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Abstract

Background: Low-value care initiatives are rapidly growing; however, it is not clear how members of the public
should be involved. The objective of this scoping review was to systematically examine the literature describing
public involvement in initatives to reduce low-value care.

Methods: Evidence sources included MEDLINE, EMBASE, and CINAHL databases from inception to November 26,
2019, grey literature (CADTH Tool), reference lists of included articles, and expert consultation. Citations were
screened in duplicate and included if they referred to the public’s perception and/or involvement in reducing low-
value care. Public included patients or citizens without any advanced healthcare knowledge. Low-value care
included medical tests or treatments that lack efficacy, have risks that exceed benefit, or are not cost-effective.
Extracted data pertained to study characteristics, low-value practice, clinical setting, and level of public involvement
(ie, patient-clinician interaction, research, or policy-making).

Results: The 218 included citations were predominantly original research (n = 138, 63%), published since 2010 (n =
192, 88%), originating from North America (n = 146, 67%). Most citations focused on patient engagement within
the patient-clinician interaction (n = 156, 72%), using tools that included shared decision-making (n = 66, 42%) and
patient-targeted educational materials (n = 72, 46%), and reported both reductions in low-value care and improved
patient perceptions regarding low-value care. Fewer citations examined public involvement in low-value care
policy-making (n = 33, 15%). Among citations that examined perspectives regarding public involvement in
initiatives to reduce low-value care (n = 10, 5%), there was consistent support for the utility of tools applied within
the patient-clinician interaction and less consistent support for involvement in policy-making.

Conclusions: Efforts examining public involvement in low-value care concentrate within the patient-clinician
interaction, wherein patient-oriented educational materials and shared decision-making tools have been commonly
studied and are associated with reductions in low-value care. This contrasts with inclusion of the public in low-
value care policy decisions wherein tools to promote engagement are less well-developed and involvement not
consistently viewed as valuable.
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( Contrbuti he Ii avoid selected low-value care practices]. Patient and
ontributions to the literature public representatives may also contribute to research
e Low-value care initiatives are rapidly growing; however, it is activities aiming to reduce low-value care, as numerous

patient-targeted interventions continue to be developed
and evaluated I7]. In addition, there has been a call for
public involvement within healthcare policy and admin-
istration, with opportunities in health technology re-

not clear how members of the public should be involved.
e Our study identified that efforts examining public

involvement in low-value care concentrate within the

patient-clinician interaction, wherein patient-oriented educa- assessmentlf] and health system-level initiatives aim-

tional materials and shared decision-making tools have been ing to reduce low-value carelf 19].

commonly studied and are associated with reductions in How patients and the public are optimally involved

low-value care. in initiatives to reduce low-value care has been
e Tools to promote inclusion of the public in low-value care highlighted as a deficiency in the science that under-

