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Overview

A story

Overview clinical variation and low value care
Choosing Wisely and EVOLVE

Proposed indicators and priorities

Next steps for General Paediatrics



Jassandra; 10 month old girl

HFC
- unwell since Friday with ninny nose
- cough devleoped on Saturday

- nccassionally felt warm, bt did not measure temperature
- sihling had URTI recently

- developed some tachypnoea and mcreased worle of breathing on sunday

Ot arrival to EESUS- Patient awalze, irrithale, but zettled with parents

Breathing spontaneously on BEA, with mod increazed WOB, moderate TT, SC/IC Mazal flare, soft wheez eon ascultation
Warm to touhe, CCET < 3 seconds, sof fontanelle, crying tears

MANAGEMENT PLAN Enteted on 09/05/2016 11:43
tiasal suction

vitals

ohserve

analgesia

0EyZEn

DAW med reg - will rewiew for admission




JMO Handover

Strong family history atopy
Child looked unwell

— Suctioned
— Bloods
— CXR

— Trial of ventolin
Needs review for tachycardia
Should | give antibiotics?



Why?

Because that’s just what we do ...

Because when | ring the Paed Reg that’s what
they will ask me

Because the last Consultant | worked with
wanted that approach

Because | wanted to try and do something
that would help




s it just me??

e How does my practice compare to others?
 What do they say about “Sarah’s approach”?
* Where is the evidence to back me up?



What is Usual Practice?

e Think of time you questioned something
someone did

 Think of time you did something someone
guestioned



Reducing Low Value Care
What, why and how.....

Associate Professor Harriet Hiscock
Pediatrician, Director, Health Services Research Unit
Centre for Community Child Health, The Royal Children’s Hospital
Murdoch Childrens Research Institute
Department of Paediatrics, University of Melbourne



Variation in healthcare isn’'t new
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Why does It matter?

e Variation in health care raises questions
about:
— appropriateness of care,
— equity,
— access, and
— cost to patient and system.

 Understanding variation helps engage
clinicians and patient groups to improve
value in healthcare



Variation in itself does not infer
good or bad

Warranted Unwarranted

Variation




Variation: not all bad

 Warranted (expected) variation
e Reflects population health need or burden of disease
e Individual preferences and values of patients
* On a small scale may reflect practice innovation

 Unwarranted variation — aka ‘low value care’
* Not explained by need, preferences and values
 May signal safety and quality issues

* May signal resource misallocation — equity of access,
efficiency ($S) and value



Australian Atlas of Healthcare Variation

2015

Data drawn from 2013 MBS, PBS and hospital
data, based on child’s postcode of residence.

PBS - dispensed medication (includes repeat
scripts)

Conditions/medications:

e Asthma admissions

e Asthma medications

e Anti-depressant/anti-anxiety medications
e Stimulant medications

e Grommets

e Tsand As

Data mapped to statistical area 3 (ABS area,
n=325 in Australia)



ADHD Medicines — 17 years and under

*CANBERRA

18,467 - 28,642 per 100,000
14,556 - 18,466

12,624 - 14,555

11,484 - 12,623

10,138 - 11,483
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State & Territory

ADHD Medicines
Lo Lo

—— Highest rate 28,642 23,546 25,373 14,465 14,725 24,414 13,380 13,020
+ State/territory 13,588 7,367 12,555 5541 9,805 13,253 6,361 11,330
—— Lowest rate 3,013 2,513 3,128 1,767 1,937 5,489 382 7,811
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Remoteness and Socioeconomic status
ADHD Medicines
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o . PEDIATRICS ‘H'ulumle 132, Huml:ger 2, August 2013
Variation in Emergency Department Diagnostic

Testing and Disposition Outcomes in Pneumonia

C Y

Background
Community acquired pneumonia one of the most common infections in children
No study has looked at diagnostic testing and clinical decisions in the ED

N\ _/
4 )
Aim

Describe the variability across hospitals in diagnostic tests and whether there was an
association with clinical decisions

\

J
(Methods )
Retrospective cohort study ED presentations with CAP
Pediatric Health Information system (database from 43 hospitals)

Patients between 2 months and 18 years between 2007 - 2010

\




4 Results R

100,615 ED presentations with CAP

Median age 3 years

26% of patients hospitalised

\_6.4% returned within 3 days Y.

