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European	  Federa,on	  of	  Internal	  Medicine	  	  

33	  Na%onal	  socie%es	  
32	  member	  countries	  

Representa%ve	  of	  more	  	  
than	  30.000	  internists	  





(Doing  more  does  not  mean  doing  
be0er……)  

  
overdiagnosis/overtreatment

LESS	  IS	  MORE	  



Current  Paradigms    


• If	  some	  medical	  care	  is	  good,	  more	  care	  is	  beCer	  	  

• Newer	  technology	  is	  always	  beCer	  than	  older	  methods	  	  

• GeGng	  a	  medical	  test	  can’t	  hurt	  	  

• Preven%on	  is	  about	  geGng	  the	  right	  test	  at	  the	  right	  %me	  	  

• Cancer	  screenings:	  PSA,	  colonoscopy	  
• Cardiac	  screenings:	  CT,	  caro%d	  ultrasound	  	  



What  to  do  instead    


• Preven%on	  founded	  on	  lifestyle	  choices	  and	  public	  health	  
measures	  	  

• Diet	  ,	  ac%vity	  level,	  and	  not	  smoking	  	  

• Medical	  care	  needs	  to	  be:	  the	  right	  test/treatment	  for	  the	  
right	  pa%ent	  at	  the	  right	  %me	  

• Almost	  all	  care	  has	  benefits	  AND	  risks	  	  

• If	  test/treatment	  has	  NO	  known	  benefit,	  no	  risk	  is	  acceptable	  	  



Overriding Issues in Health Care 

!  Issue of the decade starting in 2000:  
increasing quality of care and patient safety 

!  Issue of the decade starting in 2010:  
decreasing the cost of care 

!  Today the issue is increasing value which is 
a function of quality, cost and harm and 
what matters to patients 
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Figure 2: Growth in Total Health Expenditure 
Per Capita, U.S. and Selected Countries, 

1970-2008 
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Cost  of  unnecessary  services  delivered    
in  healthcare

• Preventable/avoidable	  hospital	  admission	  and	  readmission	  	  
•  Inappropriate	  or	  non-‐beneficial	  treatment	   
• Overuse/misuse	  of	  diagnos,c	  tes,ng	  	  

   IOM 2010 

!  Up to 30% of health care costs potentially 
avoidable:  $765 billion  

! Of this amount:  Physician controlled costs: 
$395 billion 
 
 

 
 

Physician-Driven Sources of Excessive Health 
Care Costs 

!  Preventable/avoidable hospital admission and 
readmission 

!  Inappropriate or non-beneficial treatment 

!  Overuse/misuse of diagnostic testing 
    
Inappropriate diagnostic testing  
(i.e. testing that is overused or  
misused) is estimated to cost  
approximately $210 B per year  
(10% of annual health care costs)    
Source:  PriceWaterhouse (www.pwc.com) 
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30%	  of	  Hospital	  Health	  Care	  is	  Unecessary!	  	  
	  (Ins%tute	  of	  Medicine)	  

How  much  of  this  is  in  Hospital?



	  	  
•  lack	  of	  guidance	  -‐	  guidelines	  not	  available	  or	  followed	  
•  lack	  of	  knowledge	  -‐	  need	  compara%ve	  effec%veness	  research	  	  	  
•  pa%ent	  expecta%ons	  
•  inadequate	  %me	  
•  discomfort	  with	  uncertainty	  
•  fear	  of	  malprac%ce	  (defensive	  medicine)	  

•  habit	  
•  personal	  gain	  -‐	  for	  ins%tu%ons	  or	  individuals	  (conflicts	  of	  interest)	  

Why  are  diagnosCc  tests  overused  or  misused



Guidelines  limitaCons
• Explosion	  of	  guidelines	  produc%on,	  	  
• Only	  few	  guidelines	  are	  based	  on	  solid	  evidences	  
• A	  high	  rate	  of	  pa%ents	  receive	  inappropriate	  cures,	  or	  does	  not	  
receive	  appropriate	  cures.	  	  	  

McAlister	  FA	  et	  al.	  

How	  Evidence-‐Based	  Are	  the	  Recommenda7ons	  in	  Evidence-‐Based	  Guidelines?	  PLoS	  Med	  2007;	  4(8)	  
Tricoci	  P,	  Allen	  JM,	  Kramer	  JM,	  Califf	  RM,	  Smith	  SC	  Jr.	   	  	  

Scien7fic	  evidence	  underlying	  the	  ACC/AHA	  clinical	  prac7ce	  guidelines.	  	  JAMA	  2009;	  301(8):831-‐41	  
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Abstract Several guidelines often exist on the same topic,
sometimes offering divergent recommendations. For the

clinician, it can be difficult to understand the reasons for this

divergence and how to select the right recommendations.
The aim of this study is to compare different guidelines on

the management of atrial fibrillation (AF), and provide

practical and affordable advice on its management in the
acute setting. A PubMed search was performed in May 2014

to identify the three most recent and cited published guide-

lines on AF. During the 1-week school of the European
School of Internal Medicine, the attending residents were

divided in fiveworking groups. The three selected guidelines

were compared with five specific questions. The guidelines
identified were: the European Society of Cardiology

guidelines on AF, the Canadian guidelines on emergency
department management of AF, and the American Heart

Association guidelines on AF. Twenty-one relevant sub-

questions were identified. For five of these, there was no
agreement between guidelines; for three, there was partial

agreement; for three data were not available (issue not cov-

ered by one of the guidelines), while for ten, there was
complete agreement. Evidence on the management of AF in

the acute setting is largely based on expert opinion rather

than clinical trials. While there is broad agreement on the
management of the haemodynamically unstable patient and

the use of drugs for rate-control strategy, there is less

agreement on drug therapy for rhythm control and no
agreement on several other topics.

