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What	do	you	mean	– Choosing	wisely?

Initially	an	iniative of	Abim
Now	spreading	all	the	world
…even reaching remote locations
such as	Finland

Aim:	to	reduce costs and	harm and	
rationally focus limited resources



From	guidelines	to	“avoidlines”

Short	statements	of	what	not	to	do	with	a	short	motivation	and	
references	to	high	quality	papers

Understandable	for	both	professionals	as	well	as	patients



Examples…



Key	points

Involve	the	patient	in	making	decision	about	their	health
Providing	patients	with	the	necessary	background	information	aids	
communication

Avoid	
Unnecessary	screening
Useless	or	even	harmful	treatments



Is	this	a	real	problem?



Is	this	a	real	problem?



Does	your	patient	believe	what	you	say?

You	are	the	trained	professional!

Motivate	and	discuss	your	decicions with	
your	patient!

Do	not	make	decisions	that	you	can’t	stand	
behind!	



Why	don’t	we	choose	wisely?



What	factors	affect	your	decisions?

Time	of	day
Situation	at	home
Stress
Patient	related	factors

Is	the	patient	annoying?
How	are	the	symptoms	presented?

Have	you	had	a	similar	case	with	a	dismal	outcome?
Unrealisitic expectations



Human	behaviour is	irrational

Know	the	limitations	of	your	thinking
We	tend	to	overestimate	the	possibility	of	the	unlikely	but	potentially	
serious	events
The	way	data	is	presented	affects	the	way	it	is	interpreted

We	tend	to	oversimplify	complex	problems	and	rush	into	
conclusions



How	can	you	improve	your	thinking	and	
habits?

Educate	yourself,	your	staff	and	your	patients
Peer	comparison	diminished	unnecessary	antibiotic	prescriptions	for	
flu	from	19.9%	to	3.7%

In	the	future	computer	based	thinking	aids?	



Brainstorm…

What	do	you	currently	know	about	the	topic?

What	would	you	like	to	know	better?

How	could	you	use	these	concepts	in	your	daily	profession?

How	could	you	involve	your	patients	in	deciding	on	their	treatment
Making	together,	the	patient	still	is	99.95%	of	the	time	alone	with	his	disease	
and	in	charge	of	the	treatment



Group	work

Familiarize	yourselves	with	the	case

Apply	the	concepts	of	choosing	wisely
Try	to	justify	the	decisions	made.	

Would	you	do	something	differently?	
Why?

Present	the	case	to	the	other	groups	for	discussion	5+5	min/case



Case	1	– Atrial	fibrillation

Jonathan	Smith	is	64	years	old.	He	has	been	previously	well	
and	doesn’t	take	any	medication	on	regular	basis.	He	has	
been	actively	practicing	endurance	sports,	such	as	finishing	20	
full	length	marathons	in	the	past	years.	He	now	presents	to	
the	emergency	room	with	newly	onset	atrial	fibrillation	with	a	
ventricular	rate	of	110-127.	His	BP	is	160/90	mmHg.	He	has	
minor	chest	discomfort,	no	dyspnea.	His	laboratory	tests	are	
as	follows:	
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Hb 142	g/l	 (134-167	g/l)
Na	 140	mmol/l	 (137-145mmol/l)
K	 3.6	mmol/l	 (3.3-4.9	mmol/l)
Creatinine	 87	mmol/l	 (60-100	umol/l)
Troponin T	 27ng/l	 (<15ng/l)
NT-BNP	 500ng/l	 (<194ng/l)

Questions	for	discussion:
How	should	we	treat	Mr	Smith?

What	kind	of	advice	should	we	give	him	for	
the	next	occasion	of	AF?
Think	about	how	to	improve	the	overall	
workflow	with	such	patients

Does	the	patient	have	NSTEMI?	
Should	we	routinely	assess	troponin	or	BNP	levels	of	
patients	with	newly	onset	AF?