TABLE 1 ED Utilization of Diagnostic Tests for CAP Across 36 PHIS Hospitals

Test Unadjusted Distribution Across Hospitals (% of Patients Adjusted Distribution Across Hospitals®® (% of
Receiving Test Across All Hospitals) Patients Receiving Test Across All Hospitals)

Min 25th %ile Median 75th %ile Max Min 25th %ile Median 7oth %ile Max
CBC 114 209 28.3 35.6 542 10.6 21.7 28.7 36.7 64.9
Blood cultures 13 186 2712 35.2 509 94 194 279 379 62.5
Ghemisiries il 1143 148 221 a9.1 8.7 114 To.f 251 438
Coagulation studies 0.18 045 0.65 0.83 16 0.4 0.5 063 0.96 16
Viral studies 14 8.5 13.3 22.1 4041 1.6 9 14.7 242 437
Enﬂ ammatory markers 1 22 43 134 4 1.7 48 75 235 52.4]
Chest radiograph 39.1 738 772 82.8 86.3 40 71.2 a7 78.2 873
Chest ultrasound 0 0.04 0.19 0.5 27 NA®
Chest CT scan 0.1 03 0.49 0.6 14 NA®

Max, maximum; Min, minimum; NA, not available.




Hospital No.
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Moderate
Overall Utilization

In hospitals were test use
was high —all had high
rates of multiple tests

FBE + BC (r=0.83)
FBE + Chemistry (0.78)

PREVAILING CULTURE
IMPORTANT




Drivers of Variation in Paediatric Care

2014 Review for NSW Gov’t

16 common conditions

Inpatient, OP and ED settings

Data from North America > UK > Aus
Variation in care common

Reductions in low value care
associated with:

setting ie children’s vs generalist
hospitals

clinicians ie hospitalists vs non-
hospitalists

age of clinician ie younger clinicians
perhaps more likely to be aware of
and adhere to clinical practice
guidelines; and;

electronic order set use.

Hiscock H, Perera P, McLean
K, Roberts G. Variation in
paediatric clinical practice:
Rapid Review of the Evidence;
2014.

https://www.saxinstitute.org.
au/category/publications/evi
dence-check-library



J. Paediatr. Child Health (2005) 41, 107-111

Reduce the rads: A quality assurance project on reducing
unnecessary chest X-rays in children with asthma

A Buckmaster' and R Boon?

'Gosfard General Hospital, Gosford, New South Wales, Australia and ’Booth Hall Children’s Haospital,
Manchester, United Kingdom

a4 )

Background

Asthma is among one of the top 5 diagnoses in children admitted to hospital

Chest X-rays are often ordered with limited benefit

Average cost of CXR = Australia ~$50

Exposure to radiation (80-100 pGY)

High prevalence of asthma in Australia (2 million children aged 5-14 years)

Australian study - Central coast /




methods \

Defined when CXR was unnecessary
- Known asthmatic

- Diagnosis of asthma

- Good response to treatment

- N
_N Ask Yourself

Is a CXR Necessary in Children?
Bef | NOT IF:
NG

Y our patient is a known asthmatic

/ AND

Educ Y our diagnosis is asthma

All n
Pres

AND

Y our patient is responding® to asthma therapy

*A reduced need for nebulisers/spacers over 3 hours given appropriate aggressive therapy on arrival




Table 2 Breakdown of the number of asthma presentations meeting
each of the successive criteria for an unnecessary CXR. 6 Months before
represents the same calendar 6 Months as those in the 6 month period
after the education

12 months 6 months 6 months

Criteria beforen beforen  afternm
Total presentations with asthma | 466 230 197 |
Total asthma presentations with CI{( 260 134 72 ]
Of the above — known asthmatic 232 121 57

Of the above — diagnosis asthma 221 116 a7

Of the above — improved 211 109 56
Total unnecessary CXRs 211 109 56

CXR, chest X-ray.

