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Quality of care in medicine is not necessarily proportional to quantity of care and excess is
often useless or even more, potentially detrimental to our patients. Adhering to the European
Federation of Internal Medicine’s initiative, the Romanian Society of Internal Medicine (SRMI)
launched the Choosing Wisely in Internal Medicine Campaign, aiming to cut down diagnostic
procedures or therapeutics overused in our country. A Working Group was formed and from 200
published recommendations from previous international campaigns, 36 were voted as most important.
These were submitted for voting to the members of the SRMI and posted on a social media platform.
After the two voting rounds, the top six recommendations were established.

These were:

1. Stop medicines when no further benefit is achieved or the potential harms outweigh the
potential benefits for the individual patient.

2. Don’t use antibiotics in patients with recent C. difficile without convincing evidence of need.

3. Don’t regularly prescribe bed rest and inactivity following injury and/or illness unless there
is scientific evidence that harm will result from activity. Promote early mobilization.

4. Don’t initiate an antibiotic without an identified indication and a predetermined length of
treatment or review date.

5. Don’t prescribe opioids for treatment of chronic or acute pain for sensitive jobs such as
operating motor vehicles, forklifts, cranes or other heavy equipment.

6. Transfuse red cells for anemia only if the hemoglobin concentration is less than 7 g/dL or if
the patient is hemodynamically unstable or has significant cardiovascular or respiratory comorbidity.
Don’t transfuse more units of blood than absolutely necessary.
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INTRODUCTION

Progress in medicine, especially concerning
diagnostic procedures and therapeutic interventions,
led to some extent of overuse and misuse in all
clinical fields. Apart from the associated economic
burden, this practice is increasing the prevalence of
poor-quality care, as unnecessary procedures or
therapies can harm patients.

In 2009 the National Physicians Alliance in
the United States initiated the ‘“Promoting Good
Stewardship in Medicine” project to identify five
medical practices that were inappropriately used,
that could be amended and improved, as an attempt
to enhance the quality of clinical care, to decrease
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the associated harm and to diminish the un-
necessary costs [1]. The first top 5 lists were issued
for Family Medicine, Internal Medicine and Surgery,
emphasizing the significant health benefits and
reduced risks and costs associated with practicing
both evidence-based and reasonable medicine [2].

In 2012 the American Board of Internal
Medicine launched the Choosing Wisely Campaign
as an attempt to reduce waste and redundancy in
clinical practice [3]. The initiative became global
as other medical societies from all over the world
also set out to cut down the excess of unnecessary
medical investigations and potentially harmful
effects of inadequate treatment.

In 2017, the European Federation of Internal
Medicine launched the Choosing Wisely Project
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among its member societies. In March 2017, the
Romanian Society of Internal Medicine (SRMI)
joined the campaign. Its aim was to encourage the
judicious use of diagnostic tests and therapeutics
when they are truly necessary, evidence-based, and
with the smallest possible risk of harm for the
patient.

For this purpose, we assessed the awareness
and preferences of Romanian internists concerning
the Choosing Wisely recommendations.

MATERIAL AND METHODS

A Choosing Wisely Internal Medicine Romania
Working Group was established. It consisted of
eight Internal Medicine specialists, both junior as
well as senior physicians, from university-affiliated
as well as non-university affiliated hospitals and
clinics around the country.

In March 2017 two members of the Working
Group performed a literature search, accessed and
collected all Choosing Wisely lists published until
then from the Internal Medicine and related sub-
specialties’ societies in the United States [3],
Canada [4], Australia [5], United Kingdom [6], the
Italian Society of Internal Medicine [7], the Italian
Federation of Associations of Hospital Doctors in
Internal Medicine [8] and the Swiss Society of
General Internal Medicine [9]. Recommendations
from Surgery and related subspecialties, Pediatrics,
Imaging and Radiology, Genetics, Ophthalmology,
Dermatology and Dentistry Societies were not
collected. From the initial list, recommendations
concerning Intensive Care, Oncology, Psychiatry,
and Interventional Cardiology were excluded. Recom-
mendations referring to specialized diagnostic
procedures or therapies were also excluded. Repeated
recommendations were excluded.