Key	points	Case	1	– AF

History:	onset	of	AF?	48hours
Less	48:	?rate	or	rhythm
ECHO?
Anticoagulation:	CHADVASc 1

?comorbidities	that	we	are	not	aware	of
No	heart	defect		fleicaide

Advice:	anything	that	induced	AF	?ethanol	abuse,	hyperthyroidism
No	indication	for	troponin	or	BNP	



Case	2	– UTI	and	antibiotics

Mrs	Theresa	Smith	is	84	years	old.	She	lives	at	home	with	regular	
visits	of	home	care	nurses	3	times	a	day.	She	has	a	medical	history	of	
arterial	hypertension,	hypercholesterolemia,	hypothyroidism,	
osteoarthritis	and	osteoporosis.	She’s	on	a	regular	medication	
including	losartan	100	mg	x1,	Bisoprolol 2.5	mg	x1,	Furosemide	20	
mg	x	2,	Atorvastatin	20	mg	x	1,	Thyroid	hormone	replacement	0.1	
mg	x1,	Acetosalicylic acid	100	mg	x	1,	Zopiclone 7.5	mg	x	1,	
Paracetamol	1000	mg	x	2-3	and	Alendronate	70	mg	a	week.

Now	she	came	to	hospital	in	the	night	after	alerting	her	nurses	
because	she	fell	out	of	bed	and	couldn’t	get	up.	She	was	examined	
in	bed.	She	was	found	to	be	afebrile	with	a	BP	of	160/90,	pulse	
regular	82,	no	tenderness	or	palpable	masses	in	the	abdomen.	A	
small	bruise	on	her	left	thigh.	A	systolic	murmur	over	the	aortic	arch	
and	audible	over	her	carotids	already	mentioned	in	2014	during	a	
regular	follow	up.	Otherwise	nothing	remarkable.

Laboratory	tests:
Hb 117	g/l (117-155	g/l)
CRP	 8	mg/l (<10	mg/l)
WBC 8	x109/l (3.4-8.2	x109/l)
Na 132	mmol/l (137-145	mmol/l)
K	 3.2	mmol/l	 (3.3-4.9	mmol/l)
U-dipstick	Leuc+,
Urinary	analysis	positive	for	g- coliform	bacteria

Questions	for	discussion:
Should	we	routinely	screen	for	urinary	infection	in	

this	sort	of	patients?
Should	she	be	treated	urinary	infection?

What	are	the	risks	and	benefits?
Does	she	need	an	echocardiogram?

How	could	we	improve	the	workflow	of	taking	care	of	the	
increasing	number	of	elderly	people	still	living	in	their	
homes	and	in	frequent	need	of	medical	consultation?	
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Key	points	Case	2	– UTI

Do	not	routinely	screen	asymptomatic	patients
No	ECHO	necessary	if	the	result	doesn’t	affect	treatment
Avoid	overdiagnostics in	frail	elderly



Case	3	– DVT	and	PE

Mr	James	Smith	(62	yo)	from	New	Hampshire	was	lucky	enough	to	
win	30	000€	on	EuroJackpot.	He	decided	to	fulfil	his	long-time	
dream	of	traveling	around	the	world.	This,	however,	is	where	he	run	
out	of	luck	and	had	to	be	taken	into	hospital	in	Helsinki	on	his	way	
back	from	Japan	because	of	shortness	of	breath	and	a	swollen	thigh.

Upon	presentation,	he	had	a	respiratory	rate	of	34/min	with	an	
oxygen	saturation	of	88%	breathing	ambient	air.	On	ECG	he	had	
sinustachycardia of	100	bpm,	inverted	T-waves	on	the	precordial	
leads	V1-V3,	no	widening	of	the	QRS	complex.	His	BP	was	140/70	
mmHg.	Bedside	echocardiography	showed	a	mildly	dilated	right	
ventricle	with	a	tricuspid	valve	gradient	of	60	mmHg.	No	evident	
thrombus	could	be	visualized	in	the	heart	chambers.	The	diagnosis	
of	PE	was	supported	by	an	elevated	d-dimer	of	13.4	mg/l	(<0.5	mg/l)	
and	confirmed	by	subsequent	CT-angiography	of	the	pulmonary	
vasculature.	

Questions	for	discussion:
Should	he	receive	thrombolysis?
Was	the	d-dimer	test	necessary	in	the	diagnostics?

