
From the 1RTI International, Research Triangle Park, N
2Department for Evidence-based Medicine and Evaluatio
versity Krems, Krems an der Donau, Austria; 3Center fo
Practice Improvement, Agency for Healthcare Researc
Rockville, Maryland; and 4Division of General Internal
Ohio State University College of Medicine, Columbus, Ohi

© 2025 Published by Elsevier Inc.
This is an open access article under the CC BY-NC-
IMPLEMENTATION SCIENCE
orth Carolina;
n, Danube Uni-
r Evidence and
h and Quality,
Medicine, The
o

Address correspon
tional, 3040 East Corn
mail: meagan.r.pilar@

2773-0654/$36.00
https://doi.org/10.1

ND license (http://creativecommons.or
Advancing the Field of Deimplementation:

Perspectives on Low-Value Clinical

Preventive Services
Meagan Pilar, PhD, MPH,1 Gerald Gartlehner, MD, MPH,1,2 Shannon Kugley, MLIS,1

Karen Strazza, MPH,1 Valerie Ng, BS,1 Laurie Hinnant, PhD, MS,1 Alison Banger, MPH,1

Shivani Reddy, MD, MSc,1 Jodi Blake, MBA, BSN,3 Nora Mueller, PhD, MAA,3

Christiane Voisin, MSLS,4 Leila Kahwati, MD, MPH1
Introduction: Clinical preventive services, such as screening tests, vaccinations, and health behav-
ior counseling provided in primary care settings, aim to prevent future disease, detect early disease,
or mitigate the impact of unhealthy behaviors on future health. However, research advances have
shown that some clinical preventive services do not confer benefit and may even cause harm for
some populations. Experts have increasingly emphasized discontinuing low-value health services, a
process known as deimplementation. This project gathered expert input on the state of deimple-
mentation of low-value clinical preventive services.

Methods: The author conducted (1) an environmental scan of current work on deimplementation,
(2) key informant interviews (n=4 individuals), and (3) a facilitated discussion with a technical
expert panel (n=12 members) and synthesized the findings. The author used an iterative, inductive
approach to identify themes from the discussions with experts.

Results: The environmental scan and technical experts identified no frameworks and few empiric
studies specific to the deimplementation of low-value clinical preventive services. The experts
advised that terminology surrounding deimplementation efforts and low-value health services be
revised to better resonate with patients and families. Experts suggested refining existing health serv-
ices deimplementation frameworks and recommended future research to test deimplementation
strategies specific to low-value clinical preventive services. Experts also described unintended conse-
quences of deimplementation that could increase health inequities. Finally, experts emphasized the
importance of engaging patients and families in deimplementation efforts.

Conclusions: These findings offer guidance for future work, including advancing methods; testing
strategies specific to low-value clinical preventive services; and engaging patients, families, and com-
munities in deimplementation efforts.
AJPM Focus 2025;4(5):100339. © 2025 Published by Elsevier Inc. This is an open access article under the CC BY-
NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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INTRODUCTION

Clinical preventive services (CPSs) are services to pre-
vent future disease, detect early disease, or mitigate the
impact of unhealthy behaviors on future health. These
evidence-based services encompass preventive medica-
tions, vaccinations, screening tests, health behavior
screening, and counseling. CPSs are offered to most peo-
ple on the basis of age, sex, health behaviors, or clinical
risk factors and are typically delivered in primary care
settings. Recommendations for CPS are updated when
new evidence becomes available, meaning that to ensure
optimal care for patients and reduce waste in healthcare,
it is essential to discontinue healthcare services that have
been shown to be medically unnecessary or provide no
benefit to patients.1 Deimplementation refers to the use
of strategies (e.g., develop educational materials, audit
and provide feedback, remind clinicians) to reduce,
remove, or replace practices deemed unnecessary, inef-
fective, or even potentially harmful.2 The result of dei-
mplementing such services can include avoidance of
harms from unnecessary screening and treatment and
containment of healthcare costs.3 Deimplementation of
services can occur at different levels within the health-
care system: the individual health professional, health-
care teams, healthcare organizations, and health policy.4