After the initial selection process, a list of
200 recommendations was generated. Considering
the multitude of items on this list, we assumed a
low response rate should we have sent the survey to
all Romanian internists. Therefore, the eight members
of the Working Group received the list and were
asked to grade each recommendation according to
importance in clinical practice and applicability in
our country, using a 10-point Likert scale (1 for a
recommendation with very low importance to 10
for a very important recommendation). In order to
avoid grading bias, each member received the list
with the recommendations arranged randomly.

After the first phase of the evaluation, the top
36 recommendations with the highest average score

were selected, including all recommendations with
the same score. Since some of them highly resembled
in regard to the targeted intervention as well as the
overall message, after consulting all members of
the panel, a decision was made to combine the very
similar ones as one single recommendation. There-
fore, out of the 36 highest rated indications by the
Working Group, 31 recommendations were considered
of the highest interest for Internal Medicine clinical
practice in Romania.

During the second phase of the selection
process, the ensuing list was sent by e-mail to all
SRMI members in the form of an online question-
naire. They also received information about the
Choosing Wisely Romania project and the aims
and importance of the Campaign. They were asked
to grade each recommendation from 1 (very low
importance) to 10 (very high importance) based on
their medical expertise and clinical judgement. The
online questionnaire alongside the information
about the Choosing Wisely Romania project was
also disseminated on a social media platform.

During the last phase of the selection process,
the average score of each recommendation was
calculated. The recommendations with the highest
average scores were selected as the Top 6 Choosing
Wisely Romania recommendations.

RESULTS

Our initial search included 177 lists of Choosing
Wisely recommendations from 171 societies from
6 countries (Figure 1). After evaluation of ap-
plicability to the clinical practice in Internal
Medicine, from a total of 593 recommendations,
200 were reviewed and graded by the Choosing
Wisely Romania — Internal Medicine Working Group.

Of the top 36 recommendations ranked by the
Group (Table 1), seven were identified to be very
similar regarding the targeted intervention and the
general message. Therefore, recommendations 1 and
22, respectively 3, 7, 9, 24 and 25 were combined,
resulting in two joined recommendations, 1 and 3.
The resulting 31 recommendations were integrated
into an online questionnaire and were emailed to
the 467 registered members of SRMI and shared on
a social media platform. Among the SRMI members,
the response rate was 37.68% (176 physicians).
From the social media platform, other 68 physicians
completed the questionnaire. Demographics and
characteristics of all 244 responders are listed in
Table 2.
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After retrieving the votes, the average score
was calculated for each recommendation for the
entire group of respondents, and separately for the
SRMI members and the respondents from the
social media platform (Table 3).

The top six recommendations ranked from

Choosing Wisely Romania recommendations for
Internal Medicine (Table 4), mostly corresponding
to top 6 ranked recommendations in each subgroup
as well (Tables 5 and 6). Four of these recom-
mendations were found in each ranking, while two
of them were present in the entire group and one of

the entire group of respondents were selected as the the subgroups’ top-rated selection.
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Figure 1. 177 lists of Choosing Wisely recommendations from 171 societies from 6 countries.

Table 1
List of top 31* Choosing Wisely Internal Medicine Romania recommendations ranked by the Working Group
Ranking Recommendation Average
score
1 Transfuse red cells for anemia only if the hemoglobin concentration is less than 7 g/dL or if the patient is 937
hemodynamically unstable or has significant cardiovascular or respiratory comorbidity. ’
2 Do not routinely prescribe lipid-lowering medications in patients with a limited life expectancy; above 9.00
85 years the risk of cognitive impairment, falls, neuropathy, muscular damage due to statins increases. ’
3 Don’t continue or add long-term medications unless there is an appropriate indication and a reasonable 9.00
expectation of benefit in the individual patient. ’
4 Don’t order an erythrocyte sedimentation rate to look for inflammation in patients with undiagnosed .87
conditions. Order a C-reactive protein to detect acute phase inflammation. ’
5 Don’t prescribe angiotensin converting enzyme inhibitors in combination with angiotensin II receptor .87
blockers for the treatment of hypertension, diabetic nephropathy and heart failure. ’
6 Do not perform a D-dimer test without a definite indication. 8.75
7 Don’t prescribe a medication without conducting a drug regimen review. 8.75
3 Don’t use antibiotics in patients with recent C. difficile without convincing evidence of need. Antibiotics pose 8.75
a high risk of C. difficile recurrence. '
9 Reduce use of multiple concurrent therapeutics (hyper-polypharmacy). 8.62
10 dDon’t initiate an antibiotic without an identified indication and a predetermined length of treatment or review .62
ate. )
11 Don'’t let older adults lie in bed or only get up to a chair during their hospital stay. 8.50
12 Don’t use expensive medications when an equally effective and lower-cost medication is available. 8.50
13 Don’t prescribe antibiotics for asymptomatic bacteriuria in non-pregnant patients or in patients not 837
undergoing an endoscopic urological procedure. )
14 Don’t treat with an anticoagulant for more than three months a patient with a first venous thromboembolism 837
occurring in the setting of a major transient risk factor. )
15 Don’t recommend regular use of oral non-steroidal anti-inflammatory medicines (NSAIDs) in older people. 8.37
16 Do not routinely prescribe colloid (albumin, dextrans, starches) for volume replacement, prefer crystalloid (saline). 8.37
17 Stop medicines when no further benefit will be achieved or the potential harms outweigh the potential benefits 337
for the individual patient. )
For pharmacological treatment of patients with gastroesophageal reflux disease long-term acid suppression
18 therapy (proton pump inhibitors or histamine2 receptor antagonists) should be titrated to the lowest effective | 8.37
dose needed to achieve therapeutic goals.
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Table 1 (continued)