pins reducing low-value carelp, 20]. While a num-
ber of reviews and editorials speak to engaging the
public in reducing low-value carel, 21-23], there is
a poor understanding of which organizations and
Background stakeholders should engage the public, the extent to
The ongoing use of low-value healthcare practices (i.e.which the public should be involved, and how public
low-value care), broadly defined as medical tests olinvolvement impacts initiatives to reduce low-value
treatments that lack efficacy, have risks that exceedtare, and importantly, how members of the public
benefit, or are not cost effectivel], impedes the delivery themselves wish to be involved. Given these broad
of safe, efficient, and cost-effective healthcard.[For knowledge gaps, we used scoping review methodology
patients and their caregivers, receiving a low-value testo systematically examine the literature to further
or treatment can lead to physical, psychological, and fi-understand current strategies for public involvement
nancial consequences2f4]. Estimates suggest that un- in reducing low-value care and identify areas that re-
necessary care in the USA costs upwards of $210 billiomquire additional research. Scoping review methodology
dollars annually §] and consumes resources that could was selected as it provides the optimal approach to
be allocated to high-value, necessary care. Studies froraynthesizing and mapping evidence from a body of
Australia and the USA identified 1566 and 146 [/] literature that is predicted to be large and
low-value practices, respectively, and over 5o Not heterogenous 24, 25|.
Do” recommendations have been produced through the
Choosing Wisely campaigng]. In the UK, the National
Institute for Health and Care Excellence (NICE) has in- Methods
cluded upwards of 1000Do Not Do” recommendations Overview and definitions
in their evidence-based guidelines for care in the Na-Methods were guided by the Joanna Brigginstitute
tional Health Service (NHS)9]. However, this identifica- Methodology for Scoping Review24], and the protocol
tion of low-value practices has not been followed by awas registered with the Open Science Framework
commensurate reduction in their uselp-12]. This is (https://osf.io/6fsxm). The Preferred Reporting Items for
likely influenced by a number of factors1B], one of Systematic Reviews and Meta-Analyses extension for
which may be challenges with engaging relevant stakeScoping Reviews (PRISMA-ScR) checklist was used to
holders such as clinicians, decision makers, and theguide reporting of methods and findings2p]. Oper-
public. ational definitions for the terms‘low-value caré€, “pub-
Members of the public (e.g., patients, caregivers, andic,” and “public involvement are presented in Tablel.
citizens) have been identified as important stakeholdersOur operational definition for “low-value caré was
within initiatives to reduce low-value carel] 14, 15. based on that proposed by Elshaug et al. as a medical
Their dual role in this process includes (1) payment for test or treatment“in which evidence suggests it confers
healthcare services directly or indirectly and (2) recipi- no or very little benefit for patients, or risk of harm ex-
ents of healthcare as patients. Thus, there are multipleceeds probable benefit, or, more broadly, the added costs
opportunities for their inclusion in efforts to reduce low- of the intervention do not provide proportional added
value care. At its inception, the Choosing Wisely cam- benefit’ [1]. Although other definitions of low-value care
paign recognized the patient-clinician interaction as an exist, owing to a lack of consensus within the literature
opportunity to reduce low-value care and developed[17], we chose this definition because it is broad and en-
patient-targeted educational materials to empower pa-compasses three concepts commonly used when concep-
tients to engage with their clinicians in a joint effort to tualizing the value of care (i.e., cost, efficacy, and safety).

policy decisions are less well-developed, and involvement is

not consistently viewed as valuable.
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Table 1 Operational definitions for key concepts

Term Operational definition Example
Low-value  Medical tests and treatments that meet one or more of the Antibiotics for viral upper respiratory tract infections
care following criteria: lack of efficacy, not cost-effective, or risks

exceeded benefit

Public Patients, caregivers, and potential patients without advanced A patient attending an appointment at a primary care clinic
healthcare knowledge

Excludes clinicians (any front-line healthcare professional),
healthcare researchers, and healthcare administrators

Public The engagement of members of the public in an initiative Engaging a patient in shared decision-making to explore their prefer-

involvement aiming to reduce low-value care ences and the potential risks and benefits to a low-value diagnostic
imaging test

Data sources and searches personalized audit and feedback data). Eligible citations

We searched MEDLINE, EMBASE, and CINAHL data- were screened independently in two steps by two investi-
bases from inception to November 26, 2019. The initial gators using Endnote (Clarivate Analytics, Philadelphia,
search was conducted on June 28, 2018, then updatedSA). Prior to screening, the citation screening form
on November 26, 2019. The search strategy (Additionalwas pilot tested using a random sample of 50 citations.
file 1) was developed in consultation with a medical li- The form was refined until agreement was consistent as
brarian and was peer reviewed by a second medical lidenoted by a kappa statistick > 0.8. During level one
brarian using the Peer Review of Electronic Searchscreening, both investigators examined the title and ab-
Strategies (PRESS) checkli®6]. Search terms included stract of each citation to determine its eligibility for full
keywords and their synonyms relevant to three maintext review. Citations that met the eligibility criteria or
concepts: low-value care, the public, and public involve-were unclear proceeded to level two screening, where
ment. Recognizing that terminology may be nuanced,both investigators reviewed the full text of each citation
low-value care literature was identified using the mostto determine eligibility. If the citation was excluded, the
commonly cited terminology within contemporary precise reason for exclusion was recorded. For citations
scientific literature (e.g., de-adoption, overuse, and dewithout abstracts, the title was used to assess for eligibil-
implementation) 27, 28]. The search terms were inclu- ity at title/abstract screening, and if the title appeared
sive of all common terms identified in a prior scoping relevant, the citation proceeded to full-text screening.
review of the literature 7). These intentionally broad Reference lists of included articles were screened in a
search terms acknowledge the absence of a universallgimilar fashion, first, by title and then by full text both
agreed-upon taxonomy of terms that refer to low-value independently and in duplicate. Any disagreements were
care and established medical subject heading terms tgesolved through discussion or consultation with another
identify low-value care articles. The database search waauthor (DJN). Agreement during both phases of screen-
limited to English as much of the terminology pertaining ing was quantified using the kappa statistig(.