Keywords Atrial fibrillation ! Emergency department !
Guidelines ! Evidence-based medicine ! Critical appraisal

Introduction

Evidence-based clinical practice guidelines (CPG) should

(1) define practical problems, and identify explicitly all
possible decisions and outcomes; (2) evaluate and

A. Lages, O. M. Reiakvam, F. Savva, J. Schovanek, S. van Bree, I. J.
da Silva Chora, G. Privitera, S. Ragozzino, M. von Rotz, and L.
Woittiez are participants of the 22nd European Summer School of
Internal Medicine.

Most of the references cited by the different guidelines can be found
in the Supplementary Appendix.

Electronic supplementary material The online version of this
article (doi:10.1007/s11739-016-1580-x) contains supplementary
material, which is available to authorized users.
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address any other aspects of the management of this

condition.
It is important to note the different years of publications

of different guidelines: the ACC/AHA guidelines are more

recent than the Canadian and ESC guidelines (2014 versus
2011 and 2010/2012, respectively); this may explain some

differences between the guidelines, such as the use of the

non-vitamin K oral anticoagulants (NOACs) or the use of
CHADS2 or CHA2DS2-VASc to determine the risk of

stroke. Other differences, where they give divergent rec-
ommendations from the evidence of the same studies,

remain difficult to explain.

We have approached this analysis as Internists rather
than specialist cardiologists. The role of the internist is to

deal with complexity; this is true for clinical decision-

making for patients, critical appraisal of the literature, and,
in our opinion, also for wisely choosing guidelines rec-

ommendations. Since there is no reference method on

practically judging the most useful guidelines on a specific
topic, our aim is to explore whether a comparison of dif-

ferent guidelines can provide any unambiguous informa-

tion on the specific topic of atrial fibrillation, and what
implications such an analysis might have for other CGPs.

In conclusion, there is scanty evidence on the manage-

ment of AF in the acute setting. While there is broad
agreement on the management of the haemodynamically

unstable patient and the use of drugs for rate-control

strategy, there is less agreement on drug therapy for rhythm
control and no agreement on several other topics.
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Abstract Several guidelines often exist on the same topic,
sometimes offering divergent recommendations. For the

clinician, it can be difficult to understand the reasons for this

divergence and how to select the right recommendations.
The aim of this study is to compare different guidelines on

the management of atrial fibrillation (AF), and provide

practical and affordable advice on its management in the
acute setting. A PubMed search was performed in May 2014

to identify the three most recent and cited published guide-

lines on AF. During the 1-week school of the European
School of Internal Medicine, the attending residents were

divided in fiveworking groups. The three selected guidelines

were compared with five specific questions. The guidelines
identified were: the European Society of Cardiology

guidelines on AF, the Canadian guidelines on emergency
department management of AF, and the American Heart

Association guidelines on AF. Twenty-one relevant sub-

questions were identified. For five of these, there was no
agreement between guidelines; for three, there was partial

agreement; for three data were not available (issue not cov-

ered by one of the guidelines), while for ten, there was
complete agreement. Evidence on the management of AF in

the acute setting is largely based on expert opinion rather

than clinical trials. While there is broad agreement on the
management of the haemodynamically unstable patient and

the use of drugs for rate-control strategy, there is less

agreement on drug therapy for rhythm control and no
agreement on several other topics.

Keywords Atrial fibrillation ! Emergency department !
Guidelines ! Evidence-based medicine ! Critical appraisal
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Medical	  Professionalism	  in	  the	  New	  Millennium	  
	  

	  A	  Physician	  Charter	  Project	  of	  the	  ABIM	  Founda,on,	  ACP–ASIM	  Founda,on,	  	  
and	  European	  Federa,on	  of	  Internal	  Medicine*	  

Annals	  of	  Internal	  Medicine	  Volume	  136	  •	  Number	  3	  243-‐6,	  5	  February	  2002	  
	  

The	  Lancet,	  Volume	  359,	  Issue	  9305,	  Pages	  520	  -‐	  522,	  9	  February	  2002	  	  
	  



	  
•  “While	  mee%ng	  the	  needs	  of	  individual	  pa%ents,	  physicians	  are	  
required	  to	  provide	  health	  care	  that	  is	  based	  on	  the	  wise	  and	  cost-‐
effec,ve	  management	  of	  limited	  clinical	  resources.”	  	  

•  “The	  physician’s	  professional	  responsibility	  for	  appropriate	  alloca%on	  
of	  resources	  requires	  scrupulous	  avoidance	  of	  superfluous	  tests	  and	  
procedures.	  The	  provision	  of	  unnecessary	  services	  not	  only	  exposes	  
one’s	  pa,ents	  to	  avoidable	  harm	  and	  expense	  but	  also	  diminishes	  
the	  resources	  available	  for	  others.”	  	  

	   	   	   	   	   	   	  Ann	  Intern	  Med.	  2002;	  136:243-‐246	  	  



High	  Cost	  Care	  vs.	  Low	  Cost	  care	  

• Supported	  by	  Evidence	  	  
• Not	  Duplica%ve	  of	  Other	  Tests	  or	  Procedures	  
• Free	  from	  Harm	  

• Truly	  Necessary	  



American  Board  of  Internal  Medicine  2012

• Choosing	  Wisely	  Campaign	  	  
•  To	  iden%fy	  interven%ons	  (diagnos%c	  or	  therapeu%c)	  that	  could	  be	  
harmful	  or	  of	  no-‐value.	  	  