Successful deimplementation of low-value care is diffi-
cult because healthcare decisions are affected by myriad
factors in addition to evidence, which can result in the
perpetuation of ingrained patient and provider behaviors
and health systems practices despite new evidence that
would support stopping or modifying those practices.5

Recent research has characterized deimplementation
models and frameworks,6 identified deimplementation
strategies,7 and conceptualized deimplementation out-
comes.8 However, limited practical guidance exists for
how to effectively deimplement low-value services.
Barriers to deimplementation have been well docu-

mented across patient- (e.g., patient beliefs, attitudes),
provider- (e.g., response to patient requests for services,
concerns about malpractice), organizational- (e.g., lack
of internal champion for deimplementation), and
broader societal- (e.g., policies, reimbursement struc-
tures) levels.9,10 Deimplementing low-value CPSs may
pose unique challenges. For instance, CPSs are generally
provided to healthy people who may perceive CPSs as
necessary to preserve health and are provided at no cost
or low cost to those with health insurance. People may
be reluctant to give up services that they expect to
receive. Pervasive cultural sentiments that more care is
always better care also complicate deimplementation
efforts.2 Finally, the characteristics of individual CPS
may thwart efforts further. Some low-value CPSs may
simply be ineffective (e.g., screening for cardiovascular
disease with electrocardiogram in adults at low risk of
cardiovascular events), whereas others may have harms
that outweigh benefits (e.g., hormone therapy in post-
menopausal persons for primary prevention of chronic
disease). As such, deimplementation strategies need to
be selected and tailored on the basis of specific CPS.
In this paper, the authors describe findings from a

project funded by the U.S. Agency for Healthcare
Research and Quality (AHRQ) designed to engage a
variety of stakeholders—including providers, research-
ers, and patient representatives—to elicit feedback on
strategies and models to deimplement low-value CPSs to
complement evidence from the peer-reviewed literature.
This effort focused on the deimplementation of low-
value CPSs, defined as those services with a U.S. Preven-
tive Services Task Force (USPSTF) Grade D recommen-
dation (Appendix 1, available online). A Grade D
recommendation indicates that “there is moderate or
high certainty that the service has no net benefit or that
the harms outweigh the benefits,”11 and the USPSTF rec-
ommends against receiving these services. These find-
ings are part of a larger AHRQ project gathering
stakeholder inputs related to the implementation of per-
son-centered preventive healthcare.12
METHODS

This project involved 3 components: (1) an environmen-
tal scan, (2) a Technical Expert Panel (TEP), and (3) key
informant interviews (KIIs). In late 2022, the author
conducted the scan to serve as a starting point for the
KIIs and TEP discussion. Informed by the scan findings,
KIIs, and discussions with the TEP, the author identified
themes related to deimplementation of low-value CPSs.
The rest of this section briefly describes the methods the
author used for each project component.

Environmental Scan
The author developed the following guiding questions for
the environmental scan: What are the theories, frame-
works, models, and strategies for deimplementation of
low-value healthcare services? Are there deimplementation
theories, frameworks, models, or strategies specific to low-
value CPSs? What are case examples of successful or
unsuccessful deimplementation of low-value CPSs?
An information specialist developed the search strat-

egy for the scan, including terms related to CPSs and
deimplementation. The author searched PubMed and
the Cochrane Library spanning January 2012 to October
2022. Their search also included targeted gray literature,
www.ajpmfocus.org
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selected websites, and editorials. The author searched
reference lists from relevant review articles for additional
relevant publications. Article selections were limited to
English language and U.S. settings, although information
from settings outside of the U.S. was included if deemed
highly relevant. The full search strategy is available in
Appendix 2 (available online).
The author prioritized selection of systematic, scop-

ing, and rapid reviews of deimplementation theories,
frameworks, or models (TFMs) or interventions for dei-
mplementing low-value healthcare services. The author
also included primary research studies that described or
evaluated an effort to deimplement low-value CPSs
among adults (Appendix 1, available online). The author
summarized information using tables and narrative for-
mats. The author then synthesized the major findings
from selected articles into themes with specific examples
and highlighted evidence gaps for discussion by the
TEP.