to low-value care (e.g., Choosing Wisely, low value, and

overuse) is language-specific and may not translate welData extraction

across languages. Given the broad nature of the researcAll data extraction was conducted independently by two
guestion, there was no limitation of the search strategyinvestigators using DistillerSR (Evidence Partners,
based on the study design. Additional citations wereOttawa, Canada). We used a conceptual framework to
identified by searching the grey literature using the Can-guide data extraction (Table). Prior to full data extrac-
adian Agency for Drugs and Technologies in Health tion, our data extraction form was pilot tested using six
(CADTH) tool [29] (Additional file 2), reference lists of randomly selected citations. Extracted data broadly per-
included articles, and consultation with experts in the tained to study characteristics (e.g., year, country, and

field. study design), the low-value practice of interest (i.e.,
diagnostic test or therapeutic treatment), and the clinical
Citation selection and screening setting (e.g., emergency department and primary care).

Citations were eligible for inclusion if they were written We mapped included citations to our conceptual frame-
in English and referred to the publis perception of and/ work (Table 2) to capture the phase of de-
or direct involvement in reducing low-value care. All implementation in which the public was involved (e.g.,
study designs were eligible for inclusion. Citations wereidentifying and prioritizing low-value practices for de-
excluded if they predominantly focused on clinician- implementation) and extracted additional data to pro-
targeted strategies for reducing low-value care (e.g.yide further detail abouthow and where the public was
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Table 2 Conceptual framework for data extraction

Phase of de-implementation? Operational definition Example
Identify and prioritize low-value 1) The public’s conceptual understanding of low-value 1) A survey asking members of the public to describe
clinical practices care low-value care
2) The public’s involvement in identifying or prioritizing 2) Patient and provider co-creation of a priority list of
low-value practices for de-implementation practices for de-implementation
Assess barriers and facilitators to  The public’s perception of barriers and facilitators to Exploring patient perspectives on the demand for low-
de-implementation reducing low-value care value care
Select, tailor, and implement de-  Public involvement in developing interventions to Involving a patient representative in the design of an
implementation intervention reduce low-value care intervention to reduce a low-value practice
Evaluate de-implementation The public’s involvement in the evaluation of Inclusion of patient-reported outcomes in an interven-
process and outcomes outcomes of an initiative to reduce low-value care tion to reduce the use of a low-value practice

?Adapted from Niven et al. model [27]

involved in reducing low-value care. To understarithbw  Results

the public was involved, we extracted data that describedCitation selection

how the public was engaged in an initiative to reduce Searches yielded 9548 citations from electronic data-
low-value care (e.g., shared decision-making). This is rebases and 31 citations from the grey literature (Fib.
ferred to as the“strategy for public involvement. To  After removing duplicates, 6736 unique citations were
understand where the public was involved, we catego- screened for inclusion from which 395 proceeded to
rized each citation by the'level of patient engagemerit, full-text screening, and 182 were included in the review.
which included the “patient-clinician interactiorf (i.e., The most common reasons for excluding citations dur-
strategies for public involvement that were employed ing full-text screening were lack of focus on reducing a
during a clinical interaction),“research (i.e., involving low-value practice and focus on other stakeholders such
the public in conducting or evaluating research aiming as physicians. Screening reference lists of included cita-
to reduce low-value care), or‘policy/administration” tions and consultation with experts identified an add-
(i.e., involving the public in policy or administration level itional 36 citations which were included in the final
initiatives to reduce low-value care). Because this was aview. Combined with the 182 citations, the final review
scoping review wherein a large number of heterogeneousncluded 218 citations. Most included citations derived
citations was expected and desired, quality assessment &fom electronic databasess(= 160), followed by refer-
included citations was felt to be unlikely to yield the ence list/expert consultation = 36) and grey literature
kind of useful information that it would for a more fo- (n = 22).