• More	  than	  70	  scien%fic	  socie%es	  have	  released	  so	  far	  
recommanda%ons	  	  





Poten%al	  Savings-‐$5	  Billion	  
	  

•  	  The	  prac%ce	  ac%vity	  associated	  with	  the	  highest	  cost	  was	  the	  
prescribing	  of	  brand	  instead	  of	  generic	  sta%ns,	  resul%ng	  in	  excess	  
expenditures	  of	  $5.8	  billion	  per	  year	  (95%	  CI,	  $4.3-‐$7.3	  billion).	  	  

• Bone	  density	  tes%ng	  in	  women	  younger	  than	  65	  years	  was	  the	  least	  
prevalent	  ac%vity	  but	  accounted	  for	  $527	  million	  (95%	  CI,	  $474-‐$1054	  
million)	  in	  costs.	  
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It began in the United States in 
2012. Canada joined in 2014. It 
has since spread to Japan, Brazil, 

France, Germany, Israel, Australia and 
many other countries. The concept 
behind the Choosing Wisely campaign 
— that more health care isn’t always 
better health care — appears to have 
universal appeal. And that’s a rare 
thing on the international health care 
scene.

“It transcends all these different 
health care systems and different pay-
ment schemes because it resonates 
with doctors about the core essence of 
what it is to work with patients, and 
that is the same in every country,” 
says Dr. Wendy Levinson, chair of 
Choosing Wisely Canada and a pro-
fessor of medicine at the University of 
Toronto. “That is the amazing part of 
this story. Give me another example 
where there has been so much interest 
across countries in anything about 
changing health care systems.”

If there were international discus-
sions about how best to fund health 
care, for example, there would likely 
be many different opinions. Talks 
between countries on how best to pay 
doctors would be a “dog’s breakfast,” 
says Levinson. The Choosing Wisely 
concept, on the other hand, has seen 
few detractors. 

That’s because it is at the core of 
physician professionalism, says Levin-
son. It’s about the day-to-day practise 
of medicine — working with patients 
to decide which tests are really neces-
sary, which drugs they really need, 
how much care is enough and how 
much is too much. It’s about helping 
more and harming less. 

“The work of doctoring is the same 
in every country,” says Levinson. 

The success across borders of 
Choosing Wisely is even more amaz-

ing, says Levinson, when you consider 
the financial incentives for physicians 
— there are none. No one is getting 
paid to choose wisely, she says. Sure, 
health systems that reduce overuse 
may save some money, but the cam-
paign is really about quality improve-
ment and harm prevention, about 
delivering high-quality, appropriate 
care for patients based on the best 
available evidence. 

But even such an appealing concept 
— providing value in health care — 
can only spread across the world if 
someone takes leadership of the initia-
tive. In this case, that leader is Canada. 

“We are kind of the consultants to 
the other countries,” says Levinson. 

It is the Canadian team that orga-
nized and ran the international consor-
tiums held over the past three years in 
Amsterdam, London and Rome. It is 
the Canadian team that pushed for the 
Commonwealth Fund to include ques-

tions on overuse in its surveys. Choos-
ing Wisely Canada is also responsible 
for overuse indicators appearing in 
Health at a Glance 2015 by the Organ-
isation for Economic Co-operation 
and Development (OECD). 

“If we hadn’t articulated the impor-
tance of it to the OECD, they wouldn’t 
have done it,” says Levinson. 

Canada is not only leading, but also 
learning from Choosing Wisely suc-
cesses in other countries. Israel and 
Australia, for example, have shown 
tremendous capacity to measure the 
effects of Choosing Wisely initiatives, 
thanks their excellent systems of elec-
tronic health records. 

“We want to keep learning from 
each other, growing measurement and 
teaching the public that more is not 
always better,” says Levinson. — 
Roger Collier, CMAJ

CMAJ 2016. DOI:10.1503/cmaj.109-5291

Choosing Wisely concept has universal appeal

Physicians in many countries agree that reducing the use of some medical tests, such as 
MRI scans, is a good idea.
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Choosing  Wisely  in  Internal  Medicine:  
European  Campaign

• Do	  we	  care?	  	  
• Do	  we	  think	  it	  may	  be	  relevant	  for	  an	  European	  healthcare	  
approach?	  

	  



Methodology–  Swiss  Society  of    
Internal  Medicine

•  From	  1103	  recommenda%ons	  an	  ini%al	  list	  of	  38	  interna,onal	  
recommenda,ons	  selected	  by	  two	  physicians.	  59	  commi[ee	  
members	  invited	  to	  par%cipate	  as	  experts.	  A	  7-‐member	  advisory	  
commi[ee	  was	  formed	  based	  on	  SSGIM	  members.	  

• An	  online	  Delphi	  process,	  a	  structured	  communica%on	  method,	  
originally	  developed	  as	  a	  systema%c,	  interac%ve	  forecas,ng	  method	  
which	  relies	  on	  a	  panel	  of	  experts.	  	  



Choosing  Wisely  –  SSIM

Copyright 2015 American Medical Association. All rights reserved.

care. Three sets of lists were identified (1103 recommenda-
tions)3,5,6 as of March 5, 2013. Two physicians excluded recom-
mendations that were not relevant to ambulatory internal medi-
cine (eg, specialized medicine, pediatrics), leading to an initial
list of 38 international recommendations.

An online Delphi process was then applied, using succes-
sive electronic survey instruments placed on the Survey Mon-
key website (www.surveymonkey.com). All committee mem-
bers of the Swiss Society of General Internal Medicine and the
Swiss Society of Family Medicine, along with professors from
the divisions of General Internal Medicine and Family Medi-
cine at the 5 Swiss university medical schools, were invited to
participate as experts. A 7-member advisory committee was

formed based on Swiss Society of General Internal Medicine
members who expressed a specific interest in this subject.