Do not use NSAIDs in subjects with arterial hypertension, heart failure, renal insufficiency from any cause,

19 including diabetes; prefer safer drugs such as paracetamol, tramadol, short term narcotic analgesics. 8.37

20 Don’t continue antibiotics beyond 72 hours in hospitalized patients unless patient has a clear evidence of infection. 8.37

21 Don’t use whole-body scans for early tumor detection in asymptomatic patients. 8.25

22 Don’t transfuse more units of blood than absolutely necessary. 8.25
Don’t regularly prescribe bed rest and inactivity following injury and/or illness unless there is scientific

23 . . .. A 8.25
evidence that harm will result from activity. Promote early mobilization.

24 To avoid adverse medication interactions and adverse drug events in cases of polypharmacy, do not prescribe 325

medication without conducting a drug regime review.

25 Recognize and stop the prescribing cascade. 8.25

When considering risk modifying treatment in primary prevention, for example treatment for blood pressure,
26 cholesterol or bone density, share the option to have treatment or not, before prescribing. Decision aids exist| 8.25
to support this process for doctors and patients.

Don’t prescribe opioids for treatment of chronic or acute pain for sensitive jobs such as operating motor

27 vehicles, forklifts, cranes or other heavy equipment. 8.25
28 Donft .continue treatment for hepatic encephalopathy indefinitely after an initial episode with an identifiable 312
precipitant. )
29 Don’t' order diagnostic tests at regular intervals (such as every day), but rather in response to specific clinical 312
questions. )
30 Don’t diagnose or manage asthma without spirometry. 8.12

Don’t place, or leave in place, urinary catheters for incontinence or convenience or monitoring for output for
31 non-critically ill patients (acceptable indications: critical illness, obstruction, hospice, perioperatively for <2 | 8.12
days for urologic procedures; use weights instead to monitor diuresis).

Do not conduct thrombophilia testing in adult patients under the age of 50 unless the first episode of venous
thromboembolism:

32 — occurs in the absence of major transient risk factors (surgery, immobility), or 8.12
— occurs in the absence of estrogen-provocation, or
— occurs at an unusual site

Don’t recommend bed rest following diagnosis of acute deep vein thrombosis (DVT) after the initiation of

33 . . S .
anti-coagulation therapy unless significant medical concerns are present.

8.12

When patients are particularly frail or in their last year of life, unless there is a clear preference otherwise by
34 the patient or advocate, discuss with the patient and family/ caregivers the option of decreasing the number of |  8.12
medicines to only those used for control of symptoms.