What	question	does	the	test	answer?
Is	it	sensitive?	Is	it	specific?
When	should	we	use	it?
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Key	points	Case	3	– DVT	and	PE

No	indication	for	thrombolysis
High	risk	patient
D-dimer	not	necessary	in	high	risk	cases	->	CT	needed	irrespective	of	
result
Anticoagulation	6	months
Repeat	ECHO	prior	to	discontinuation



Case	4	– Victim	Of	Medical	
Imaging	Technology

Mrs	Emily	Smith	is	57	years	old	and	has	been	
taking	Ramipril	5	mg	x1	for	mildly	elevated	blood	
pressure	together	with	oestrogen	replacement	
therapy	for	menopausal	symptoms.	Mrs	Smith’s	
brothers	had	not	been	too	well	lately	and	had	to	
receive	medical	attention	due	to	atrial	
fibrillation	and	pulmonary	embolism.	This	made	
Mrs	Smith	quite	anxious	and	soon	after	hearing	
about	her	brother’s	hospitalization	in	Finland,	
she	started	having	palpitations,	shortness	of	
breath	especially	in	the	evenings	when	lying	
down,	with	no	correlation	to	exercise.	She	
presented	to	the	emergency	with	a	resting	BP	of	
150/80,	p	67	BPM,	no	signs	of	ischemia	on	ECG.	
Spo2	97%	breathing	ambient	air.	

Her	blood	tests	were	as	follows:
Hb 137	g/l	 (117-155	g/l)
WBC	8.2	x109/l	 (3.4-8.2	x109/l)
Na	140	mmol/l	 (137-145mmol/l)
K	4.2	mmol/l	 (3.3-4.9	mmol/l)
Creatinine	87	umol/l (50-90	umol/l)
D-dimer	0.9 (<0.5	mg/l)

Because	of	the	mildly	elevated	D-dimer	a	pulmonary	CT	
angiography	was	performed.	In	the	study,	pulmonary	embolism	
was	ruled	out.	An	expansion	of	2.2x1.4	cm	was	however	noted	
in	her	right	adrenal	gland.	The	application	of	contrast	medium	
for	the	angiography	prevented	diagnosing	this	expansion	
benign	based	on	the	first	study.

Questions	for	discussion:
What	happens	next?
How	could	we	have	prevented	this	scenario?

Should	we	have	prevented	this	scenario?
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Key	points	Case	4	– VOMIT

No	suspicion	of	pulmonary	embolism;	no	D-dimer	or	CT	scan

Incidentaloma:
Active	or	inactive
Malignant	or	Benign

->	Assess	hormone	levels,	do	a	focused	native	CT



Case	5	– Screening	for	cancer

Mr	John	Smith	is	now	82	years	old.	He	had	a	PSA	screen	12	years	ago	after	reading	
about	a	young	man	in	excruciating	agony	metastasised	cancer	in	the	newspaper.	His	
GP	first	examined	the	prostate	clinically	without	anything	suspicious.	His	PSA	was	
mildly	elevated	(8ug/l,	ref.	<6.5ug/l),	15%	unbound.	Thus,	he	was	referred	to	see	a	
urologist.	Transrectal biopsy	of	the	prostate	was	performed	with	a	normal	histology	
as	result.	Later	a	good	friend	of	his	was	diagnosed	with	prostate	cancer	and	Mr	Smith	
thought	that	it	would	be	wise	he’d	have	another	check.	His	PSA	continued	rising	and	
had	now	reached	a	level	of	9	ug/l	with	a	free	fraction	decreased	to	9%.	After	
discussing	with	his	GP,	they	decided	to	go	for	another	biopsy.	This	time	diagnosed	to	
be	local,	not	growing	through	the	prostatic	capsule.	The	Gleason	score	was	6.	

After	discussing	the	prognosis	of	this	low	risk	cancer	Mr	Smith	decided	not	to	have	
any	treatment	for	the	disease	at	this	stage.	This	time	however	Mr	Smith	became	
febrile	a	week	after	the	biopsy	and	tested	positive	for	enterococcus	faecalis in	blood	
cultures.	He	needed	treatment	with	broad-spectrum	antibiotics	for	several	weeks	and	
underwent	many	rule-out	studies	such	as	TEE	to	screen	for	bacterial	endocarditis.	

Questions	for	discussion:
Should	we	routinely	screen	for	cancer?
What	criteria	can	you	name	for	a	good	
screening	test?
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Key	points	Case	5	– Cancer	screening

PSA	screening	has	not	shown	to	decrease	mortality

Sensitivity	vs.	specificity	vs.	price
You	need	to	be	able	to	improve	outcome	by	early	detection



Summing	it	up

Always	think,	think	and	think
• Does	this	make	sense?
• Why	am	I	doing	this?

At	the	center	stands	the	patient!

Don’t	underestimate	your	power	in	affecting	your	clinic
• You	are	the	future	boss!