In round 1, experts gave their level of agreement with the
international recommendations using a 10-point Likert scale.
Experts could also propose additional recommendations. Af-
ter a review of publications to ensure their validity based on
available evidence, 12 of 21 novel recommendations were re-
tained.

In round 2, recommendations with intermediate scores in
round 1 (average scores, 7-9) were reranked based on experts’
level of agreement, along with the 12 novel recommendations.

For round 3, recommendations with scores greater than 9
were graded based on a 3-point Likert scale in 3 areas: fre-

Figure. Flowchart of Recommendations Through the Delphi Process
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A total of 50 recommendations were
ranked during the Delphi process,
including 38 existing international
recommendations and 12 novel
recommendations from the experts.
From the top 10 recommendations of
the Delphi process, an expert panel
chose the final top 5 list.

Table. Top 10 Recommendations Based on Frequency Scorea

Rank Recommendation
Frequency Score
(32-96)b

Agreement Score
(0-10)c

1 Do not obtain imaging studies in patients with nonspecific low
back pain

94 9.56

2 Do not prescribe antibiotics for uncomplicated URTIs 92 9.40

3 Do not perform the PSA test to screen for prostate cancer
without a discussion of the risks and benefits

90 9.59

4 Do not perform laboratory testing in patients with a clinical
diagnosis of an uncomplicated URTI

87 9.03

5 Do not continue pharmacological treatment of GERD with
long-term acid suppression therapy without titrating to the
lowest effective dose

82 9.50

6 Do not routinely prescribe antibiotics for acute
mild-to-moderate sinusitis

81 9.50

7 Do not use antimicrobials to treat bacteriuria in
immunocompetent older adults

80 9.16

8 Do not routinely obtain radiographic imaging for patients who
meet diagnostic criteria for uncomplicated acute rhinosinusitis

78 9.91

9 Do not obtain preoperative chest radiography in the absence of a
clinical suspicion

77 9.26

10 Do not use DEXA screening for osteoporosis in women younger
than 65 or men younger than 70

72 9.16

Abbreviations: DEXA, dual-energy
x-ray absorptiometry; GERD,
gastroesophageal reflux disease;
PSA, prostate-specific antigen;
URTI, upper respiratory tract
infection.
a Boldface indicates items retained

for top 5.
b Frequency scores are from round 3.
c Agreement scores are from rounds 1

and 2.
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care. Three sets of lists were identified (1103 recommenda-
tions)3,5,6 as of March 5, 2013. Two physicians excluded recom-
mendations that were not relevant to ambulatory internal medi-
cine (eg, specialized medicine, pediatrics), leading to an initial
list of 38 international recommendations.

An online Delphi process was then applied, using succes-
sive electronic survey instruments placed on the Survey Mon-
key website (www.surveymonkey.com). All committee mem-
bers of the Swiss Society of General Internal Medicine and the
Swiss Society of Family Medicine, along with professors from
the divisions of General Internal Medicine and Family Medi-
cine at the 5 Swiss university medical schools, were invited to
participate as experts. A 7-member advisory committee was

formed based on Swiss Society of General Internal Medicine
members who expressed a specific interest in this subject.

In round 1, experts gave their level of agreement with the
international recommendations using a 10-point Likert scale.
Experts could also propose additional recommendations. Af-
ter a review of publications to ensure their validity based on
available evidence, 12 of 21 novel recommendations were re-
tained.

In round 2, recommendations with intermediate scores in
round 1 (average scores, 7-9) were reranked based on experts’
level of agreement, along with the 12 novel recommendations.

For round 3, recommendations with scores greater than 9
were graded based on a 3-point Likert scale in 3 areas: fre-
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A total of 50 recommendations were
ranked during the Delphi process,
including 38 existing international
recommendations and 12 novel
recommendations from the experts.
From the top 10 recommendations of
the Delphi process, an expert panel
chose the final top 5 list.

Table. Top 10 Recommendations Based on Frequency Scorea
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(32-96)b

Agreement Score
(0-10)c

1 Do not obtain imaging studies in patients with nonspecific low
back pain

94 9.56

2 Do not prescribe antibiotics for uncomplicated URTIs 92 9.40

3 Do not perform the PSA test to screen for prostate cancer
without a discussion of the risks and benefits

90 9.59

4 Do not perform laboratory testing in patients with a clinical
diagnosis of an uncomplicated URTI

87 9.03

5 Do not continue pharmacological treatment of GERD with
long-term acid suppression therapy without titrating to the
lowest effective dose

82 9.50

6 Do not routinely prescribe antibiotics for acute
mild-to-moderate sinusitis

81 9.50

7 Do not use antimicrobials to treat bacteriuria in
immunocompetent older adults

80 9.16

8 Do not routinely obtain radiographic imaging for patients who
meet diagnostic criteria for uncomplicated acute rhinosinusitis

78 9.91

9 Do not obtain preoperative chest radiography in the absence of a
clinical suspicion

77 9.26

10 Do not use DEXA screening for osteoporosis in women younger
than 65 or men younger than 70

72 9.16

Abbreviations: DEXA, dual-energy
x-ray absorptiometry; GERD,
gastroesophageal reflux disease;
PSA, prostate-specific antigen;
URTI, upper respiratory tract
infection.
a Boldface indicates items retained

for top 5.
b Frequency scores are from round 3.
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Introduction

In 2013 the Italian Federation of Associations of
Hospital Doctors on Internal Medicine (FADOI) has
published a position statement on the ways to imple-
ment a sustainable and frugal hospital policy, oriented
to the real needs of the patients admitted to internal
medicine wards,1 and, subsequently, the FADOI ten
points for a Slow Medicine,2 which condensate its vi-

sion on this topic. More recently, the FADOI agreed
to formally adhere to the Slow Medicine program en-
titled Doing more does not mean doing better,
launched in Italy in late 2012.3

Slow Medicine (http://www.slowmedicine.it) is an
association of doctors, nurses, other health profession-
als, patients and citizens founded in 2010 in Italy,
aimed at promoting a patient-centered medicine and
measured, respectful and equitable health care, to be
pursued through a high standard of communication
between the doctors and their patients, for a shared de-
cision making.