Don’t screen for renal artery stenosis in patients without resistant hypertension and with normal renal

35 . . . 8.12
function, even if known atherosclerosis is present.
36 Don’t routinely prescribe intravenous forms of highly bioavailable antimicrobial agents for patients who can 312
reliably take and absorb oral medications. )
Table 2
General characteristics of respondents
Entire Group SRMI Social Media Platform
N = 244 E-mail Responders Responders
N=176 N =68
Mean age, years 41.8+11.7 44.6£11.1 33.9+£9.9
Gender, N (%)
Female 184 (75.4%) 137 (77.9%) 47 (69.1%)
Male 54 (22.13%) 37 (21.0%) 17 (25%)
Not declared 6 (2.46%) 2 (1.1%) 4 (5.9%)
Location, N (%)
Bucharest 127 (52%) 83 (47.2%) 44 (64.7%)
Tasi 19 (7.8%) 16 (9.1%) 3 (4.4%)
Others 98 (40.2%) 77 (43.7%) 21 (30.9%)
Specialty, N (%)
Internal Medicine 112 (45.9%) 68 (38.6%) 44 (64.7%)
Rheumatology 33 (13.5%) 24 (13.6%) 9 (13.2%)
Family Medicine 22 (9%) 22 (12.5%) -
Cardiology 22 (9%) 18 (10.2%) 4 (5.9%)
Others 55 (22.6%) 44 (25.1%) 11 (16.2%)
Clinical setting, N (%)
University hospital 134 (55%) 88 (50%) 46 (67.6%)
County hospital 21 (8.7%) 16 (9%) 5 (7.4%)
City hospital 10 (4%) 9 (5%) 1 (1.5%)
Outpatient clinic 74 (30.3%) 63 (36%) 11 (16.2%)
Not declared 5 (2%) — 5(7.3)




5 Choosing Wisely Internal Medicine Romanian recommendations 185
Table 2 (continued)
Professional ranking, N (%)
Senior specialist 106 (43.4%) 93 (52.8%) 13 (19.1%)
Specialist 71 (29.1%) 56 (31.8%) 15 (22.1%)
Resident 60 (24.6%) 24 (13.6%) 36 (52.9%)
Not declared 7 (2.9%) 3 (1.8%) 4 (5.9%)
Mean time practicing medicine 14.3+9.8 17.4+10.7 9.5+£53
Table 3
List of top 31% Choosing Wisely Internal Medicine Romania recommendations ranked by the respondents
Total General | Email SOC]?I
. number media
No. Recommendation average | average
of average
score score
responses score

1 Stop medicines when no further benefit will be achieved or the potential harms 182 942 939 952
outweigh the potential benefits for the individual patient. ) ) )

5 Don’t use antibiotics in patients with recent C. difficile without convincing 175 940 948 914
evidence of need. Antibiotics pose a high risk of C. difficile recurrence. ) ) )
Don’t regularly prescribe bed rest and inactivity following injury and/or illness

3 | unless there is scientific evidence that harm will result from activity. Promote early 180 9.18 9.16 9.23
mobilization.

4 Don’t initiate an antibiot_ic without an identified indication and a predetermined 179 913 913 914
length of treatment or review date.

5 Don’t prescribe opioids for treatment of chronic or acute pain for sensitive jobs 176 909 911 9.04
such as operating motor vehicles, forklifts, cranes or other heavy equipment. ) ) )
Transfuse red cells for anemia only if the hemoglobin concentration is less than

6 7 g/dL or if the patient is hemodynamically unstable or has significant 175 909 926 851
cardiovascular or respiratory comorbidity. Don’t transfuse more units of blood than ’ ’ '
absolutely necessary.

7 | Do not perform a D-dimer test without a definite indication. 175 9.07 9.12 8.90
Don’t continue or add long-term medications unless there is an appropriate

8 indication and a reasonable expectation of benefit in the individual patient. Don’t 181 906 919 861
prescribe a medication without conducting a drug regimen review. Reduce use of ’ ’ )
multiple concurrent therapeutics (hyper-polypharmacy).

9 Do not routinely prescribe. collqid (albumin, dextrans, starches) for volume 167 901 914 8.64
replacement, prefer crystalloid (saline).

10 Don’t routinely prescribe intravenous forms of highly bioavailable antimicrobial 178 .97 911 852
agents for patients who can reliably take and absorb oral medications. ) ) )

1 Don’t order diag_nostig tests at re.gular intervals (such as every day), but rather in 180 8.96 902 873
response to specific clinical questions.

12 | Don’t diagnose or manage asthma without spirometry. 163 8.94 8.91 9.05
Don’t place, or leave in place, urinary catheters for incontinence or convenience or

13 monitoring for output for non-critically ill patients (acceptable indications: critical 165 3.89 .97 8.62
illness, obstruction, hospice, perioperatively for <2 days for urologic procedures; ) ) )
use weights instead to monitor diuresis).

