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Abstract

Background: Clinician champions are front-line clinicians who advocate for and influence practice change in their local
context. The strategies they use when leading efforts to reduce the use of low-value care have not been well described. The
purpose of this study is to identify and describe strategies used by six clinician champions who led a low-value care initiative
in their clinical setting.

Methods: Qualitative data collected during an overuse reduction initiative led by clinician champions were used to identify
strategies, guided by the Expert Recommendations for Implementing Change compilation of strategies. Clinician champions
were asked to rank the importance of these activities and indicate which one of the six most important activities they would
be willing to discuss in an interview. A 30-min semi-structured interview was conducted with each clinician about the activity
they selected and thematically analyzed.

Results: Twelve Expert Recommendations for Implementing Change strategies were identified. The top six strategies
discussed during interviews were: build a coalition, conduct a local needs assessment, develop a formal implementation
blueprint, conduct educational meetings, use facilitation, and develop clinical reminders. Common themes that emerged
across all interviews were the use of data to engage clinicians in conversations, including the patient’s perspective in designing
the interventions, and investing the time upfront to plan and launch the initiative because of the inherent challenges of
relinquishing a service.

Conclusions: Clinician champions identified multiple strategies as important when de-implementing a low-value service.
Many were used to engage in conversations with stakeholders, including leadership, providers, and patients, to increase buy-
in and support, challenge beliefs, promote behavior change, and gather insights about next steps in their effort. Future work
is needed to better understand how prepare clinicians for this role and to understand the mechanisms through which these
strategies might be effective.

Keywords
Low value, clinician champion, de-implementation, de-adoption, overtreatment, overuse, implementation science, medical
reversal, harmful

Date received: 8 September 2021; accepted: |10 December 2021

'Kaiser Permanente Washington Health Research Institute, Seattle, WA, 6Department of Public Health, Hofstra School of Health and Human
USA Services, New York, NY, USA

2University of South Carolina School of Medicine Greenville, Greenville, "University of New Mexico Hospital, Albuquerque, NM, USA

SC, USA 8CareMore Health, Cerritos, CA, USA

3Tri-Cities Community Health, Pasco, WA, USA

“University of Virginia School of Medicine, Charlottesville, VA, USA
SDepartment of Emergency Medicine, Albert Einstein College of Medicine,
New York, NY, USA

Corresponding author:

Michael L Parchman, Kaiser Permanente of Washington Health Research
Institute, 1730 Minor Ave., Ste. 1600, Seattle, WA 98101, USA.

Email: michael.x.parchman@kp.org

@ @@ Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons

Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use,
reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open
Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).


https://uk.sagepub.com/en-gb/journals-permissions
https://journals.sagepub.com/home/smo
mailto:michael.x.parchman@kp.org

SAGE Open Medicine

What Strategies Do Clinical Champions Use to De-Implement Low-Value Care?

BACKGROUND: Six clinicians participated in a value champion fellowship training program and
launched an overuse reduction initiative in their setting.

Research Questions Six Important Strategies Themes from interviews

« What strategies did they identify as 000
important in their work? ﬂ@ﬂ]

« How did they use this strategy in their

initiative?

Bui!q a
« What were common emergent themes coalition
across six initiatives?
Z)
Methods

. ; Conduct
1. All strategies used by Fellows to de-implement Local Needs
low-value care were identified from multiple Assessment

qualitative data sources. (focus groups,
meeting notes, interviews, etc.)

2. Fellows rated relative importance of each
identified strategy and selected one for an

interview. Implement
. . . Clinical
3. Semi-structured interviews about the selected REmintes

strategy were thematically analyzed.

Introduction

Although there is a growing body of knowledge about strate-
gies to improve the implementation of underused, evidence-
based practices,' less is known about how effectively engage
clinicians in efforts to reduce the use of low-value care.”™
Also known as overused, inappropriate, or unnecessary care,
these are services for which the potential for patient harm is
greater than the benefit.>7 Spurred by a growing body of evi-
dence about both the volume of unnecessary health care ser-
vices and the harm they inflict on patients, interest is growing
in identifying effective strategies and approaches to reduce the
use of these services.® ! It is commonly recognized that fac-
tors affecting successful de-implementation are often multi-
level, complex, context specific, and interact in ways that are
uniquely different from implementation of an evidence-based
service.'”? In addition, individual health care organizations
have distinct patterns of overuse that persist over time, sug-
gesting the need for interventions embedded within the organ-
ization to address the culture of how care is delivered.!*"!> One
such intervention found in some studies to reduce low-value
care is that of the clinician champion.'¢-2°