Following the Choosing Wisely® campaign of the
American Board of Internal Medicine (ABIM) Foun-
dation started in the USA in 2010,4-6 Slow Medicine
decided to undertake a similar task in Italy, in order to
disseminate the same culture (improving quality and
appropriateness of care, while ensuring safety) and to
promote the reduction of medical procedures whose
necessity should be questioned by patients and physi-
cians. The Doing more does not mean doing better
program is underway, with a growing list of Italian so-
cieties of different medical specialties and associations
of physicians, nurses and patients being involved
(Table 1). In the meanwhile, the Choosing Wisely®

campaign is spreading throughout the world, in many
European countries, as well as in Canada, Australia
and Japan.

Within early 2014, Choosing Wisely® had pro-

Doing more does not mean doing better: the FADOI contribution
to the Slow Medicine program for a sustainable
and wise healthcare system

Luigi Lusiani,1 Roberto Frediani,2 Roberto Nardi,3 Andrea Fontanella,4 Mauro Campanini5
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ABSTRACT

Consistently with its own vision on the necessity to implement a sustainable and frugal medicine, in 2013 the Italian Fed-
eration of Associations of Hospital Doctors in Internal Medicine (FADOI) decided to adhere to the Slow Medicine program en-
titled Doing more does not mean doing better, launched in Italy in late 2012, following the Choosing Wisely® campaign of the
American Board of Internal Medicine (ABIM) Foundation started in the USA in 2010. According to the program, FADOI has
now produced a list of ten evidence-based recommendations of the do not type, regarding different practices whose benefits for
the patients are questionable at least, if not harmful at worst. The list was obtained from a questionnaire submitted to 1175
FADOI members, containing a purposely selected choice of 32 pertinent recommendations already published by Choosing
Wisely®, and reflects the qualified opinion of a large number of Italian internists. These recommendations are now endorsed by
the FADOI, as a contribution to the discussion among doctors, health professionals, nurses, patients and citizens about what is
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Methodology  -‐  FADOI

•  Two	  components	  of	  the	  EC	  to	  elaborate	  a	  ques%onnaire	  containing	  a	  
selec%on	  of	  the	  available	  recommenda%ons	  already	  published.This	  
was	  submiCed	  to	  a	  sample	  commiCee.	  	  

• A	  list	  of	  32	  recommenda%ons,	  those	  judged	  to	  be	  most	  relevant	  for	  
an	  internist	  by	  the	  commiCee,	  was	  sent,	  along	  with	  an	  explanatory	  
leCer,	  to	  1175	  members.	  	  

•  Each	  member	  was	  asked	  to	  indicate	  the	  5	  recommenda%ons	  
considered	  to	  be	  most	  relevant	  for	  his/her	  own	  prac%ce,	  leaving	  
ranking	  out	  of	  considera%on.	  	  

•  The	  response	  rate	  was	  18.1%	  (213	  responders,	  for	  a	  total	  number	  of	  
1037	  indica%ons).	  	  
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FADOI position statement

Table 2. The list of the 32 Choosing Wisely® recommendations of the questionnaire submitted to the FADOI members. 
1     Do not prescribe acid suppressive therapy to hospitalized patients, unless there is a high risk of bleeding

       it should be reserved to intensive-care patients

2     Do not prescribe transfusion of red blood cells for arbitrary Hb levels, in the absence of symptoms of heart ischemia, heart failure, stroke

       in stable patients, accept Hb levels of 7-8 g/dL

3     Do not use benzodiazepines in elderly patients, as a first choice for insomnia, agitation, delirium

       high risk of accidents, falls, fractures; keep BZD for alcohol withdrawal and anxiety

4     Do not treat bacteriuria in elderly patients without urinary symptoms

       screening for and treatment of asymptomatic bacteriuria are recommended only when procedures with possible mucosal bleeding are an-
ticipated

5     Do not use NSAID in subjects with arterial hypertension, heart failure, renal insufficiency from any cause, including diabetes

       prefer safer drugs such as paracetamol, tramadol, short term narcotic analgesics

6     Do not recommend percutaneous feeding tubes in patients with advanced dementia

       offer oral assisted feeding, instead

7     Do not delay palliative care

       they do not accelerate death

8     Do not perform carotid artery imaging for simple syncope without other neurologic symptoms

       it does not identify the cause of the fainting

9     Do not perform brain imaging (CT/MRI) for simple syncope without other neurologic symptoms or signs

       except for skull trauma

10   Do not screen for renal artery stenosis in patients without resistant hypertension and with normal renal function, even if atherosclerosis is
present

       no proven benefit

11   Do not screen for hypercoagulable conditions after a first episode of deep vein thrombosis with a known cause

       no proven benefit

12   Do not recommend carotid endarterectomy for asymptomatic stenosis unless the risk of surgical complications is below 3%

       restrict indications to >70% stenosis and life expectancy above 3 years

13   Do not recommend for percutaneous or surgical revascularization of peripheral artery stenosis in patients without claudication or critical
limb ischemia

       no proven benefit

14   Do not image for pulmonary embolism without a moderate or high pre-test probability

       consider clinical criteria and D-dimer first

15   Do not perform PET/CT for cancer screening in healthy subjects

       it leads to unnecessary biopsies and surgery

16   Do not prescribe white cell stimulating factors for primary prevention of febrile neutropenia systematically

       restrict indications to high risk patients (based on age, history and other characteristics)