Don’t prescribe angiotensin converting enzyme inhibitors in combination with

14 |angiotensin II receptor blockers for the treatment of hypertension, diabetic 172 8.80 9.00 8.40
nephropathy and heart failure.

For pharmacological treatment of patients with gastroesophageal reflux disease

15 long-term acid suppression therapy (proton pump inhibitors or histamine2 receptor 173 8.80 878 885
antagonists) should be titrated to the lowest effective dose needed to achieve ’ ’ '
therapeutic goals.

Don’t recommend bed rest following diagnosis of acute deep vein thrombosis

16 [ (DVT) after the initiation of anti-coagulation therapy unless significant medical 172 8.76 8.79 8.65
concerns are present.

17 | Don’t let older adults lie in bed or only get up to a chair during their hospital stay. 176 8.73 8.72 8.78

18 Don’t prescribe antibiotics for asymptomatic bacteriuria in non-pregnant patients 171 8.69 8.61 8.92
or in patients not undergoing an endoscopic urological procedure. ) ) )
Do not conduct thrombophilia testing in adult patients under the age of 50 unless
the first episode of venous thromboembolism:

19 |- occurs in the absence of major transient risk factors (surgery, immobility), or 164 8.67 8.67 8.65
— occurs in the absence of estrogen-provocation, or
— occurs at an unusual site
When considering risk modifying treatment in primary prevention, for example

20 treatment for blood pressure, cholesterol or bone density, share the option to have 166 855 8.66 817
treatment or not, before prescribing. Decision aids exist to support this process for ’ ) )
doctors and patients.
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Table 3 (continued)

Do not use NSAIDs in subjects with arterial hypertension, heart failure, renal
21 |insufficiency from any cause, including diabetes; prefer safer drugs such as| 177 8.52 8.48 8.65
paracetamol, tramadol, short term narcotic analgesics.

Don’t continue antibiotics beyond 72 hours in hospitalized patients unless patient has

22 . . .
a clear evidence of infection.

169 8.36 8.23 8.75

Don’t use expensive medications when an equally effective and lower-cost

23 medication is available.

181 8.35 8.26 8.66

Don’t screen for renal artery stenosis in patients without resistant hypertension and

24 . . . S
with normal renal function, even if known atherosclerosis is present.

172 8.34 8.48 7.87

Don’t treat with an anticoagulant for more than three months a patient with a first

25 . S . . : .
venous thromboembolism occurring in the setting of a major transient risk factor.

167 8.32 8.28 8.48

Don’t use whole-body scans (CT, MRi, PET) for early tumor detection in

26 asymptomatic patients.

177 8.32 8.53 7.63

Don’t continue treatment for hepatic encephalopathy indefinitely after an initial

27 episode with an identifiable precipitant.

149 8.22 8.27 8.08

When patients are particularly frail or in their last year of life, unless there is a clear
preference otherwise by the patient or advocate, discuss with the patient and family/
caregivers the option of decreasing the number of medicines to only those used for
control of symptoms.

28 175 7.99 7.96 8.09

Don’t order an erythrocyte sedimentation rate to look for inflammation in patients

29 |with undiagnosed conditions. Order a C-reactive protein to detect acute phase| 180 7.92 7.92 7.90
inflammation.
Do not routinely prescribe lipid-lowering medications in patients with a limited life

30 | expectancy; above 85 years the risk of cognitive impairment, falls, neuropathy,| 172 7.91 8.01 7.60

muscular damage due to statins increases.

Don’t recommend regular use of oral non-steroidal anti-inflammatory medicines

3 (NSAIDs) in older people. 177 7.76 7.60 8.32
Table 4
List of final 6 Choosing Wisely Internal Medicine Romania Recommendations
Ranking Recommendation Average
Score
| Stop medicines when no further benefit will be achieved or the potential harms outweigh the potential benefits 9.42
for the individual patient. )
Don’t use antibiotics in patients with recent C. difficile without convincing evidence of need. Antibiotics pose
2 S S 9.40
a high risk of C. difficile recurrence.
3 Don’t regularly prescribe bed rest and inactivity following injury and/or illness unless there is scientific 9.18

evidence that harm will result from activity. Promote early mobilization.