Technical Expert Panel
In collaboration with AHRQ, the author developed a list
of potential TEP members, striving for diversity with
respect to discipline, race/ethnicity, geography, and
organization type (e.g., research/academia, health sys-
tem, federal government, health policy). The author
recruited TEP members by email. The final TEP mem-
bership included 10 experts and 2 patient/consumer rep-
resentatives (Appendix 3, available online). Because this
was not considered a human-subjects research study, the
author were not required to secure IRB review. However,
the author provided potential experts with an overview
of the project, assurances that their contributions would
not be individually attributed to them, information
regarding expected time commitment, and the option to
remain anonymous in the acknowledgments of any writ-
ten reports related to the project. Participation in the
project was voluntary.
The author convened a 3-hour TEP meeting through

the Zoom platform and offered eligible participants a
$400 honorarium for their participation in the TEP. Dis-
cussion questions included reactions to environmental
scan findings, which the TEP members had received 2
weeks prior, and potential areas for future research
(Appendix 4, available online). The author used the
XLeap virtual meeting platform in addition to Zoom to
capture responses to discussion questions and ensure
that all TEP members had an opportunity to contribute.
The author summarized TEP discussions narratively.

Key Informant Interviews
The author developed a tailored, semistructured inter-
view guide on the basis of information from the
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environmental scan. The author conducted 4 KIIs
through Zoom, each lasting about 60 minutes, with
experts who would be able to further specify topics not
well defined in the literature (Appendix 3, available
online, provides more information on KIIs). Guided by
findings from the environmental scan, the project team
and AHRQ coauthors developed a tailored, semistruc-
tured interview guide that consisted of 4−6 questions
with additional probes (Appendix 4, available online,
provides more details). Two interviews were conducted
prior to the TEP meeting, and 2 were conducted after
the TEP meeting. The author summarized findings from
each KII in a narrative format.
Synthesis
The author synthesized data from across 3 sources (i.
e., environmental scan results, TEP meeting tran-
script, and KII notes). To do so, the author applied
qualitative analysis methods, specifically an iterative,
inductive approach to identify patterns and overarch-
ing themes in the data.13 Members of the project
team with previous experience synthesizing data from
qualitative sources (MP, GG, SK, KS, VN, and LK)
individually reviewed the 3 data sources and then
convened for discussion and consolidation of overlap-
ping themes to reach a final consensus on the identi-
fied themes. The team then selected salient quotes to
illustrate each theme.
RESULTS

The author identified 21 articles, including 11 systematic
or scoping reviews, 6 empirical studies, and 4 nonempir-
ical studies, for inclusion in the environmental scan. A
total of 16 individuals participated in the TEP or in a KII
(Appendix 3, available online). In the following section,
the author present 5 themes that the author identified
from the environmental scan, TEP discussions, and KIIs
(Table 1). For clarity, the author refer to TEP members
and key informants as experts in the section that fol-
lows.

Theme 1: Consistent and Person-Centered
Terminology
The diversity and inconsistency in terminology may hin-
der the translation of research findings. Experts identi-
fied a need to unify the terminology related to the
deimplementation of low-value care. For example, Nil-
sen and colleagues14 identified >40 different terms in
the scientific literature (e.g., disinvestment, deadoption,
deprescription) that describe the abandonment of inef-
fective or harmful medical practices. However, the
experts cautioned that the term deimplementation may



Table 1. Overview of Themes

Theme Description Illustrative quote

Consistent and person-
centered terminology

Refined terminology may clarify the
concepts of deimplementation and
low-value care

“We’re using that word value, right? That term in patient family
engagement is a very loaded term because we know that there
hasn’t been this co-created definition of what value means to
patients, families, and communities.”