Clinician champions are front-line clinicians who advo-
cate for and influence practice change in their local context.
They facilitate adoption of evidence-based practice and can
be effective at overcoming organizational and contextual
barriers.?'2* Observed clinician champion activities during
efforts to implement underused evidence-based care include:

Leverage existing

resources.
AR
Use N Discuss both data and
Facilitation nl:ll:l[l patient stories of harm.
Effective project
management.
Follow
Implementation Expand internal & external
Blueprint stakeholder relationships.
10 Plan for difficulty when
changing personal habits
& entrenched culture.
Conduct
Educa_tional
Sessions Include the patient’s voice.

educating colleagues, advocacy, relationship building, prob-
lem-solving, implementing new care pathways, monitoring
progress, and standardizing processes across service lines,
and use of a participative leadership style.?%**2

Although others have described the potential of a clinician
champion in de-implementing low-value care services,? little
or no work has focused on what strategies clinician champions
use when leading efforts to reduce the use of a low-value care
service and how they use such strategies. A recent systematic
review on the impact of Choosing Wisely interventions con-
cluded that multi-component interventions that target clini-
cians are most effective.?’ Clinician champions, someone who
could advocate for change among their colleagues, were iden-
tified as a clinician-focused intervention in some of the studies
reviewed.

The purpose of this study is to identify and describe strat-
egies employed by clinician champions who led an initiative
to reduce the delivery of a low-value service across a diver-
sity of care settings. Three questions guided our study:

1. What strategies do clinician champions use when
leading an initiative to de-implement an overused
service?

2. How do clinician champions employ that strategy to
support de-implementation efforts in their project?

3. When discussing these strategies, what additional
insights about how a clinical champion can be effec-
tive are common across the six initiatives?
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Table I. Clinician champions, their projects, and important strategies.

Clinician Setting

Project

Important strategy

|. Primary care general internist ~ Academic residency
program faculty
Urban/inner city
emergency department

Academic health center

2. Emergency department
physician
3. Obstetrician/gynecologist

4. Inpatient podiatry physician
assistant
5. Internal medicine hospitalist

University hospital
University hospital

6. Pediatric advanced nurse
practitioner

Federally qualified health
center

Overprescribing of opioids for chronic
pain
Imaging for low back pain

Postnatal visits for hypertensive disorder
of pregnancy

Antibiotic stewardship for diabetic foot
sores

Multiple lumens peripherally inserted
central catheters

Cough/cold medicine for infants/children

Clinical reminders
Facilitation

Building a coalition
Local needs assessment
Educational meetings

Implementation blueprint

Methods
Study design

An observational study of six clinicians who led an overuse
reduction projects to address a low-value care service in their
clinical setting.

Subjects and setting

Six clinicians from safety net settings across the United States
were recruited to participate in a 16-month program from
April 2019 to July 2020 address overused services in their set-
ting. We prioritized safety net settings, which serve popula-
tions that are uninsured or covered by Medicaid or other
vulnerable populations because of the interest of the funder,
the Robert Wood Johnson Foundation, in health equity.
Clinicians were asked to submit an application that included a
description of their setting and their targeted low-value care
service. In addition, we required evidence of leadership sup-
port and endorsement of each individual as a champion by
providing a letter of support. Descriptions of the selected clini-
cians, their clinical setting, and the overuse topic they selected
for their project are given in Table 1. Clinicians met monthly
with a mentor and participated in a monthly meeting to share
progress on their overuse reduction project. After 12 months,
each clinician presented the results of their project during a
Capstone meeting to an invited national audience.

Data collection and analysis

All data were collected as part of a planned formative and
summative evaluation of their learning experiences for the
purpose of developing a more formal program for future
cohorts of clinician champions. An overview of the steps
taken to collect and analyze the data to answer the three
questions is shown in Figure 1. Here, we describe the spe-
cific methods used for each question.

Question 1. What are the most important strategies used
by the value champions?

Eight Sources of Fellowship Experience Data
Five Coding Memos: twelve strategies identified

Survey Fellows: six most important strategies
Interview Each Fellow about one strategy
Code and analyze interviews

Figure |. Data collection and analysis.