cused systematic review; thus, in accord with the

PRISMA extension for scoping reviews, quality assessStudy characteristics and classification within conceptual

ment of included citations was not performedf. frameworks
A detailed bibliography of included citations is avail-
Data synthesis and analysis able in Additional file 3, and an overall summary of

Included citations were mapped to a conceptual frame-relevant characteristics is presented in Tablg In-
work to describe how the public was engaged in redu-cluded citations were predominantly original research
cing low-value care (Table2). The framework was (n = 138, 63%) from North AmericaA = 146, 67%).
developed by determining which components of a con-Most citations were published in the last 10 yearg (
ceptual framework for facilitating de-implementation = 192, 88%), with a large increase following 2012/
were most relevant to public involvemen®[/]. Included 2013 (Fig.2). Among citations reporting original re-
citations that described or evaluated a strategy for publicsearch, most were observational studies £ 34, 16%),
involvement were assessed to determine whether theyualitative designs# = 28, 13%), or randomized clin-
indicated support or did not support the given strategy. ical trials (z = 21, 10%). Other article types included
For original research citations (e.g., randomized clinicalnarrative reviews # = 34, 16%), commentariesn(=
trial), a statistically significant reduction in the targeted 34, 16%), and website itemse.f., medical society
low-value aspect of care indicated support for the givenwebsites and health technology assessment websites)
public involvement strategy. For non-original research (n = 10, 5%). Most citations spoke of low-value care
citations, (e.g., editorial) support was indicated by a genin a general sensen(= 95, 43%), with 32%xn(= 69)
erally positive discussion of the given strategy within thefocusing on low-value treatments and 17%: (= 38)
citation. All data was summarized by numerical counts on low-value tests. Among citations that reported re-
and percentages as appropriate using the Stata statisticalucing low-value care within a specific clinical setting,
software (StataCorp, TX, USA). the most common location was within inpatient
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Records identified through Additional records identified
database searching through other sources
(n=9548) (CADTH Grey Literature tool)
EMBASE: 4819 (n=31)
MEDLINE: 3017
CINAHL: 1712
- Duplicates removed

(n=2393)

\4

Unique records after
duplicates removed
(n=6736)

v

Full-text articles assessed Full-text articles excluded, with
for eligibility > reasons
(n =395) (n=213)
Articles idenFiﬁed thr(?ugh Not focused on reducing a low-
reference list screening value practice = 40
>

and experts in the field
(n= 36)

Not focused on public

involvement in reducing low-value
care = 108

Studies included in final
review

(n= 218) No full text available = 22

Duplicate = 25

Focused on drivers of low-value
care=14

Not written in English =4

Fig. 1 Selection of studies included in the review

J

hospital departments # = 42, 19%), followed by pri- educational materials and approaches such as shared
mary care practicesi = 35, 16%) and the community decision-making (individual study details in Additional
(n = 28, 13%). file 3). As depicted in Fig4, the significance of outcomes
and/or discussion within these citations mostly indicated
Inclusion of the public in strategies that aim to reduce support for the utility of these strategies in reducing
low-value care low-value care ‘(support’ fully defined in the“Data Syn-
Strategies for public involvement in reducing low-value thesis and Analysissection). Of the 66 studies that fo-
care were described or tested in 209 citations. Of thesecused on shared decision-making, 60 (91%) supported
128 (61%) were original research, and 80 (38%) werthat tool as a means of engaging patients in reducing
non-original research. Most citations were referred to alow-value care, of which 24 (40%) were original research.
strategy that engaged patients within the setting of aln studies that tested a shared decision-making ap-
patient-clinician interaction ¢ = 148, 71%). A smaller proach, many reported improved patient knowledge and
number addressed inclusion of the public in policy/ad- satisfaction with their decision-making process. In four
ministrative decision-making £ = 31, 15%) or low-value studies (6%), it was unclear whether support for the
care researchi = 56, 27%) (Fig3). Examples of com- given patient engagement strategy was positive or nega-
mon strategies for public involvement across all threetive. Two studies (3%) did not support shared decision-
levels of engagement and within their respective compo-making as a strategy for public engagement; however,
nents of the conceptual framework for reducing low- these studies were both non-original research (website
value care are displayed in Fig. At the patient-clinician and narrative review). Of the 73 studies that discussed
interaction level, the focus was on helping patients iden-or evaluated providing educational materials as a strat-
tify low-value practices through the dissemination of egy for public involvement, six (8%) did not comment
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Table 3 Characteristics of included citations (n = 218)