Theories, frameworks,
and models

Several deimplementation TFMs
exist, but none are specific to
deimplementing low-value CPS

“So I think it might be helpful to kind of drill down some of these
theories, models and frameworks as a function of figuring out
what’s unique here? What might be different from these
frameworks? Can they be applied across different intervention,
characteristics, and other contextual aspects?”

Deimplementation
strategies

Deimplementing low-value CPSs may
require different deimplementation
strategies than other healthcare
services

“But it’s really what makes that [CPS] different than other types of
interventions or practices along the care continuum. We’re talking
about prevention versus treatment, and there may be different
aspects there that would indicate different types of de-
implementation strategies.”

Equity and unintended
consequences

Consider potential unintended
effects of deimplementation and
identify potential strategies for
mitigation

“We may be introducing harm and disparities and inequities in
various communities. De-implementation efforts must be
examined through a health equity lens using appropriate and more
robust data”

Person-centered care The deimplementation of low-value
CPSs must be person centered

"For me, patient-centered care [means] patient involvement in the
decision—patient shared decision making in order for that patient
to have a high-quality decision, where they have adequate
knowledge about the benefits and harms and have clarity about
their values and preferences for the health outcomes that may
result."

CPS, clinical preventive service; TFM, theory, framework, model.
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be too scientific in nature and may not resonate with
patients, families or broader communities.
Several experts also expressed concern about the

phrase low-value care, explaining that this wording may
be associated with the idea of rationing or restrictions
because of cost rather than recommendations on the
basis of the clinical risk−benefit analysis. In turn, this
misconception may foster a sense of distrust among
patients with providers and the larger health systems.
Using prostate cancer as an example, experts described
how there is a higher incidence of cancer and a higher
mortality among African American men than among
White men.15 As a result, prostate cancer screening may
not be viewed as a low-value service by African Ameri-
can men, and the deimplementation of this service could
negatively impact the patient−provider relationship.
When prompted for a new term, one expert suggested
referring to low-value services as unnecessary treatment
or care.

Theme 2: Theories, Frameworks, and Models
The environmental scan revealed numerous TFMs for
the deimplementation of low-value care but none that
were specific to CPSs.6,14,16,17 Several articles included
general frameworks for deimplementation of low-
value care, such as a general theory for deimplementa-
tion of low-value care,18 deimplementing low-value
care on an organizational level,19 and engaging
healthcare providers to change organizational culture
surrounding deimplementation.20 Finally, some
articles proposed process models to deimplement low-
value care, building on existing frameworks, behav-
ioral psychology, or cognition models.4,21−24 Five of
the 6 empirical studies included in the environmental
scan used a TFM to guide the process of deimplemen-
tation, a higher percentage than previous studies have
reported. In a scoping review of RCTs focused on dei-
mplementation, Raudasoja et al.17 reported that only
21% (n=48) of the 227 trials used a TFM to inform
deimplementation.
When asked about whether existing implementation

TFMs could be applicable to the deimplementation of
low-value CPSs, experts lacked consensus. In addition,
more than half of experts thought that existing deimple-
mentation TFMs were at least somewhat or mostly
applicable for deimplementing low-value CPSs but sug-
gested further exploring their use in deimplementation
efforts. They noted that despite the many TFMs for dei-
mplementation, there may be factors unique to CPSs (e.
g., patient needs, provider characteristics, disease target)
such that current deimplementation TFMs may not be
fully applicable for the deimplementation of low-value
CPSs. Consequently, many advocated for the refinement
of both existing implementation and deimplementation
TFMs, as opposed to the creation of new ones, which
would allow future research to compare constructs,
www.ajpmfocus.org
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identify outcomes, and test relationships across studies
and settings.25,26