Data collection. Qualitative evaluation data were collected
from eight sources during the project (see Supplemental
Appendix 1). We used template analysis to analyze source
documents from these eight data sources employing a code
list drafted by LP and iteratively refined and agreed upon by
the project team.?® Five coding memos focused on central
aspects of the clinicians’ projects and experience were devel-
oped: (1) project implementation strategies, (2) sequencing
of project steps, (3) training needs and gaps, (4) lessons
learned, and (5) insights into preparing new clinician value
champions.

Analysis. Guided by the Expert Recommendations for Imple-
menting Change (ERIC) compilation of intervention strategies,
two team members (MP and LP) reviewed the five coding
memos to identify strategies used by the clinicians during their
projects.! Strategies from the coding memos that appeared to
match items in the ERIC taxonomy formed an initial list that
MP and LP revised and finalized through discussion. Twelve of
the 73 ERIC strategies were found to be represented across the
clinicians’ projects: audit and provide feedback, build a coali-
tion, conduct educational meetings, conduct educational out-
reach visits, conduct local consensus discussions, conduct a
local needs assessment, develop a formal implementation blue-
print, provide facilitation, inform local opinion leaders, inter-
vene with patients/consumers to enhance uptake and adherence,
involve patients/consumers and family members, and use clini-
cal reminders. Clinicians were then asked to rate the 12 strate-
gies by relevance for the success of the projects (with 1 =most
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Table 2. “How important were each of these strategies in your project” (I =most important to 6 =least important).

Strategy Mean score Number of clinicians
who rated as “I” or “2”
Build a coalition® .17 6
Conduct local needs assessment® 1.67 6
Develop a formal implementation blueprint? 2.00 5
Conduct educational meetings® 2.66 3
Facilitation® 2.66 3
Remind clinicians® 3.00 2
Inform local opinion leaders 3.00 2
Audit and provide feedback 3.17 3
Conduct local consensus discussions 3.17 2
Intervene with patients/consumers to enhance uptake and adherence 3.50 2
Involve patients/consumers and family members 3.67 2
Conduct educational outreach visits 4.00 I

?ldentified by at least one clinician as a strategy they could describe in an interview.

important and 6=1east important). In addition, we asked them
to select one strategy from the top 6 strategies they would be
willing to discuss during an interview.

Questions 2 and 3. How did they employ their strategy?
What strategies/approaches were common across the
projects?

Data collection. Three team members (MP, JM, and JW) con-
ducted 30-min phone interviews with each clinician about
the strategy they selected for their interview. Two interview-
ers attended each interview. All interviews were conducted
using a set of common prompts: (1) Tell me about your strat-
egy and how you used it, (2) I want to hear about your think-
ing as you planned to use this strategy, (3) Was this strategy
used earlier or later in your project and why? (4) How did
this strategy work with other strategies or pieces of your pro-
ject? and (5) Did you encounter any barriers and how did you
approach them? Interviews were recorded with consent and
transcribed.

Analysis. Interview transcripts were reviewed and coded by
three team members (JM, JW, and MP) using Atlas.ti soft-
ware. Transcripts were first coded using a simple/high-level
process that created a code as a comment for each “unit of
meaning,” defined as a section of text that all fell into a com-
mon theme. Units of meaning could overlap or have multiple
codes applied to them. Two individuals coded each transcript
independently using this process and then met to review their
codes and develop/refine a final list of codes.

Before completing a second round of coding, LP, JW, and
MP iteratively refined the code list, when possible aligning
codes with strategy descriptions in ERIC and renaming code
groups accordingly. With the code list finalized, the interview
transcripts were recoded. LP applied thematic analysis to the
coded transcripts and drafted a coding memo collecting themes

surfaced across interviews, along with illustrative quotes. The
project team reviewed and refined the memo, which was shared
with the clinicians for feedback. The Kaiser Permanente of
Washington Institutional Review Board completed an adminis-
trative review and issued a non-research determination.

Results

The six clinicians were diverse in their clinical training and
in their settings, and the overuse topics they chose to address
in their project (Table 1). They represented in- and outpatient
settings, rural and inner-city urban clinics, and included an
advanced nurse practitioner, a physician assistant, and four
physicians.

The ranking of the relative importance of all 12 identified
strategies is shown in Table 2. The six most important strate-
gies selected by the clinicians for their interview along with
illustrative quotes are shown in Table 3. The strategies were:
build a coalition, conduct a local needs assessment, develop
a formal implementation blueprint, conduct educational
meetings, use facilitation, and develop clinical reminders.