45.3% before vs. 28.4% after
(ARR 16.9%, p<0.001)




Next Steps

Health Services/ Health

Clinical Groups Networks

Ensure education aligns with clinical

guidelines & care standards Analyse reasons for variation at local level

Promote better knowledge & use of Develop local responses & priority action

shared decision making plans

Promote use of guidelines & continued
professional development in areas where
high variation exists

Monitor adherence to clinical care
standards & guidelines




Reducing Low Value Care
Drivers Approaches

Community expectations Social marketing

Shared decision making

Patient decisions
Ql initiatives

Clinical decisions Provider-level reporting

Public reporting

Management / policy decisions Setting targets

Payment for quality

Changes in reimbursement
systems

Resource allocation

Guideline & Standards Outcomes Monitoring




Some Pearls of Wisdom...

Patrick Conway (CMO, USA...and a paediatrician!)
To change practice you need

e leadership & culture +

e data and data transparency +

* real time, comparative feedback.

Lown Institute — getting the right amount of care to
patients

Harding Center for Risk Literacy — risks of screening

Costsofcare.org — not for profit - patients, clinicians &
administrators



An International Movement

z Choosing National Healtf
2 Wisely Committee NICE

Hunoa RANNeY e Haugra o e :'!Z_Z".'E'. Ido nOt dO’
recommendations

An initative of the ABIM Foundation

NPS
Ty wodraeth Cymra MEDICINEWISE

Welsh Government

W ars\

Prudent Healthcare

J T . .
Slow Medicine
'|| —
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Weninger Medizin kann mehr sein fare di pit non vuol
dire fare meglio
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Amerwan Academy of Pediatrics @

An wmittatioe of the ABIM Foundation

EOUNIATION

Antibiotics for a sore throat, cough,
Oor runny nose

When children need them—and when they don't

nose, vou might expect the doctor to prescrnbe

antibiotics. But most of the time, chaldren don’t
need antibiotics to treat a respiratory illness. Infact,
antibiotics can do more harm than good. Here's
why:

I f your child has a sore throat, cough, or manmy

Antiblotics fight bacteria, not vinses.

If your child has a bacterial infection, antibictics
may help. But if your child has a virus, antibiotics
will not help your child feel better or keep others




Antibiotics should not be used for apparent viral respiratory illnesses
(sinusitis, pharyngitis, bronchitis).

Bithiugh everal artiet presrpmon rales %ol Ciibdres hine talber, Tey 53l reriai e alamingly high. Unneoessary medcsbon we Tor wal
espirany e Can beied e antbbb istsarce and conmibutes i higher health cone co and te rabs of adverse evenk.

Cough and cold medicines should not be prescribed or recommended
for respiratory illnesses in children under four years of age.

Research hies shown Hiese producs offer ie ben o o yousg childnes sad can hsve poleially serfois side affecs. Mavy cosgh aid cold
prvdiicis for chibden hifed BoRE Than o ingredent, inTeasing the chafcs of Sccklimiel skl I oonnb red v th Sred sy prodiel

Computed tomography (CT) scans are not necessary in the immediate
evaluation of minor head njures; clinical observation/Pediatric Emergency

Care Applied Research Network (FECARN) criteria should be used to
determine whether imaging is indicated.

Wi hisd injuries ool ol mobly i chikines snd sdokescesis. Apprasimaiely S0 of childrn wha wili hoapisl emergency deparmments
with & hised injury sne ghasn & T Soan, mary of which mery Be usieciasn Unnsossseny egeoding bo X-reys pobes osndderable dengs i
hikires iclnding imreiing e elne fok of (acer Dotseds § ChkMs hisin Gidie i mon: detdiie 1o enking redadon. U afecslusy
T Seare ok envdle codis 1o the healh oo spsiem. Chekcsl shasrvaton pried b CT dedshen-making for childeen with minos bisd injurks
& an efect spproadh.

Neurcimaging (CT, MRI) is not necessary in a child with simple
febrile seizure.

O i i 5 ks oo vt Pt i i THBE Ty ESC AR Altene Cinvoid Mkl MR B0 B e3secialind with ks from reguined sedation sed
Bigh coal. Th [Revmtong dods Bof Soppor? th e of ol fims b the evabenton of & child with o el e seinune. Chabcand evialuadng infanis of poung
ekl ien ol & shvgshs febihe Seimine should drect il sBendon Lowand idendidng Mie Chide of B chiki's Tives,

Computed tomography (CT) scans are not necessary in the routine
avaluation of abdominal pain.