Theme 3: Deimplementation Strategies
Overall, the systematic and scoping reviews included few
primary studies of deimplementation strategies to elimi-
nate or reduce the provision of low-value CPSs, specifi-
cally. The author identified 4 systematic reviews27−30

and 2 scoping reviews7,17 that examined strategies for
deimplementation of low-value care. The reviews
included evidence from different healthcare settings,
including hospitals, surgical sites, primary care, and gen-
eral outpatient, and described single and multicompo-
nent strategies for deimplementation of low-value care.
Educational strategies, decision support, and patient
engagement appear to be promising approaches for
reducing the use of unnecessary or harmful
services,17,28,30 and multicomponent strategies appear to
be more effective than single-component interven-
tions.27 Provider- or organizational-level strategies have
also shown promise, although the effects have been
modest.31,32

Specific to low-value CPSs, the author found just 4
empiric studies4,31,33,34 that assessed deimplementation
strategies. The deimplementation strategies targeted the
following preventive care services: prostate cancer
screening in older men, electrocardiograms to screen for
heart disease, cervical cancer screening in selected people
for whom screening would not be indicated, and carotid
artery screening in asymptomatic adults.
Experts advocated for development and testing of dei-

mplementation strategies specific to low-value CPSs.
There were also several calls for mapping deimplementa-
tion strategies onto specific barriers, tailoring them to
unique contexts, and understanding the causal mecha-
nisms of deimplementation strategies, similar to what
has been done with implementation strategies.35,36

Experts acknowledged that deimplementing low-value
CPSs would likely require using various, multilevel strat-
egies on the basis of the particular preventive service,
patient population, provider characteristics, and setting
context. Experts also suggested exploring similarities
and differences between implementation and deimple-
mentation strategies37 and identifying strategies unique
to deimplementation.

Theme 4: Equity and Unintended Consequences
The author found no information relative to the impact
of deimplementation on health equity for inclusion in
the environmental scan, but concern for the impact on
health equity was discussed at length by the experts.
Experts expressed concern that deimplementation

could heighten mistrust among patients, especially
October 2025
members of historically marginalized or underserved
groups, a sentiment that has been echoed in the litera-
ture.8 Several members emphasized the importance of
considering patients’ communities and cultures when
planning for deimplementation, recognizing that some
interventions or practices may have personal or cultural
significance. Experts also described concerns regarding
unintended consequences of deimplementation that
could increase health inequities. They provided exam-
ples of how patient-level financial incentives (e.g., cost
sharing) have been used to successfully reduce low-value
preventive care. However, such financial strategies may
also decrease the receipt of necessary or high-value
health services, as demonstrated by the Rand Health
Insurance Experiment.38 Finally, experts also described
how certain patient groups, particularly racial and ethnic
minorities, may be at risk for both clinical overuse of
low-value services and underuse of high-value services, a
phenomenon that has been referred to as double jeop-
ardy in the literature.22

To prevent unintended consequences associated with
deimplementation in a clinical setting, experts under-
scored the importance of shared decision making. They
noted several benefits, including enhancing patient
−provider communication, involving patients in health-
care decisions, and incorporating patients’ preferences
and values into the decision-making process. Another
expert highlighted the role of intentional dissemination
efforts to patients, their families, and communities. They
explained that patients need to understand why certain
services are no longer recommended as well as the
potential harms associated with receiving a service.
Experts offered suggestions for dissemination strategies,
including patient decision aids and patient−provider
codesign of deimplementation tools and campaigns. For
providers, experts suggested offering communication
training, education related to current best practices (e.g.,
continuing medical education credits), and group oppor-
tunities for learning (e.g., grand rounds). Such efforts
may help prevent potential consequences of deimple-
mentation, including medical mistrust among patients
and their communities.