Building a coalition involved recruiting supporters both
outside and inside the local clinical setting to enhance buy-in
and support from colleagues. For example, to decrease imag-
ing for low back pain in the emergency department, it was
important to recruit supporters in the department of radiology.
To reduce use of peripherally inserted triple lumen intrave-
nous catheters at the time of hospital discharge, engaging
home health nurses was critical. The value champions com-
mented on the need for such a coalition, which served as a
support system to counter resistance to relinquishing an
established medical practice, help survive leadership turno-
ver, and overcome setbacks during the initiative.

The local needs assessment was important in both inform-
ing the selection of a low-value care service to address and
identifying supportive stakeholders and resources. For
example, the needs assessment often incorporated opinions
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Table 3. Description of most important strategies selected by champions for interviews.

Strategy

ERIC definition

lllustrative quote

Build a coalition

Use facilitation

Recruit and cultivate partners in
the implementation effort

A process of interactive problem
solving and support that occurs

in a context of a recognized need
for improvement and a supportive
interpersonal relationship

“l knew there were some leaders in my system that were supportive, so

| got them on board early. And then if | could get a resident involved that
would garner really strong support. Then | could go to the team of workers
who it would involve and even if they weren’t supportive, they were like,
well, yeah, you know we’ll do it.” (Clinician #4)

“I think in any culture shift you really have to be smart about the
engagement, and | think facilitation is one of the most useful ways to do
that.” (Clinician #2)

“To say . . .‘Why in practice are we doing something?. . . and then kind of
debunking the myths from there and facilitating the conversation to make
them realize the importance.” (Clinician #2)

“Essentially . . . we were able to just kind of crunch a few numbers and see: Is
this really an issue here? Is this a local problem in our facility?” (Clinician #5)
“Just getting their opinions . . . you know it was meeting people throughout
the process and finding out where their views were on this as well.”
(Clinician #4)

Conduct a Collect and analyze data related to
local needs the need for the innovation
assessment

Develop an Develop a formal implementation
implementation blueprint that includes all goals and
blueprint strategies. Use and update this plan

to guide the implementation effort
over time

“It [project charter] was really a communication device . . . to quickly and
effectively communicate what was happening . . . especially at meetings
where | was giving a little bit of a shorter presentation on . . . what | was
doing.” (Clinician #6)

“I'd refer back to that charter and be, OK, does this all align with what

we're trying to measure at the end?” (Clinician #6)

Develop clinical Develop reminder systems to

“People need a reminder, something that helps them to make their life
easier.” (Clinician #1)
“Each of them helped me to create their own reminder. . .| think that help a

lot because they felt that actually they did it.“ (Clinician #1)

reminders recall information and/or prompt
them to use the clinical innovation
Conduct Hold meetings targeted toward
educational different stakeholder groups to
meetings teach them about the clinical

innovation

“What we did then was design a brief session that described alternatives to
[low-value care service], what factors made it more or less risky, and the
evidence behind those things.” (Clinician #5)

“Even doctors who claim to be data driven like to tell stories. So, | did tell a

couple of stories of bad things that happen to patients that might have been
avoidable.” (Fellow #5)

ERIC: Expert Recommendations for Implementing Change.

of providers and patients about relinquishing a specific low-
value service before committing to that low-value care ser-
vice for their project. The assessment conducted prior to
launching an effort to reduce the use of intravenous antibiot-
ics for diabetic foot ulcers revealed a larger institutional anti-
biotic stewardship campaign with resources that were useful
for the value champion’s project. As a result, the needs
assessment also informed the [de-]implementation blueprint
developed by the clinicians.

The formal [de-]implementation blueprint was a quality
improvement (QI) project charter.?” A QI charter is a living
document that clearly states the aims of the project, provides
a brief rationale for why it is important, describes expected
outcomes, defines what is in scope and out of scope, speci-
fies measures and data needs, and provides a proposed
schedule of activities along with who is on the improvement
team. Value champions used the QI charter to both to obtain
and continuously engage leadership support in the face of
competing organizational priorities and leadership turnover,
and as a communication tool to improve buy-in from col-
leagues and key stakeholders across their organization. It

was also valuable to champions as they managed their pro-
ject and helped them keep track of next steps.