Characteristic N (%)
Year of publication
1980-1999 3(14)
2000-2009 23 (10.5)
2010-2019 192 (88.1)
Continent of origin
North America 146 (66.7)
Europe 41 (18.7)
Australia 20 (9.2)
Asia 8 (3.7)
Africa 1(0.5)
South America 1(0.5)
Oceania 1(0.5)
Type of article
Original Research 138 (63.3)
Observational® 34 (15.5)
Qualitative 28 (12.8)
Randomized controlled trials 21 (9.6)
Non-randomized experimental 13 (5.9)
Knowledge synthesis 12 (5.5)
Consensus method 11 (5.0
Mixed methods 8 (3.7)
Community jury 8(3.7)
Other” 3(17)
Non-original research 80 (36.5)
Narrative review 34 (15.5)
Editorial/commentary 34 (15.5)
Website items 10 (4.5)
Policy report 2 (0.9
Type of low-value care
Low-value care in general 95 (434)
Specific low-value practice(s) 124 (56.6)
Test 38 (17.4)
Treatment 69 (31.5)
Both 16 (7.3)
Clinical setting
Hospital 42 (19.2)
Primary care 35 (16.0)
Emergency Department 22 (10.0)
Community© 27 (124)
Not specified 92 (42.0)
Level of public engagement®
Patient interaction 156 (71.6)
Research 56 (25.7)
Policy/administration 33 (15.1)

Page 6 of 13

Includes cohort, cross-sectional, and case-control studies

PIncludes one case report and two public health outreach studies

“Includes outpatient clinics, long-term care homes, dentistry, and

community pharmacies

9Describes where public involvement occurred. Clinical interaction: strategies
for public involvement that were employed during a clinical interaction such
as a primary care visit; research: involving the public in conducting or
evaluating research aiming to reduce low-value care such as patient-reported
outcomes; policy/administration: involving the public in policy or
administration level initiatives to reduce low-value care, such as prioritizing
practices for disinvestment

on support for the strategy and three did not support
the strategy (4%). Of the 64 remaining articles that did
indicate support, 36 (56%) were original research, and 28
(44%) were non-original research (Fig).

With regard to public involvement in policy-making
relevant to low-value care, 28 of 31 (90%) citations refer-
enced public involvement in identifying and prioritizing
low-value practices, such as through the involvement of
citizens in disinvestment decisions. Of these studies,
most were original researchnu(= 20, 71%) and involved
the public through surveys, focus groups, and commu-
nity engagement events to solicit their perspective about
de-implementation decisions. Fewer studies involved the
public in assessing barriers and facilitators to reducing a
low-value practice & = 2, 6%) or in helping to develop
an intervention to reduce a low-value practice: (= 5,
15%) (Fig3).

Within research activities, the public was engaged
within all steps in our conceptual framework, from
identifying and prioritizing low-value practices i =
37, 66%) (e.g., involving patients in developing a
Choosing Wisely list) to evaluating outcomes in inter-
ventions that aimed to reduce their usez(= 23, 41%)
(e.g., evaluating patient satisfaction with care and
decision-making process) (Fig3). Here, studies com-
monly engaged the public in the development of edu-
cational materials or other patient-targeted tools used
within interventions so that they would be clear and
effective for patient use.

Stakeholder perceptions regarding public engagement in
reducing low-value care

Ten citations examined stakeholder perspectives re-
garding public involvement in reducing low-value care
(Table 4). Of these, five engaged demand-side stake-
holders, including patients and other members of the
public. The most commonly discussed strategy for
public involvement was shared decision-making with
care providers g = 4 citations), wherein demand-side
stakeholders unanimously agreed on its utility. One
study from the UK asked community members if they
thought citizens should be nvolved in disinvestment
decision-making (i.e., the decision to withdraw re-
sources from a given medical practicéq]) within the
NHS, and the responses were overall negatia3][ In
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Fig. 2 Year of publication of included studies (n = 218)
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this study, community members felt as though citi- supported included providing education about low-
zens may not have the knowledge and expertise revalue practices 37, 38 and shared decision-making
quired to participate in disivestment decision-making between care providers3[/].