Theme 5: Person-Centered Care
Experts noted the absence of patient and family involve-
ment in the primary studies of deimplementation and
explained that successful deimplementation efforts must
involve patients and families as key stakeholders. Several
others echoed Nilsen et al.’s14 findings related to the
plethora of general deimplementation theories and
frameworks that lacked the involvement of patients,
families, and communities in their design and imple-
mentation, citing this as a missed opportunity. One
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expert—a patient advocate—described the need to
cocreate frameworks and approaches with patients and
families to make them applicable for person-centered
care and to promote mutual decision making. In addi-
tion, experts emphasized the importance of working
with patients, families, and communities to cocreate
messaging pertaining to the deimplementation of serv-
ices. They suggested that this engagement and collabora-
tion may mitigate feelings of distrust between patients
and providers and ensure that the deimplementation
messaging is relevant and impactful.
DISCUSSION

Despite the heightened interest in reducing or eliminat-
ing low-value services, the practical value of the litera-
ture for reducing low-value CPSs is currently limited. As
such, experts helped identify several research opportuni-
ties in the field of deimplementation specific to preven-
tive services. First, they called for more consistent and
person-centered terminology specific to deimplementa-
tion of low-value care. A standardized taxonomy based
on a consensus of terms representing key concepts for
deimplementation is needed. Once terminology and key
concepts are established, subsequent efforts may benefit
from a crosswalk of core implementation and deimple-
mentation components, such as potential frameworks or
strategies that could be employed. Experts noted that the
extent to which existing theories and frameworks
designed for the implementation of high-value services
are applicable to deimplementation of low-value services
remains unclear. The development of a tool such as T-
CaST (Theory, Model, and Framework Comparison and
Selection Tool),39 which was designed for selection of
theory for use in implementation efforts, may be a useful
option for leveraging the accumulation of theoretical
and empirical work on deimplementation. Future work
could also examine cross-cutting and distinct drivers
between medical care delivery and provision of preven-
tive services. The identification of unique determinants
and drivers could similarly aid in the adaptation of dei-
mplementation theories and frameworks as well as the
development of deimplementation strategies.
Finally, given the number and heterogeneity of the

services with a USPSTF Grade D recommendation and
differences in local need, future research should focus on
methods to identify which low-value services are prom-
ising candidates for deimplementation and ensure that
candidates for deimplementation are up to date because
they may change over time. These could include those
services that are most costly, most often lead to further
unnecessary testing or procedures, or most likely to
result in undue patient distress or direct patient harm. A
means of tracking and monitoring the trends in preva-
lence of low-value CPS delivery, the determinants of
continued delivery, and the impacts of continued use
could help identify the best candidates for targeted dei-
mplementation interventions.

Limitations
This paper has several limitations. First, primary studies
included in the environmental scan were limited to U.S.
settings, and the scan was not a comprehensive system-
atic review of the literature. As a result, there may be rel-
evant published reports that were not captured. The
authors also acknowledge that the published literature
may be biased toward work that receives dedicated
research funding, uses specific study designs, has positive
findings, or focuses on disease-specific outcomes. Fur-
thermore, deimplementation of low-value CPS efforts
may be undertaken as organizational quality improve-
ment and therefore not executed using a formal evalua-
tion or designed to measure person-centered indicators
of success. Finally, although the authors aimed for
diverse TEP and KII membership, the input from these
experts may not fully represent the perspectives of all
stakeholders.
CONCLUSIONS

This paper presents the result of an environmental scan
and expert perspectives on deimplementing low-value
CPSs. The findings highlighted 5 critical areas related to
the deimplementation of low-value CPSs. First, experts
identified a need to unify terminology related to dei-
mplementation and ensure that it resonates with
patients, families, and communities. Second, experts
acknowledged that there are no existing deimplementa-
tion TFMs that are unique to low-value CPSs. Third,
experts explained that deimplementing low-value CPSs
may require different strategies compared with other
low-value services. Fourth, experts cautioned about the
potential unintended consequences of deimplementation
that could increase health inequities. Finally, experts
emphasized the importance of engaging patients, fami-
lies, and communities in deimplementation efforts to
promote patient−provider trust and ensure that dei-
mplementation messaging is relevant and impactful.
These findings point toward the need for methodological
advancement, including refining theories, frameworks,
and models for deimplementation and testing strategies
to impact the appropriate delivery of CPS. In addition,
these findings underscore the importance of actively
engaging patients, families, and even broader communi-
ties in all stages of deimplementation to improve the
provision of person-centered, equitable care.
www.ajpmfocus.org
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