Uilleriben of CT imsging in e amengency depammen sesluadon of chilking with abderainal pain ks incneing. This ncressed el me rik
Tor caneoed i W0 eetess radlylon expociing b of srecisl cobosm given Tie aoune sersiely of childnes’s crgans. These sl ks the potentlal Tor
read e owerdoss sith epgroprisie O7 proneosds.



Choosing Wisely

}d ChOOSIng WIser & An important conversation
AUSt I’a| Ia about unnecessary tests,

treatments and procedures. »

Search Q

Recommendations Get involved News & media 5 questions to ask your doctor

What it is

Key people

Contact us

Choosing Wisely internationally




Choosing Wisely Australia members and supporters

Thanks to all the memibers and supporiers isted below who heee Joined oo jourmey o mons appropriate use of feshs, resiments and
procedures. Thank you Tor midng the kead In changing the heakthcare culfuee of ‘more s sways betier

i your arganisation sould ke 30 join Choosing Wissly Ausirsila® and iske the l=ad n impeoing heafhcans, conbact os.
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Ausiralasian Colegs for Emangancy Medidne

Ausiralaelan Soclety for infectious Disa3sas

* ACEM

* ANZICS
* RACS

* RANZCO
* RANZCR
* RACGP

Ausiralaslan Soclaty af Cinical Immunology and Alergy
Ausirallan and New Zeatand Intensive Care Sodety

Ausirallan and New Zeatand Sockety of Paliaive Medicine & the Australaslan Chapter of Palliatve Madizine
Ausirallan College of Nursing

Collage of iniensive Care Medicine of Australia and New Zealand

Coreumeare Haalh Farum af Australa

Haematoiogy Sockaty of Australla and New Zaatand

healthdirect Austalla

Royal Austratzsian Coliege of Surgeons

The Australaslan College of Dermatalogists

The Australlan Physkoterapy Association

Thea Endocrine Socety of Australia

The Foyal Australasian Callege of Physiclans

The Royal Australan and New Zaaland Callege of Ophthaimologlsts

The Royal Australlan and New Zzaland Coliegs of Radiologists

The Royal Australan Colliege of General Pracitioners

The Royal College of Pathologists of Australa:la

el ala]e]afefofrfa]ela]a]e]s

The Saciety of Hoepital Phamacists of Australla



The Royal Australasian
College of Physicians

evolv

evaluating evidence. enhancing efficiencies.

evolve evolve evolve:

evolve evolve evolve evo
cvclie -

evolve ‘
VOLVE evc
rolve evlve evolve eVolE
LVE evolve evolven
Ive cootve evolve eUOINEIE
VE evolve
lve ev0lve
yolve EVOLVE

vols (\r)l"u e i:?
s*volve EVOLVE evolve eVt
et EVOLVE evolveiev®
coolve evolve evoive



ANZ{PM

(.:3 SOCIET,
Australia & New Zealand

The Royal Australasian Society of Palliative Medicine
College of Physicians ' ’
Paediatrics & Child Health Division d{’ ((D

“Y0

o]

Fvy r\*)’

ca\,&

Australian & New Zealand Australian
Childrens Haematology/Oncology Group| Rheumatology
Association

=

The Royal Australasian
College of Physicians

Adult Medicine Division

Haematology Society

“\edicine
> S
é@ . og,
- o
T
e @ 2]
s K &

S
=
o)
=}
pS
£

;\,0

Promoting quality molecu:

nitAl
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Jor the Study of Diabetes
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ASCIA

www.evolve.edu.au

Don’t use antihistamines to treat anaphy laxis — prompt
administration of adrenaline is the only treatment for
anaphylaxis

Altermativefunorthodox methods should not be used for
allergy testing or treatment

Allergen immunotherapy should not be used for
routine treatment of food allergy — research in this
area is ongoing

Food specific IgE testing should not be performed without
a dinical history suggestive of Igk mediated food allergy

evolve

evaluating evidence. enhancing efficiencies

Don't delay introduction of solid/complementary foods to infants
— ASCIA Infant Feeding Advice recommends earty introduction
of solid foods to infants, from 4-6 months old


http://www.evolve.edu.au/published-lists

ldentifying Paediatric Top 5

Review all items relevant to children on
international lists

Exclude if already published on an ANZ list or
relevant to sub-speciality

Debated in several forums including EVOLVE
working group

Evidence review for each proposed item
Top 16 for prioritisation by paediatricians



Challenges

What is “General Paediatrics”?