4 Don’t initiate an antibiotic without an identified indication and a predetermined length of treatment or review date. 9.13

Don’t prescribe opioids for treatment of chronic or acute pain for sensitive jobs such as operating motor 9.09
vehicles, forklifts, cranes or other heavy equipment. )

Transfuse red cells for anemia only if the hemoglobin concentration is less than 7 g/dL or if the patient is
6 hemodynamically unstable or has significant cardiovascular or respiratory comorbidity. Don’t transfuse more | 9.09
units of blood than absolutely necessary.

Table 5
Top 6 ranked recommendations from the email participants
Ranking Recommendation Average
Score
Don’t use antibiotics in patients with recent C. difficile without convincing evidence of need. Antibiotics pose
1 S o 9.48
a high risk of C. difficile recurrence.
2 Stop medicines when no further benefit will be achieved or the potential harms outweigh the potential benefits 939

for the individual patient.

Transfuse red cells for anemia only if the hemoglobin concentration is less than 7 g/dL or if the patient is
3 hemodynamically unstable or has significant cardiovascular or respiratory comorbidity. Don’t transfuse more | 9.26
units of blood than absolutely necessary.

Don’t continue or add long-term medications unless there is an appropriate indication and a reasonable
4 expectation of benefit in the individual patient. Don’t prescribe a medication without conducting a drug| 9.19
regimen review. Reduce use of multiple concurrent therapeutics (hyper-polypharmacy).

Don’t regularly prescribe bed rest and inactivity following injury and/or illness unless there is scientific

evidence that harm will result from activity. Promote early mobilization. 9.16

Don’t initiate an antibiotic without an identified indication and a predetermined length of treatment or review

date. 9.13
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Table 6
Top 6 ranked recommendations from the social media participants
Ranking Recommendation Average
Score
1 Stop medicines when no further benefit will be achieved or the potential harms outweigh the potential benefits 9.52
for the individual patient. )
) Don’t regularly prescribe bed rest and inactivity following injury and/or illness unless there is scientific 9.23
evidence that harm will result from activity. Promote early mobilization. )
Don’t use antibiotics in patients with recent C. difficile without convincing evidence of need. Antibiotics pose
3 S o 9.14
a high risk of C. difficile recurrence.
4 Don’t initiate an antibiotic without an identified indication and a predetermined length of treatment or review date. 9.14
5 Don’t diagnose or manage asthma without spirometry. 9.05
6 Don’t prescribe opioids for treatment of chronic or acute pain for sensitive jobs such as operating motor 9.04
vehicles, forklifts, cranes or other heavy equipment. )

DISCUSSION

This paper presents the top six recom-
mendations of the Romanian Choosing Wisely in
Internal Medicine Campaign. This is a common
effort of approximately 30% of the registered
SRMI members.

Particularities of the Romanian Choosing
Wisely in Internal Medicine Campaign

The Romanian Society of Internal Medicine
adhered to the international initiative to reduce
low-value care. Following examples from around
the world, our Choosing Wisely campaign aimed to
promote optimal use of the limited resources at our
disposal.

Adopting the methodology proposed by the
Italian Society of Internal Medicine [7], we set out
to involve all members of our society, giving them
the chance to vote for the recommendations
acknowledged as most important. Compared to
other societies’ methodologies, where a group of
opinion leaders chose the final recommendations,
we considered this strategy to have a higher chance
of long-term success in our country. By actively
implicating the members of our society in selecting
the recommendations, we not only obtained a
general opinion with larger applicability but also raised
awareness and reached out to a wider audience.
Our 30% response rate, although not high, sur-
passed the usually reported reply estimates.

A particularity of our campaign is the use of a
social media site. Participants in the ranking
process were not only the registered members of
the Romanian Society of Internal Medicine, but
also Internal Medicine and subspecialty physicians
that were contacted via a social media platform.
This approach allowed us to reach a broader group
of doctors, especially junior physicians and young
specialists. Nowadays, when social media is more

and more involved in medical networking, information
dissemination and professional interaction [10], we
considered it a good opportunity to involve
colleagues this way.

Involving these two groups of doctors into
our campaign, we were able to compare and combine
their ranking results. Although the age difference
was significant, the main choices were similar
in the two groups, reflecting a general tendency
to acknowledge the importance of these recom-
mendations.