17   Do not routinely order US imaging of the thyroid in patients with abnormal functional tests but without palpable abnormalities

       it identifies a lot of non-relevant nodules

18   Do not order T3 levels (total or free) to assess levothyroxins (T4) substitution therapy in hypothyroid patients

       T4 is converted to T3 at cellular level

19   Do not screen for carotid artery stenosis in asymptomatic patients

       it leads to undue surgery

20   In patients with low pre-test probability of venous thromboembolism, use D-dimer measurement as initial diagnostic test, not imaging

       using the Wells prediction rules, a negative D-dimer excludes VTE 

21   Do not image for uncomplicated cefalea

       imaging does not improve outcomes, while visualizing incidental findings 

22   Do not repeat DXA scan for osteoporosis more often than once every 2 years

       minute changes fall within possible errors

23   Do not use sliding scale insulin for the long term treatment of institutionalized diabetics

       prefer basal-bolus therapy

To be continued on next page
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Abstract Appropriateness is one of the critical aspects of
medicine. For this reason, the Italian Society of Internal

Medicine (SIMI) decided to adhere to the Choosing Wisely

Campaign. A bottom-up approach was chosen. All the rec-
ommendations published in the US and Canadian Choosing

Wisely campaign have been screened, and an e-mail was sent

to all the SIMI members for new suggestions. The thirty
interventions that were judged as the highest priority by a

committee were sent to all the SIMI members for voting. The

first procedures selectedwere then revised, and constituted the
five points of the SIMI choosing wisely campaign. The

identified procedures were: (1) avoid prescribing bed rest

unless an acceptable indication exists. Promote early mobi-
lization; (2) Do not perform a D-dimer test without a precise

indication; (3) Do not prescribe long term intravenous

antibiotic therapy in the absence of symptoms; (4) Do not
indefinitely prescribe proton pump inhibitors in the absence of

specific indications; (5) Do not place, or leave in place,

peripherally inserted central catheters for patient’s or provi-
der’s convenience.Four of these pointswerenot present in any

other campaign, while one, the fifth, was already present. The

bottom-up approach of the SIMI ‘‘Choosing Wisely’’ cam-
paign favored the identification of different priorities com-

pared to other campaigns. Future studies should now evaluate

if the application of these ‘‘not-to-do’’ recommendations will
be associated with an improvement of clinical outcome and a

subsequent direct and indirect health care cost reduction.

Keywords Appropriateness ! Choosing wisely !
Less is more ! Health system

Introduction

In the last decade, Richard Smith, editor of British Medical
Journal, started a column titled ‘‘Less is more,’’ a sentence

borrowed from the architect Ludwig Mies van De Rohe,

referring to the risk of excessive use of diagnostic inves-
tigations/interventions, sometimes due to patients’ or doc-

tors’ decisions, sometimes to technological processes. Ten
years later, the huge amount of data on the problem of

overtreatment and overdiagnosis, has led the BMJ to start a

campaign called ‘‘Too-much-medicine.’’ This campaign
aimed to recall the attention of health care personnel and of

public opinion on health-related issues due to overdiag-

nosis, and on the waste of economical resources due to
unnecessary cares [1].

However, the most revolutionary initiative has been the

campaign by the ABIM Foundation called ‘‘Choosing
Wisely’’ [2]. In 2012, ABIM invited the American societies
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Methodology  -‐  SIMI

•  List	  of	  all	  already	  published	  Choosing	  Wisely	  recommenda%ons	  
related	  to	  internal	  medicine	  	  

• Mail	  to	  society	  members	  reques%ng	  for	  addi%onal	  	  
recommenda%ons’	  proposals	  to	  insert	  	  

•  Selec%on	  by	  a	  6-‐persons	  commiCee	  of	  the	  30	  most	  relevant	  
raccomenda%ons	  (using	  a	  1-‐to-‐10	  score)	  	  

•  List	  was	  then	  sent	  to	  each	  member	  and	  they	  were	  asked	  to	  score	  
each	  racommenda%ons	  using	  a	  1-‐to-‐10	  score,	  priori%zing	  their	  
selec%on,	  but	  without	  providing	  any	  rule	  for	  priori%za%on.	  	  

•  Top	  5	  list	  was	  composed	  by	  the	  items	  with	  highest	  total	  score.	  	  



Results  -‐  SIMI

•  From	  US	  and	  Canada	  campaigns,	  139	  items	  had	  been	  selectd,	  90	  
items	  were	  added	  from	  memebers’	  sugges%ons.	  

•  22	  out	  of	  30	  items	  selected	  by	  commiCee	  were	  already	  been	  
published,	  while	  8	  were	  new.	  	  

• Rate	  of	  response	  was	  18%	  (409	  responders	  out	  of	  2104	  members)	  	  

• Within	  the	  Top	  5	  list,	  only	  1	  item	  was	  already	  present	  in	  the	  
interna%onal	  campaigns,	  while	  4	  were	  new.	  	  