[33]. Another study from the UK posed the same

guestion to healthcare administrators and found that Discussion

while they were supportive of involving citizens, there We identified a large number of citations that described,
were concerns about how to achieve meaningful en-evaluated, or suggested a strategy for public involvement
gagement and the potential challenges that may arisen reducing low-value care. The majority of included ci-
[36]. Among the studies that engaged supply-sidetations were published following inception of Choosing
stakeholders, including physians, nurses, and admin- Wisely in 2012 B2]. Current literature suggests that
istrators, suggestions for public involvement that were public involvement in reducing low-value care takes
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Q Q Q
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practices reducing low-value care intervention to reduce low-value ' intervention to reduce low-value
care care
Level of public engagement and component of conceptual framework
Fig. 3 Classification of included studies (n = 218) according to level of public engagement and main components of the conceptual framework
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involves a patient
representative

facilitators to reducing a
low-value practice

C of ptual fi rk for red lo lue care
. Assess barriers & Select, tailor & Evaluate outcomes of an
Identify & prioritize low- ™ . . " " . "
facilitators to reducing implement intervention | intervention to reduce
value practices
low-value care to reduce low-value care low-value care
Shared-decision making
Patient-clinician A e o
interaction Patient education
materials
pe!ghn process to Ff:cus groups wth ) Patient re‘presentatn‘re Patient reported
prioritize a list of low- patients and caregivers | involved with the design =
: 3 : 5 outcomes in an
Research value practices that to explore barriers and of an intervention to

reduce a low-value
practice

intervention to reduce a
low-value practice

Level of public involvement

Healthcare policy &
administration

Involving citizens in
disinvestment decisions

Asking community
members about the
barriers and facilitators

Involving patient
advisors in the
implementation of CW
recommendations within

n/a

to disinvestment

a hospital

Fig. 4 Strategies for public involvement in reducing low-value care identified from included citations, according to level of engagement and
main components of the conceptual framework

place across three levels: (1) patient-clinician interac-research, examples of public involvement included de-
tions, (2) policy/administrative decision-making, and (3) veloping patient-targeted tools to be used in de-
research. Most citations focused on the patient-clinician implementation interventions and being a public repre-
interaction. Patient-targeted educational tools and sentative in projects to reduce low-value care. Given the
shared decision-making were commonly described orbreadth of the literature examined, the importance of
tested strategies that demonstrated utility in reducing public inclusion as stakeholders in de-implementation
low-value care and were supported by effected stakescience initiatives 15 and resources dedicated to redu-
holders. In policy-making and healthcare administration cing low-value care 23], the findings of this study have
regarding low-value care, the most commonly cited role implications for current and future initiatives that seek
for the public was providing input on the prioritization to reduce low-value care.

of practices for de-implementation. However, the per- Arguably, the most important interaction in healthcare
ceived utility of public involvement in these circum- is that between the patient and the clinician. Therefore,
stances was questioned by both the public anditis not surprising that this was the most commonly de-
healthcare administrators. Within low-value care scribed context for engaging the public in reducing low-