Another particularity about our final recom-
mendations is that they all refer to therapeutic
measures. Possibly Romanian doctors may perceive
their use of diagnostic procedures rational, or are
not fully aware that diagnostic tests, like treatments,
may be useless or even harmful. Only the Working
Group ranked among their top recommendations
those referring to the overuse of erythrocyte
sedimentation rate alongside C reactive protein to
detect inflammation and to the inappropriate use of
D-dimer testing (Table 1), while the SRMI members
did not.

Over the past years, Romania faced an
excessive rate of inappropriate prescriptions as well
as an alarming increase in antibiotic use without
adequate indication. While opinion leaders are
fighting this trend, many physicians are still widely
prescribing unnecessary medication. We therefore
consider these results as our respondents’ recognition
of the associated harm, as well as a means of
raising further awareness regarding this problem.

Both the Choosing Wisely Working Group
and the email and social media respondents
rendered increased importance to this matter.
Similarities were present regarding the general
polypharmacy concept and the recommendations to
permanently reassess the indication and benefit of
each medication the patient receives, as well as
regarding the use of antibiotics in patients with a
history of Clostridium difficile infection or the use
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of red blood cells transfusions for anemia (Tables 1
and 4). Referring to specific treatment interventions
with potentially harmful implications, there were
considerable differences between the Working Group’s
top choices and the ones of the respondents. The
former group ranked higher the recommendation
regarding the potential risk of lipid-lowering
medications in elderly patients and that of the
association of angiotensin converting enzyme
inhibitors with angiotensin II receptor blockers in
treating hypertension, diabetic nephropathy or heart
failure (Table 1). Meanwhile, the latter group
ranked higher the recommendation referring to the
potentially inadequate prescription of opioids for
pain in patients with sensitive jobs (Table 4).

The similarities as well the differences between
the top choices of the Working Group compared to
those of the SRMI members are another particularity
of our methodology. Although the main notions
coincide, the Working Group seem to be more
interested in tangible and specific interventions,
while the SRMI members in more general and
conceptual ones.

The top six Choosing Wisely Romania —
Internal Medicine recommendations

Stop medicines when no further benefit is
achieved or the potential harms outweigh the
potential benefits for the individual patient

Division of internal medicine into sub-
specialties and the ageing population living with an
increasing number of illnesses has led to multiple
individual prescriptions by different specialists
often overlooking the total number of preexisting
medications. Furthermore, erroneous beliefs such
as the patients’ addressing the doctor in order to
receive a new medication each time or that consults
should implicitly lead to new prescriptions can lead
to undesired negative outcomes [11].

Polypharmacy and potentially inappropriate
medications are contemporary medical dilemmas
with increasing prevalence, given the ageing
population with multimorbid conditions. The myriad
of unfavourable consequences such as adverse
reactions, falls, confusion, or hospitalisation [11]
are often overseen, leading to an increasing burden
of negative healthcare outcomes [12]. Therefore,
deprescribing may be an appropriate intervention in
such cases [11]. Reeve et al. defined deprescribing
as the process of withdrawal of an inappropriate
medication, supervised by a health care professional
with the goal of managing polypharmacy and
improving outcomes [13].

In elderly patients, data from nonrandomized
studies suggest that deprescribing reduces mortality
and results of randomized trials correlate mortality
reduction with patient-specific deprescribing inter-
ventions [14]. Both in the hospital [11] as well as in
the primary care setting [15], tailored interventions
for deprescribing and tapered cessation of medication
seem safe and effective.

STOPP/START criteria for potentially inap-
propriate prescribing in older patients [16] may be
effective in improving the quality of polypharmacy
especially in elderly, frail adults [17]. The American
Geriatrics Society 2015 Updated Beers criteria for
potentially inappropriate medication use in older
adults [18] could be another useful strategy for
optimizing therapeutic interventions in elderly
people [19].

The importance of this recommendation among
Romanian physicians is highlighted by the fact that
it ranked first among the respondents from the
social media platform with an average score of 9.52
(Table 6) and second among respondents from the
SRMI, with an average score of 9.39 (Table 5). It
was also considered a priority by the Working
Group, which ranked it 17 out of 200, with an
average score of 8.37 (Table 1). More so, similar
recommendations regarding polypharmacy, concurrent
therapeutics and potentially inappropriate medication
were also among the highest ranked by the
Working Group, respectively items number 3, 7, 9,
24 and 25 from their top 36 (Table 1).

