
Additional file 6. Conclusion of focus groups 

 Focus group 1 Focus group 2 Focus group 3 Focus group 4 

Dissemination 

strategy 

    

Coordination  - There should be someone who takes the 

responsibility for de-implementation of 

low-value care 

 

- Patient organizations could be owners of 

a de-implementation intervention. 

 

- Patient organizations could promote the 

idea of de-implementation. 

 

- It is more difficult to drive the de-

implementation, if one was once the 

promotor of care that is now target for de-

implementation.  

- Health insurance providers could lead the 

reduction of low-value care.  

 

- Professional associations have a 

responsibility to prioritize the de-

implemention of low-value care.   

 

- De-implementation should be made as 

easy as possible for the adopters. 

- The dissemination of de-

implementation interventions can be 

facilitated by partnering with 

platforms that have a wide reach of 

adopters and power to stimulate the 

use of the intervention. 

- It is not only ownership, but also partnership and 

sharing these responsibilities. 

 

- It is an advantage to have partnerships between 

the de-implementation intervention designers, 

researchers, and organizations who are not 

necessarily research-oriented. 

 

- Partner with those who have power and active 

members in those regions you want to disseminate 

the de-implementation intervention. 

 

- Co-sharing workload is also like a partnership, but 

we are trying create networks with different 

experts.  

 

- Partnerships are an opportunity to also involve the 

patients in the strategy part. 

 

- Partner with organisations that could create 

incentives, for example accreditation organisations.  

 

Raising awareness - It is important who the messenger is. 

 

- The use of mass media could also have 

negative consequences, as de-

implementation could easily be interpreted 

as a cost saving measure. 

 

- Professional networks are even more 

important for healthcare professionals 

than social networks. 

 

- Social networks, including online social 

networks, could be important to reach 

patients. 

 

- It is more difficult to find a healthcare 

professional who wants to be an opinion 

leader for de-implementation interventions 

than for innovations. 

  

Resources 

 

 

 - It takes time and money to disseminate 

de-implementation interventions. 
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External context     

Incentives for use 

 

- There are currently financial incentives 

that encourage the provision low-value 

care. These can be direct, but also more 

indirect, e.g. keep a device in service 

because it is not yet written off 

- Besides adding incentives for de-

implementation, incentive for low-value 

care should also be removed.  

 

- There are currently financial incentives 

that make providing low-value care 

profitable.  

 

- Not only could de-implementation lead to 

a decrease in profit, but it could also 

jeopardize one’s employment.  

 

- Scientifically, de-implementation is valued 

less than innovation. 

 

- Dissemination of de-implementation 

interventions can be facilitated by letting 

patients pay for inappropriate care. 

 

- The national implementation agenda: that 

you  force a hospital to choose a certain 

number of choices, “you just have to get 
started with this”. People may not like that, 

but then it has to happen and then it 

happens, because it has to. 

 

- Medical guidelines facilitate in providing 

appropriate care. 

 

- Each type of low-value care has its own 

incentives. 

 

- Besides adding incentives for de-

implementation, incentive for low-

value care should also be removed. 

 

- Medical guidelines facilitate in 

providing appropriate care, but there 

are not sufficient to accomplish de-

implementation of low-value care. 

 
 

- The national implementation agenda: that you  

force a hospital to choose a certain number of 

choices, “you just have to get started with this”. 
People may not like that, but then it has to happen 

and then it happens, because it has to. 

 

- Accreditation can be used as an incentive for the 

use of de-implementation interventions. 

Demands and 

interests 

 

- A demand for low-value care  can come 

from different stakeholders, e.g. patients 

and healthcare professionals. 

 

- A demand for low-value care can arise 

from a desired clinical outcome, but also 

from perceptions and assumptions.  

 

- Availability of low-value care is a source 

of demand.  

 

- The medical and pharmaceutical industry 

also have interests, and could propagate 

- Demand and interests are influenced by 

the perception of stakeholders.  

 

- Exceptional care is perceived as more and 

better.  

 

- Each hospital creates its own innovations 

and interventions, and rarely adopt existing 

interventions.  

 

-Implementation is perceived as 

improvement and is therefore more 

exciting and superior. De-implementation 

- Patients are an important 

stakeholder concerning low-value 

care.  

 

-Implementation is perceived as 

improvement and is therefore more 

exciting and superior. De-

implementation is more difficult, 

because it requires discipline and 

regulation. 

- The medical and pharmaceutical industry also 

have their interests, and they could propagate 

conflicting messages. 
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conflicting messages. 

 

- There is a discrepancy between the 

economic climate and the political climate 

in the Netherlands. Governmental 

organizations are focusing on limiting 

healthcare costs, while the general public 

thinks we should spend more on 

healthcare. 