Educational meetings attended by clinicians were used to
present evidence about the overused service to enhance buy-
in and support. These meetings often included a story of
patient harm from the targeted service in their clinical set-
ting. They occasionally invited a local specialty opinion
leader who presented additional evidence and the rationale
behind reducing the use of the service.

Value champions also focused on facilitating conversa-
tions to engage colleagues either in one-on-one discussions
or in group meetings about the overuse reduction initiative.
These conversations were often used to address concerns
about relinquishing a service, and perceived barriers to doing
so. They were frequently unplanned and sometimes included
recent provider-specific data about rates of overuse of the
low-value service.

They worked to enhance engagement across the health
care team by engaging with individual team members to
develop reminders tailored to their role and workflow that
supported relinquishing the overused service. These were
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Table 4. Common approaches across the six projects.

Strategy lllustrative quote

Leverage existing resources

“We did interviews with the clinical pharmacist residents and because they have to do a research

project and we thought it would be great to find some more manpower.” (Clinician #4)

Strategically use evidence/data

“I think talking to people and explaining to them the value and having a little bit of data to back you

up, whether it’s clear or not, it’s been helpful to kind of continue conversations.” (Clinician #2)
“I think people see the value in it once they see kind of the data and they see the support.”

(Clinician #2)
Use project organization/

“Being able just take small pieces and then take them and say OK each one of these small bullet

”»

management points on this two-page document is an entire process that | have to now branch out and pull out.
(Clinician #6)
Rely on internal and external “It’s just having an informal conversation with my colleagues . . . instead of telling them what to do,

relationships
#1)

| need to learn what are their perspectives. How are they seeing this overall problem?”” (Clinician

“I work inpatient and outpatient, so | have friends in the emergency department and talk to them

about it.” (Clinician #4)
Listen to the patient voice

“One of the major pushbacks here was that the patients will not be satisfied with using remote

monitoring that they prefer in person visits. . .so we just went into the rooms of all the patients
who would be eligible for this and asked. . .you know it was almost universal that they wanted to

do it.” (Clinician #3)
Recognize the difficulty of
changing personal habits and
entrenched cultural attitudes

“De-implementation is hard because it’s a safety blanket you’re used to. Whether that’s right or
not, it’s your practice pattern.” (Clinician #2)
“The hardest part was just changing the culture of environment with ‘Look, it’s been done this way.

We're not going to change.” *“ (Clinician #4)
“[the time invested] is not lost work. You know it may be that your system is just not ready for this
particular project, and so you might need to backtrack and build up toward it.” (Clinician #2)

not just clinical prompts for the ordering physician, they also
included prompts for care team members or checklists that
would enhance the support clinicians need with patients. The
champion then assisted them with implementation, either as
a clinical reminder in the electronic health record or as staff
member checklists.

Common themes across all six interviews are given in
Table 4 with illustrative quotes. Champions described how
they used data strategically in conversations and presenta-
tions to their peers to engage them in behavior change and
create a safe learning environment for further discussions
about the overuse topic in the future. Champions not only
engaged in conversations with peers within their own clini-
cal setting, but also found value in connecting with other col-
leagues in departments across their organization to form
partnerships. These connections fostered an understanding
of the potential impact of de-implementing the targeted ser-
vice in those settings, and planning for future potential de-
implementation projects. Incorporating the perspective of
the patient was also a common strategy. Champions found
this useful not only when addressing concerns among their
clinician peers that relinquishing the service would not be
acceptable to patients, but also to inform the design of their
interventions to include patient engagement in the effort.

Finally, clinicians frequently mentioned the difficulty of
changing existing behaviors and challenging an entrenched
culture of overuse, compared to the effort required to imple-
ment an evidence-based service. Recognition of this diffi-
culty motivated their efforts to form a strong coalition of

partners across their organization, incorporate the patient
perspective to counter resistance by providers, and include
patient stories of harm during educational meetings. Clinician
champions reported that these stories were an effective
means of engaging colleagues during educational opportuni-
ties and were complimentary to sharing data.