Discussion with PREDICT, NBPSA and CCCH
Ongoing dialogue with sub-specialities
Next steps

— Online voting

— Implementation and Evaluation



Related Items on Other Lists

e CT for suspected appendicitis (RACS)
e Ultrasound for groin hernias (RACS)
e Antibiotics for otitis media (RACGP)

 CT head for minor head injury
(ACEM/RANZCR)

e CT head for first afebrile seizure (ANZCNS)



Top 16

Salbutamol in bronchiolitis
Antibiotics in bronchiolitis

Hypertonic saline in
bronchiolitis

Adrenaline in bronchiolitis
CXR in bronchiolitis
CXR in asthma

Steroids in LRTI under 2
years of age

Continuous pulse oximetry
unless supplemental oxygen

Oral antibiotics for fever
with no apparent source

Allergy testing in eczema
Acid suppression in GORD
VCUG for first UTI

AXR for constipation

Ultrasound for
undescended testes

SSRI as first line for
depression

Frenotomy for tongue tie



Table Work

Individually review 8 indicators and mark
according to frequency, evidence and
Importance (5-10mins)

Note any proposals for new indicators

Share your marks with the table and derive
consensus re Yes / No / Maybe for indicator to
go through to next round (15 mins)

One table member write group consensus on
whiteboard



Feedback

How many are YES and through to next
round?

How many are NO and removed?

How many are MAYBE and need further
discussion?

Are there any new proposed items?



Where to now?

Online voting July 2016
— https://www.surveymonkey.com/r/C6WXX9Y

Final Top 5 September 2016
Spread to Paediatric Sub-speciality groups

Implementation and Evaluation


https://www.surveymonkey.com/r/C6WXX9Y

Implementation and Evaluation

How can we use the Paediatric Top 5 to drive
change?

What might be some enablers?

What barriers do we need to overcome?

How will we know what we do has worked?



What about you?

e When might you over use, under use or
suggest management not aligned with
consensus guidelines?

* How does your practice compare to others
and how do you know?

 \What are you going to take away from today?
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QUESTIONS

TO ASK YOUR DOCTOR OR OTHER HEALTH CARE PROVIDER
BEFORE YOU GET ANY TEST, TREATMENT OR PROCEDURE

DO | REALLY
NEED THIS TEST
OR PROCEDURE?

WHAT ARE
THE RISKS?

ARE THERE
SIMPLER, SAFER
OPTIONS?

Tests may help you and your doctor or
other health care provider determine the
problem. Procedures may help to treat it.

Will there be side effects? What are the
chances of getting results that aren’t
accurate? Could that lead to more
testing or another procedure?

Sometimes all you need to do is make
lifestyle changes, such as eating healthier
foods or exercising more.

& Choosing Wisely NPS
Australia MEDICINEWISE
WHAT HAPPENS Ask if your condition might get worse

IF I DON'T
DO ANYTHING?

WHAT ARE
THE COSTS?

— or better — if you don't have the test
or procedure right away.

Costs can be financial, emotional or a
cost of your time. Where there is a cost
to the community, is the cost reasonable
or is there a cheaper alternative?



	EVOLVE Workshop for �General Paediatrics
	Acknowledgements
	Overview
	Jassandra; 10 month old girl
	JMO Handover
	Why?
	Is it just me??
	What is Usual Practice?
	Reducing Low Value Care �What, why and how.....�
	Variation in healthcare isn’t new
	Why does it matter?
	 �    Variation in itself does not infer good or bad��
	Variation: not all bad
	Australian Atlas of Healthcare Variation 2015
	ADHD Medicines – 17 years and under
	State & Territory �ADHD Medicines
	Remoteness and Socioeconomic status� ADHD Medicines
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Drivers of Variation in Paediatric Care
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Next Steps 
	Reducing Low Value Care
	Some Pearls of Wisdom…
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Choosing Wisely
	2016		
	Slide Number 33
	EVOLVE
	ASCIA
	Identifying Paediatric Top 5
	Challenges
	Related Items on Other Lists
	Top 16
	Table Work
	Feedback
	Where to now?
	Implementation and Evaluation
	What about you?
	Slide Number 45
	Slide Number 46