 

- Patients are an important stakeholder 

concerning low-value care. 

 

- Include all stakeholders, also the ones 

that could disadvantage from the de-

implementation intervention. 

 

- Pay attention to all interest in the 

healthcare sector. 

 

is more difficult, because it requires 

discipline and regulation. 

 

- Patient could perceive low-value care as 

their right, because they pay for health 

insurance.  

De-

implementation 

intervention 

    

Relative 

advantage 

- De-implementation could feel like a loss 

for patients. 

 

- Examples of patient relevant factors are: 

burden for patients, quality of life, clinical 

outcomes and reassurance. 

 

- De-implementation is easier, if there is an 

alternative of the particular low-value care 

other than ‘wait and see’.   
 

- The alternative should be equally 

appealing as the targeted low-value care, 

for both patients and healthcare 

professionals. This depends on factors as 

quality, clinical outcomes, social outcomes 

e.g. reassurance, burden and complexity.  

 

- De-implementation is difficult if the 

alternative takes more time and effort 

than providing low-value care. 

 

 - De-implementation is easier, if 

there is an alternative of the 

particular low-value care other than 

‘wait and see’.   
 

- De-implementation is easier, if 

there is an alternative for low-value 

care, because healthcare 

professionals want to offer patients 

something. 

 

- De-implementation could feel like a 

loss for patients, therefore adequate 

patient education is essential.  

 

- Evidence showing that care is of 

low-value is always challenged, even 

if it is stated in guidelines.   

 

- Cognitive dissonance is an 

explanation for the fact that evidence 

has to be stronger in case of de-

implementation:  One reduces the 

- Symbolic value of the innovation: it is not cool 

enough or it does not appeal to the structure or the 

status-system. 

 

- Consider to replace low-value care with 

something, because to stop something is more 

difficult than to start something new.  
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evidence if it is not in accordance to 

their own observations.  

  

Feasibility  - Each hospital has its own barriers. 

Preferably an intervention is adaptable and 

able to target these different barriers.  

 

 

- Low-value care is a multifactorial 

problem. It is important to keep 

paying attention to the factors that 

are not targeted by the intervention 

during its dissemination.  

 

 

Adopters     

Adaptability of  

adopters 

- The choices healthcare professionals 

make are influences by how they are 

trained and by whom.  

 

- Whether change of routines is possible, 

partly depends on the organization’s 

culture. 

   

- Adopters need authority to change, to 

have the opportunity to change.  
 

- De-implementation requires time and 

money of the adopters and adopter’s 
organization. 

 

- Patients could also be owner of a de-

implementation intervention, yet there is a 

hierarchical difference. 

 

- Shared-decision making is important for 

de-implementation, but it requires time.  

 

- Patient education, tools and clinical 

decision support are useful for de-

implementation   

 

- It requires effort to convince patients that 

reducing low-value care is in their interest, 

because de-implementation could feel like 

a loss to them.   

- Focus also on younger doctors and 

medical training, since de-implementation 

can be more difficult for healthcare 

professionals who are practicing longer. 

They could experience a de-

implementation as if they did something 

wrong for years.  

 

- It requires more intrinsic motivation to 

adopt an intervention than execute your 

own.  

 

 

- Providing low-value care is taught in 

medical training.  

 

- Locale routines determine how 

healthcare professionals work.  

 

- De-implementation requires local 

support.  

 

- Defensive medicine, e.g. fear of 

claims or missing a sever diagnosis, is 

responsible for inappropriate care.  

 

- Healthcare professionals need skills 

to offer patients no tests or 

treatment. 

 

- De-implementation needs to meet 

the ethics and values of healthcare 

professionals. 

- Where healthcare professionals are trained 

influences the ease of de-implementation. 

 

- Younger doctors are frequently more open to de-

implementation.  

 

- Healthcare professionals are action-oriented 

individuals. Therefore individuals may be less 

receptive to a de-implementation intervention. 

 

- We tend to be more afraid of not doing things 

than over-doing things. The weight of doing 

something new and having a negative outcome is 

still better than the weight of not doing anything 

and having that same negative outcome. So the 

action of doing something is always perceived as 

better than not-doing. 

 

- You need to have trust with your organization to 

do a change. It’s not only the confidence to the 
product, but also trust with your organization to do 

something different, you have to trust the data, 

trust the leadership and trust that they will put the 

patients safety first. 

 

- The historical trajectory is a factor, because in the 

organization that is used to do these kinds of 

changes it is easier than others. 

Project 

management 

   - Any type of feedback from the patients or the 

system would promote the behavior change. 
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