Top  5  List  -‐  SIMI

1.  Avoid	  bedridden	  and	  favour	  an	  early	  mobiliza%on	  of	  pa%ents	  

2.  Don’t	  ask	  for	  d-‐dimer,	  if	  not	  under	  specific	  indica%ons	  	  

3.  Do	  not	  prescribe	  long-‐term	  an%bio%c	  therapy	  in	  parients	  without	  
symptoms	  

4.  Do	  not	  prescribe	  long-‐term	  protonic	  pump	  inhibitor	  	  

5.  Do	  not	  insert	  central	  venous	  catheter	  peripherally	  only	  for	  
convenience	  



Top  5  List  –  SIMI  vs  FADOI

1.  Avoid	  bedridden	  and	  favour	  an	  early	  mobiliza%on	  of	  pa%ents	  

2.  Don’t	  ask	  for	  d-‐dimer,	  if	  not	  under	  specific	  indica%ons	  	  

3.  Do	  not	  prescribe	  long-‐term	  an%bio%c	  therapy	  in	  pa%ents	  without	  
symptoms	  

4.   Do	  not	  prescribe	  long-‐term	  protonic	  pump	  inhibitor	  	  

5.  Do	  not	  insert	  central	  venous	  catheter	  with	  peripheral	  inser%on	  only	  
for	  convenience	  of	  personnel	  



Hospital  Care  Efficiency  and  the  SMART  (Specific,  Measurable,  
Agreed,  Required,and  Timely)  Medicine  IniCaCve

•  Single	  Department	  of	  Internal	  Medicine	  

•  Educa%on	  campaign	  managed	  by	  a	  group	  of	  senior	  physicians	  

• Provided	  recommenda%ons	  for	  	  internists	  about	  diagnos%c	  tests	  (NT-‐
pro	  BNP,	  troponin,	  rou%ne	  tests:	  CK,	  LDK,	  Amylase	  

• Monitoring	  of	  tests/exams	  prescribed	  by	  physicians	  for	  one	  year	  

Berger	  et	  al,	  JAMA	  Int	  Med	  2016	  
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sions, meaning they are essentially playing the game blind-
folded with one hand tied behind their back.

Joseph S. Ross, MD, MHS
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Hospital Care Efficiency and the SMART
(Specific, Measurable, Agreed, Required,
and Timely) Medicine Initiative
A considerable proportion of hospital resources is spent on vari-
ous laboratory and imaging tests. This reality presents a sig-
nificant challenge to medical teams with regard to intelligent
and efficient use of these tools during hospital care.1 The
SMART (Specific, Measurable, Agreed, Required, and Timely)
Medicine initiative, conducted by the Division of Internal Medi-
cine at the Rambam Health Care Campus, aims to improve the
efficiency of medical investigations by making the use of di-
agnostic tools more precise, focused, and based on the clini-
cal findings.

Methods | The project was a multifaceted medical education
campaign managed by a group of senior physicians (includ-
ing D.B.-H., A.Y., and J.K.), with continuous and systematic
monitoring and feedback. The group met monthly to discuss
issues from the practice of internal medicine with a content
expert and Intel engineers (V.B. and N.G.) who volunteered as
part of a nationwide community involvement program. At the
end of each meeting, the forum wrote up a set of recom-
mendations that were communicated to all physicians in
the Division of Internal Medicine through various channels.
The impact of the initiative was continuously measured by
quantifiable data related to blood and imaging tests, and a
defined set of measurements was reported to the staff as

monthly feedback. The need for study approval was waived
by the institutional review board of the Rambam Health
Care Campus.

Results | Various topics were discussed during 2014, and a set
of recommendations for common laboratory tests and other
diagnostic tests was compiled by the forum. For example, we
agreed that measurement of B-type natriuretic peptide levels
as part of the workup for acute dyspnea should not be in-
cluded in cases with an unequivocal diagnosis of acute left
heart failure or with a more likely alternative diagnosis.2 Proper
use of troponin level measurement in the workup of patients
presenting with chest pain and recommendations for avoid-
ing unnecessary repeated testing represented another ex-
ample. Use of both tests was significantly reduced (Figure 1).
Another issue discussed by our forum was routine (and
unnecessary) blood tests. We found that unbundling panel
chemistry tests reduced the use of routine measurement of lac-
tic dehydrogenase, creatine kinase, and amylase levels by more
than 50% (Figure 2). The number of tests ordered for C-
reactive protein, hemoglobin A1c, and thyrotropin levels was
also significantly reduced. During the first year of the project,
we achieved a 20% reduction in the total number of labora-
tory tests performed, resulting in a savings of $250 000. In ad-
dition, the laboratory turnaround time from sample receipt to
results dispatch was reduced.

Discussion | We have presented an example of successful de-
velopment of a method for the use of diagnostic tools for a spe-
cific topic list, inspired by the US Choosing Wisely campaign,1

in an individual hospital. Our initiative was implemented
through an educational model that included systematic moni-
toring and feedback. Although the selected topics may not be
generalizable beyond the scope of our division’s practice, the
guiding principles of the method can be applied in other set-
tings. In recent years, many studies dealing with cost-
effectiveness and reduction of low-value health care activi-
ties by different types of interventions have been published.3-6

However, several elements make our initiative unique. First,
our recommendations are based on thorough discussion of the

Figure 1. Rates of Measurement of B-type Natriuretic Peptide (BNP) and Troponin Levels
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Recommendations were released in
March 2014 for measurement of BNP
levels in the workup of acute dyspnea
and of troponin levels in the workup
of acute chest pain. Use of both tests
declined significantly (P < .001).
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medical investigation process required for different sce-
narios in internal medicine. Second, collaboration with Intel
enabled thorough data analysis with high-quality feedback.
Last, SMART Medicine has led to a substantial change in the
patterns of medical thinking regarding the use of diagnostic
tests among our medical personnel; therefore, we believe that
its impact will be maintained.