Mass media campaigns m Original research

citations

W Non-original research

citations

20 10 0 10 20 30 40 50 60 70

Shared-decision making

Strategy for public involvement

Providing educational materials

Number of studies that
indicated support

Number of studies
that did not
indicate support

Fig. 5 Reported utility of strategies for influencing decision-making about low-value care within the patient-clinician interaction
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value care. Given that patient demand is a frequentlypublic should be involved in policy-making and health-
cited barrier to reducing low-value carelp, 43-45], care administration decisions surrounding low-value
tools that inform patients and their caregivers at the care. Recognizing that opportunities for public involve-
point of care about the lack of utility of certain tests or ment in policy may be shaped by the country, level of
treatments are promising. Commonly cited tools in government or institution, and nature of the low-value
current literature include educational materials, shared practice in question, this is an aspect of reducing low-
decision-making, and decision aids. The two studies thatvalue care that requires additional research. Within low-
evaluated Choosing Wisely educational materials foundvalue care research, the public has contributed to the as-
them to improve general awareness and promote con-sessment of barriers and facilitators to reducing low-
versations about low-value practiced§, 47]. Compara- value care, developing and testing tools and interven-
tively, shared decision-making and decision aids, whoséions for reducing low-value care, and evaluating out-
purpose is to guide a choice, are predicted to have aomes of interventions to reduce low-value care through
greater effect on changing practice4d]. In shared the reporting of important patient-centred outcomes.
decision-making, patients and clinicians have a focusedThese studies have acknowledged that involving the
detailed discussion pertinent to the low-value practice in public in research can bring meaningful insight and in-
guestion, thereby enabling patients to develop fully in- crease the effectiveness of patient-targeted tools and in-
formed preferences 49]. Engaging in decision-making terventions B9, 60]. However, since few studies explain
with clinicians can help foster a more trusting relation- the rationale for or influence of public engagement in
ship, which in turn helps patients accept evidence-basedow-value care research, it is challenging to make con-
recommendations and improve communication with cli- clusions about the impact of this involvement. Addition-
nicians B2, 35, 50]. We found that many of the studies ally, we did not identify any studies that examined
that evaluated decision-making tools generally reportedstakeholder perspectives about involving patients as
an associated reduction in use of the targeted low-valugpartners in low-value care research. Research that aims
practice. Moreover, the small group of studies that ex-to explore how to successfully reduce low-value care will
amined the perspectives of patients, caregivers, and cliniimform the implementation of initiatives at the adminis-
cians regarding the use of these tools reported that theytrative and policy level, which have the potential to cre-
support their use. Yet, shared decision-making is under-ate change on the largest scale. For this reason,
used in clinical practice $1-53], likely due to the time understanding how to effectively engage patients and the
and resources required in order for it to be effective public early on in the research process is imperative to
[54]. Embracing shared decision-making as a strategy fothe development of successful initiatives to reduce low-
reducing low-value care will require appropriate infra- value care.
structure within the healthcare system and cultural shift The findings of this scoping review must be inter-
among patients and clinicians; however, as highlightedoreted within the context of its limitations. First, it is
in a recent commentary on the complexities of de- possible that in spite of being peer reviewed and rigor-
implementation [15], taking such measures to addressously developed by medical librarians, our electronic
patient-level factors that affect de-implementation will database searches may have missed relevant citations.
be the key to the success of future de-implementationThis is potentially due to (1) restriction of the search to
initiatives. the English language and (2) lack of Medical Subject
Our study identified two additional areas for public in- Heading (MeSH) terms to identify low-value care litera-
volvement in reducing low-value carepolicy/adminis- ture that forced the use of a large number of key syno-
trative decision-making and research. At the policy level,nyms and related terms. Restriction to the English
members of the public have most commonly been in- language was done because much of the terminology
volved in prioritizing low-value practices through com- pertaining to low-value care (e.g., low-value, overuse,
munity juries and citizers councils. For example, and de-implementation) is language-specific and may
Australia has hosted community juries to examine the not translate well across languages. Low-value care syno-
public's perception about disinvestment for assisted re-nyms and related terms derived from other contempor-
productive technologiesg5] and folate pathology testing ary literature reviews provided a comprehensive list of
[56]. The rationale for involving the public at this level is terms to include in the electronic database search7].
to gain their insight and perspectives to supplementlt is possible that in combination with terms used to
those of administrators and policy makers7, 58]. How-  capture “public” and “public involvement; our search
ever, in contrast to the patient-clinician interaction obtained a disproportionate number of citations focused
where stakeholders unanimously agreed on the value obn the patient-clinician interaction, with fewer citations
patient-targeted tools to reduce low-value care, stake-focused on public involvement within policy and re-
holders are uncertain about whether members of thesearch settings. However, given that our final review
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InCI_Uded 218 citations, of which 31 alj]d 56 -fOICUSGC.i on Additional file 2. Information sources accessed through the Canadian
policy and research contexts, respectively, it is unlikelyf agency for Drugs and Technologies in Health (CADTH) Grey Literature
that our decision to restrict the search to the English Search Tool. List of relevan data sources accessed through the CADTH
) . . tool.
language literature and search term selection missed a "~
sufficiently large number of citations so as to alter our
main results. Future evidence syntheses could use out
work as a Iau_nchmg point to focus_ on public |_nvolve- Abbreviations
ment In reducmg low-value care within the pollcy and CADTH: Canadian Agency for Drugs and Technologies in Health;
research contexts. Second mapping included studies t@JHS: National Health Service; NICE: National Institute for Health and Care
tual f K ! tentiall biecti Excellence; PRESS: Peer Review of Electronic Search Strategies; PRISMA-
our concep L_Ia rame\_/vor was a po e_n lally su _J?C _Ive ScR: Preferred Reporting Items for Systematic Reviews and Meta-analyses ex-
process at risk for misclassification bias. To minimize tension for Scoping Reviews
this risk, all studies were classified in duplicate, agree—A crowled
. nowledgements
ment CheCk?d’ a'j]d dlsagreem_ents resplved by cqnsensqﬁe authors would like to acknowledge Dr. Diane Lorenzetti (University of
or consultation with a third reviewer. FlnaIIy, as this was Calgary) for his assistance on developing the electronic search strategy and
a Scoping revieW, we did not assess the qua“ty of inMs. Zahra Premiji (University of Calgary) for peer review of the electronic
. . . . h strategy.

