson H, Hasson H, Nilsen P, von Thiele SU, von Knorring M. Why do they do it? A grounded theory study of the use of low-value care among primary health care physicians. Implement Sci. 2020. https://​doi.​org/​10.​1186/​s13012-020-01052-5.CrossrefPubMedPubMedCentral

	11.
Augustsson H, Ingvarsson S, Nilsen P, von Thiele SU, Muli I, Dervish J, et al. Determinants for the use and de-implementation of low-value care in health care: a scoping review. Implement Sci Commun. 2021. https://​doi.​org/​10.​1186/​s43058-021-00110-3.CrossrefPubMedPubMedCentral

	12.
Ingvarsson S, Hasson H, Augustsson H, Nilsen P, von Thiele SU, Sandaker I. Management strategies to de-implement low-value care–an applied behavior analysis. Implement Sci Commun. 2022. https://​doi.​org/​10.​1186/​s43058-022-00320-3.CrossrefPubMedPubMedCentral

	13.
Lynn LE Jr, Heinrich CJ, Hill CJ. Studying governance and public management: challenges and prospects. J Public Adm Res Theory. 2000;10(2):233–62.Crossref

	14.
Brandsen T, Boogers M, Tops P. Soft governance, hard consequences: the ambiguous status of unofficial guidelines. Public Adm Rev. 2006;66(4):546–53.Crossref

	15.
Smith PC, Anell A, Busse R, Crivelli L, Healy J, Lindahl AK, et al. Leadership and governance in seven developed health systems. Health Policy. 2012;106(1):37–49.Crossref

	16.
Garner S, Littlejohns P. Disinvestment from low value clinical interventions: NICEly done? BMJ. 2011. https://​doi.​org/​10.​1136/​bmj.​d4519.CrossrefPubMed

	17.
Nilsen P, Ingvarsson S, Hasson H, von Thiele SU, Augustsson H. Theories, models, and frameworks for de-implementation of low-value care: a scoping review of the literature. Implement Res Pract. 2020;1:1–15.

	18.
Harris C, Green S, Elshaug AG. Sustainability in Health care by Allocating Resources Effectively (SHARE) 10: operationalising disinvestment in a conceptual framework for resource allocation. BMC Health Serv Res. 2017. https://​doi.​org/​10.​1186/​s12913-017-2506-7.CrossrefPubMedPubMedCentral

	19.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101.Crossref

	20.
O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative research: a synthesis of recommendations. Acad Med. 2014;89(9):1245–51.Crossref

	21.
Anell A, Glenngård AH, Merkur S, WHO. Sweden: Health system review. Health Systems in Transition. 2012 1817–6127 Contract No.: 5.

	22.
SOU 2017:48. Kunskapsbaserad och jämlik vård. Förutsättningar för en lärande hälso- och sjukvård. Betänkande av Utredningen om ökad följsamhet till nationella kunskapsstöd i hälso- och sjukvården. Stockholm: Statens offentliga utredningar.

	23.
Etikan I, Alkassim R, Abubakar S. Comparision of snowball sampling and sequential sampling technique. BBIJ. 2016;3(1):1–2.Crossref

	24.
de Vries EF, Struijs JN, Heijink R, Hendrikx RJ, Baan CA. Are low-value care measures up to the task? A systematic review of the literature. BMC Health Serv Res. 2016. https://​doi.​org/​10.​1186/​s12913-016-1656-3.CrossrefPubMedPubMedCentral

	25.
Baker DW, Qaseem A, Reynolds PP, Gardner LA, Schneider EC. Design and use of performance measures to decrease low-value services and achieve cost-conscious care. Ann Intern Med. 2013;158(1):55–9.Crossref

	26.
The Swedish Association of Local Authorities and Region. Quality Registries https://​skr.​se/​en/​kvalitetsregiste​r/​omnationellakval​itetsregister.​52218.​html2022. Accessed 7 Feb 2022.

	27.
Ellen ME, Wilson MG, Vélez M, Shach R, Lavis JN, Grimshaw JM, et al. Addressing overuse of health services in health systems: a critical interpretive synthesis. Health Res Policy Syst. 2018;16(1):1–14.Crossref

	28.
Elshaug AG, Moss JR, Tunis SR, Hiller JE. Challenges in Australian policy processes for disinvestment from existing, ineffective health care practices. Aust New Zealand Health Policy. 2007. https://​doi.​org/​10.​1186/​1743-8462-4-23.CrossrefPubMedPubMedCentral

	29.
Robert G, Harlock J, Williams I. Disentangling rhetoric and reality: an international Delphi study of factors and processes that facilitate the successful implementation of decisions to decommission healthcare services. Implement Sci. 2014. https://​doi.​org/​10.​1186/​s13012-014-0123-y.CrossrefPubMedPubMedCentral

	30.
Van Bodegom-Vos L, Davidoff F, Marang-Van De Mheen PJ. Implementation and de-implementation: Two sides of the same coin? BMJ Qual Saf. 2017;26(6):495–501.

	31.
Hollingworth W, Rooshenas L, Busby J, Hine CE, Badrinath P, Whiting PF, et al. Using clinical practice variations as a method for commissioners and clinicians to identify and prioritise opportunities for disinvestment in health care: a cross-sectional study, systematic reviews and qualitative study. Southampton (UK): NIHR Journals Library; 2015.


	32.
Harris C, Green S, Ramsey W, Allen K, King R. Sustainability in Health care by Allocating Resources Effectively (SHARE) 9: conceptualising disinvestment in the local healthcare setting. BMC Health Serv Res. 2017. https://​doi.​org/​10.​1186/​s12913-017-2506-7.CrossrefPubMedPubMedCentral

	33.
Henshall C, Schuller T, Mardhani-Bayne L. Using health technology assessment to support optimal use of technologies in current practice: the challenge of “disinvestment.” Int J Technol Assess Health Care. 2012;28(3):203–10.Crossref

	34.
Smith PRM, Ware L, Adams C, Chalmers I. Claims of ‘no difference’ or ‘no effect’ in Cochrane and other systematic reviews. BMJ Evid Based Med. 2021;26(3):118–20.Crossref

	35.
Shepperd S, Adams R, Hill A, Garner S, Dopson S. Challenges to using evidence from systematic reviews to stop ineffective practice: an interview study. J Health Serv Res Policy. 2013;18(3):160–6.Crossref

	36.
Elshaug AG, Rosenthal MB, Lavis JN, Brownlee S, Schmidt H, Nagpal S, et al. Levers for addressing medical underuse and overuse: achieving high-value health care. Lancet. 2017;390(10090):191–202.Crossref

	37.
Rosenberg A, Agiro A, Gottlieb M, Barron J, Brady P, Liu Y, et al. Early trends among seven recommendations from the choosing wisely campaign. JAMA Intern Med. 2015;175(12):1913–20.Crossref

	38.
MacKean G, Noseworthy T, Elshaug AG, Leggett L, Littlejohns P, Berezanski J, et al. Health technology reassessment: the art of the possible. Int J Technol Assess Health Care. 2013;29(4):418–23.Crossref

	39.
Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview studies: guided by information power. Qual Health Res. 2016;26(13):1753–60.Crossref

	40.
Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment with data saturation and variability. Field Methods. 2006;18(1):59–82.Crossref



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		National governance of de-implementation of low-value care: a qualitative study in Sweden


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