In addition to cost-effectiveness, SMART Medicine has con-
tributed to patient safety by avoiding unnecessary exposure
to radiation, contrast media, incidental findings, and false-
positive results. In summary, SMART Medicine represents a
milestone in the development and implementation of a de-
fined method for wiser use of diagnostic tools.
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Effect of US Drug Enforcement Administration’s
Rescheduling of Hydrocodone Combination
Analgesic Products on Opioid Analgesic Prescribing
Prescription opioid abuse is a major public health problem in
the United States.1 The opioid analgesic hydrocodone bitar-
trate, traditionally available in combination with nonopioid an-
algesics, is one of the most commonly abused opioids.2 In 2011,
hydrocodone combination analgesic products were involved
in almost 100 000 abuse-related emergency department vis-
its in the United States, more than double the number in 2004.3

On October 6, 2014, the US Drug Enforcement Ad-
ministration4 moved these products from schedule III of the
Controlled Substances Act to the more restrictive schedule II.
This change entailed tighter controls on prescribing hydroco-
done combination products, including the prohibition of
prescription refills. We examined national prescribing pat-
terns to identify trends before and after rescheduling.

Methods | Prescription data are from the IMS Health National
Prescription Audit,5 which estimates the number of prescrip-
tions dispensed from US pharmacies based on a proprietary
sample that captures almost 80% of all dispensed retail pre-
scriptions. We calculated the quarterly number of dispensed

Figure 2. Rates of Measurement of Amylase, Creatine Kinase (CK), and Lactic Dehydrogenase (LDH) Levels
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Recommendations were released in
July 2014 for unbundling of a panel
chemistry workup. A significant
reduction in routine testing of LDH,
amylase, and CK levels resulted
(P < .001).
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-‐20%	  laboratory	  tests	  
	  
	  	  	  	  	  250.000	  $	  savings	  



Choosing  Wisely  in  Internal  Medicine:  
European  Campaign  5-‐steps-‐to  do

1.   Methodology	  to	  select	  the	  items	  for	  the	  campaign	  

2.  Criteria	  for	  deciding	  items	  priority	  

3.  Items	  chosen	  really	  based	  on	  evidence	  

4.  From	  theory	  to	  clinical	  prac%ce:	  implementa,on	  plan	  

5.  Outcome	  markers:	  is	  a	  choosing	  wisely	  a	  campaign	  really	  able	  to	  
improve	  pa%ent	  safety	  and	  outcome,	  possibly	  reducing	  also	  
healthcare	  costs?	  con,nuous	  monitoring	  





Project  proposal

1.   Descrip,ve	  research	  	  

2.   (Applied	  research)	  

3.   Educa,onal	  
-‐  Clinical	  cases	  
-‐  “Less	  is	  More”	  Courses	  

	  



1.	  Descrip,ve	  research	  phase	  
	  

1.  Perform	  a	  CW	  campaing	  in	  each	  country	  partecipa%ng	  to	  the	  
Project	  

2.  This	  will	  produce	  a	  Top-‐5	  list	  for	  each	  country	  	  
3.  All	  the	  products	  (publica%ons	  even	  in	  the	  local	  language	  and/or	  

the	  lists)	  will	  be	  published	  in	  an	  EFIM	  dedicated	  webpage	  
4.  A	  systema%c	  revision	  will	  be	  performed,	  individua%ng	  and	  

discussing	  similari%es	  and	  differences	  in	  reccomenda%ons’	  
selec%on	  

5.  The	  manuscript	  will	  be	  submiCed	  to	  an	  interna%onal	  journal	  



(2.	  Applied	  research	  phase)	  	  
	  

1.  To	  study	  an	  implementa%on	  plan	  introducing	  the	  
monitoring	  of	  the	  applica%on	  of	  selected	  reccomenda%ons	  
in	  all	  par%cipa%ng	  countries	  in	  terms	  of	  clinical	  outcomes	  
and	  health	  cost	  savings	  



3.	  Educa,onal	  
	  

1.  Organize	  “Less	  is	  More”	  courses	  

2.  Clinical	  cases:	  
	  -‐	  Submit	  the	  same	  clinical	  case	  to	  two	  YI	  of	  different	  countries	  	  

	  -‐	  An	  expert	  will	  comment	  differences	  vs	  similari%es	  

	  -‐	  Conclusions:	  what	  to	  do	  and	  not	  to	  do	  	  



Need  for  a  dedicated  editorial  acCons  


1.   Webpage	  
1.  Repository	  for	  all	  the	  na%onal	  publica%on	  and	  material	  

2.  Updated	  with	  publica%ons	  related	  to	  Choosing	  Wisely	  /	  Less	  is	  More	  
published	  in	  interna%onal	  journals	  

3.  Publica%on	  of	  clinical	  cases	  

	  *Need	  for	  a	  dynamic	  editorial	  commi>ee	  (YI)	  
	  

2.	  EJIM	  dedicated	  sec,on	  







	  March	  17,	  2017	  
-‐	  	  	  Presenta%on	  and	  discussion	  of	  the	  proposed	  CW	  project	  during	  the	  3rd	  EFIM	  Day	  in	  Brussels	  
	  	  
August	  31,	  2017	  
-‐	  	  	  Update	  during	  the	  General	  Assembly	  in	  Milan	  –	  Results	  1st	  phase,	  webpage,	  publica%ons	  
	  
September	  2018	  
-‐  Less	  is	  More	  courses	  at	  ECIM	  2018	  
	  
December	  2018	  /	  January	  2019	  
-‐	  One	  day	  EFIM	  workshop	  on	  CW	  
	  