cluded articles. As described in the recently published™ " *"%
PRISMA extension for scoping reviews, article quality authors’ contributions
assessment is not a typical feature of scoping reviews unFs contributed to study concept and design, acquisition, analysis and

. . . . . . . _interpretation of data, statistical analyses, drafting of the manuscript, and
less .It allgns with the objectlves of the review and IScriﬁcaI revision of the manuscript for important intellectual content. CdG
practical to complete 25]. The number and heterogen- contributed to acquisition, analysis and interpretation of data, and critical
eity of included citations precluded any meaningful as- revision of the manuscript for important intellectual content. FMC
sessment of quality of included articles. nor would such contributed to study concept and design, analysis and interpretation of data,

. . and critical revision of the manuscript for important intellectual content. JPL
data have materially changed the main results of thecontributed to study concept and design, analysis and interpretation of data,
study. and critical revision of the manuscript for important intellectual content. LWB
contributed to acquisition, analysis and interpretation of data, and critical
revision of the manuscript for important intellectual content. HTS
. contributed to study concept and design, analysis and interpretation of data,
Conclusions drafting of the manuscript, critical revision of the manuscript for important
In conclusion, there is a |arge body of literature examin- intellectual content, and overall study supervision. DJN contributed to study
ing public involvement in reducing low-value care. éonc_ept and design, an;lysm _a_nd mte‘rpretanon of data, stgust\ca\. analyses,
i X R rafting of the manuscript, critical revision of the manuscript for important
Current literature suggests that patients and caregiversntellectual content, and overall study supervision. EES and DIN had full
should be engaged in initiatives to reduce low-value caresccess to all the data in the study and take full responsibility for the integrity
St Af : . . _ of the data and for the accuracy of the data analysis. DIN (corresponding
throuqh point of_care strategles that include patl_er_lt author) attests that all listed authors meet the authorship criteria and that no
targeted educational materials and shared decisiONuihers meeting the criteria have been omitted. Al authors read and
making tools. As shared decision-making is currently re- approved the final manuscript.
ported to be underused in clinical practice, use of sharedFUIrmIing
deCiSion'making to facilitate de—implementation of low- The funding sources (MSI Foundation, Canadian Frailty Network) were not
value care is Iikely to require additional infrastructure involved in the study design, collection, analysis and interpretation of data,
within the healthcare system and a cultural shift among writing of the report, nor in the decision to submit the article for publication.
i o i . 2 The researchers were independent from funders, and all authors had full
patients and clinicians. In contrast, the percelved U“I'ty access to all of the data in the study and can take responsibility for the
of public involvement in policy-making and healthcare integrity of the data and the accuracy of the data analysis.
administration regarding low-value care was questioned . .
. .. Availability of data and materials
by both the pUb“C and healthcare administrators. Thus, All data generated or analyzed during this study are included in this
there is a need to further understand the publgcrole in  published article and its supplementary information files.
these contexts. As initiatives to reduce low-value care_ . -
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perspectives and quantify the impact of public involve-
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