Discussion

Clinician champions identified multiple strategies as impor-
tant in their work to de-implement a low-value service.
Many, if not most of the important strategies were helpful in
their effort to engage in conversations with stakeholders,
including leadership, providers, and patients. The purpose of
these conversations was to increase buy-in and support, chal-
lenge beliefs, promote behavior change, and gather insights
about next steps and strategies for their work as a clinician
champion. Even the implementation blueprint, which was a
QI charter, was used by clinicians as a communication tool
when meeting with colleagues and stakeholders to discuss
the de-implementation project. This multi-strategy focus is
consistent with previously published de-implementation
frameworks and theories of behavior change that show how
conversations can influence people to relinquish an estab-
lished routine or behavior.!0-27-30-33

Our findings support the three potential mechanisms
through which a clinician champion might be successful in
promoting high-value care with their colleagues as described
by Stammen et al.?%: (1) effective transmission of knowledge
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about benefits and harms, (2) facilitation of reflective prac-
tice, and (3) creation of a supportive environment. As an
example of effective knowledge transmission, one champion
mentioned the importance of a story about patient harm in
their efforts to engage their colleagues during educational
meetings. Reframing overuse as a patient harm has been pre-
viously described as an effective intrinsic motivator for
change.’>**> Another champion described the strategic use
of data in reflective conversations with colleagues about
unnecessary care in their clinical setting. It is important to
note that it was not just the provision of data to clinicians that
champions found important, rather it was the discussion with
a peer about the data that champions reported as important.
This approach is consistent with prior published literature
about the value of using social norms when providing clini-
cian feedback.*® Finally, implementing clinical reminders
and conducting a local needs assessment to identify and lev-
erage existing resources were examples of how champions
worked to create a supportive environment. These strategies
and their descriptions by the champions are similar to the
phases of work within the recently published Choosing
Wisely De-Implementation Framework.

It was difficult for clinicians to discuss the one strategy
they thought was the most important during their interview
without mentioning other strategies they used to engage indi-
viduals across multiple levels of their organization. This
finding is consistent with suggestions that similar to imple-
mentation, multi-component interventions across multiple
levels of an organization will be required when reducing the
use of a low-value care service.*!? It is also consistent with
the finding that clinician champions were never used alone,
only in combination with other interventions in a recent
systematic review of Choosing Wisely interventions.?’
Commonly used co-interventions included clinician educa-
tion, clinician feedback, and clinical decision support, similar
to the strategies used by the clinician champions in this study.

Especially, noteworthy was the recognition by champions
of how difficult it was to ask individuals to relinquish deliv-
ery of a service, and the need to address a culture of overuse
within their organization (see Table 4). This recognition
might explain why the champions invested several months to
identify existing resources, develop a strong coalition of sup-
porters within their organization, gather data on overuse of
their targeted service, and understand the perspectives of both
patients and multiple other stakeholders within their clinical
setting before moving forward with interventions to decrease
the use of a service. The importance of engaging with patients
is evident as it was one of the six common themes that
emerged across all interviews with the champions, consistent
with current literature.’” In spite of these challenges, four of
the six clinician champions reported success at reducing the
use of their targeted low-value care service.

One limitation of this study is the small sample of clinician
champions working to reduce low-value care. Thus, it is pos-
sible that a greatly expanded sample of clinician champions

that would allow for saturation to be reached when collecting
the qualitative data might reveal additional strategies. However,
prior studies examining the work of clinician champions,
including reviews across several studies, only describe their
role and approach when implementing a new program or inter-
vention, rather than reducing the use of a service.?' In addition,
de-implementation studies using clinician champions only
address one low-value care service in one type of clinical set-
ting, and do not provide in-depth analysis of the strategies or
approaches used by the champion. In contrast, the diversity of
settings and types of low-value care services addressed in this
study suggests that these findings may be robust and generaliz-
able about strategies used by clinician champions when reduc-
ing the use of a low-value service. Another limitation is the
focus in the analysis on a predefined list of implementation
strategies in the literature is a limitation. Our attempt to narrow
the list of applicable ERIC strategies to those mentioned in the
eight existing data sources may have unnecessarily restricted
the choices of “important” strategies for the clinicians to choose
from in our survey. However, the additional themes surfaced
across all six interviews may suggest new approaches not pre-
viously identified.

Conclusion

The strategies identified by clinician champions as important
to the success of their low-value care project were used to
increase buy-in and engage diverse stakeholders across their
organization in including leaders, managers, as well as front-
line clinician and staff. Future research is needed to identify the
specific competencies needed to train clinician value champi-
ons in the use of these strategies, evaluate their effectiveness in
de-implementing other low-value services across a broader
diversity of clinical settings, and further our understanding of
the underlying mechanisms behind the effectiveness of a clini-
cian champion to reduce low-value care delivery.
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ERIC: Expert Recommendations for Implementing Change; QI:
quality improvement.
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