This recommendation was issued by the
Australasian Society of Clinical and Experimental
Pharmacologists and Toxicologists [S]. Similar
recommendations are endorsed by the American
Geriatrics Society [3], the Canadian Pharmacists
Association [4], the Long-Term Care Medical
Directors Associations of Canada [4], and the British
Geriatrics Society [6], emphasizing the importance
of rational prescribing and deprescribing for
optimal patient care.

Don’t use antibiotics in patients with recent C.
difficile without convincing evidence of need.
Antibiotics pose a high risk of C. difficile
recurrence

Clostridium difficile infections (CDI) have a
rising global incidence and increasing severity.
This is also reflected by the infection’s epidemio-
logy in Romania. More so, in some specialized
hospitals in our country, the infection’s prevalence
was higher than the mean European prevalence,
predominantly associating a hypervirulent ribotype
[20] that prompted specialists to highlight the need
for antimicrobial stewardship.
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Antibiotic therapy is one of the most
important risk factors for CDI. The risk is
considerably greater if antimicrobial therapy is
used after an episode of CDI, associating a 3-fold
increase of the risk of recurrent disease [21],
therefore warranting greater attention to adequate
prescriptions. Along an age over 65 years, concomitant
renal failure, use of antacid medication and initial
disease severity, antibiotic treatment is one of the
main risk factors for CDI recurrence [22]. In light
of findings suggesting that more than a quarter of
patients with a recent CDI still received un-
necessary antibiotics [23], the Romanian Guidelines
for Diagnosis, Treatment and Prevention of
Clostridium difficile infections recommends careful
consideration of antibiotic indication [24]. Also, if
the patient’s condition requires antimicrobial therapy,
the first choice should be of a compound with the
lowest risk for CDI, individualized for each case
[24].

This recommendation ranked first among the
SRMI participants with an average score of 9.48
(Table 5) and third among the social media
participants, with an average score of 9.14 (Table 6).
It also ranked 8" out of 200 in the classification
obtained from the Working Group, with an average
score of 8.62 (Table 1). The increasing occurrence
and the associated morbidity of CDI as well as the
active involvement of Infectious Diseases specialists
in raising awareness about this growing problem
have reached the Romanian public. Physicians in
our country are starting to fully understand the
danger of inappropriate antibiotic use and its severe
consequences, recurrent CDI being one of them.

The recommendation was issued by the
Society for Healthcare Epidemiology of America
[3] and was only present among the USA Choosing
Wisely recommendations. Other indications regarding
Clostridium difficile address the appropriate testing
only when symptoms are present[3,4] and the
unnecessary testing for CDI resolution [3].

Don’t regularly prescribe bed rest and inactivity
following injury and/or illness unless there is
scientific evidence that harm will result from
activity. Promote early mobilization

The common misbelief that bed rest is beneficial
in hospitalized patients has been contradicted for
many years now. From 1999 physicians have
rightfully questioned the efficacy of bed rest, and
even more, raised the question of possible harm
[25]. In critically ill patients bed rest was
associated with catabolism, muscular atrophy and
ICU-related weakness [26] as well as short- and

long-term physical impairments and longer length
of hospital stay [27].

ICU-related weakness — including critical
illness polyneuropathy, critical illness myopathy
and critical illness neuromyopathy — has a reported
mean incidence of 40% in ICU patients. This is
likely underestimated due to an impossible adequate
examination of all patients at admission [28]. Early
mobilisation and rehabilitation are safe and feasible
interventions that can prevent these complications
and improve patient care [27].

Specialized programs targeting early mobili-
zation in frail elderly patients admitted to non-ICU
departments have also shown a significant reduction in
hospital-associated disability as well as the duration
of hospital stay [29]. Inpatient mobilization
enhances physical performance and also improves
emotional and social well-being and overall better
quality of care and general outcomes [30].

This recommendation ranked second among
the respondents from the social media platform,
with a mean score of 9.23 (Table 6), fifth among
the SRMI members, with a mean score of 9.16
(Table 5) and 23™ out of 200 among the Choosing
Wisely Romania Working Group, with a mean
score of 8.25 (Table 1). During the last two
decades, physicians and nurses have proved and
advocated the benefits of patient mobilization in
contrast to the harm of prolonging bed rest.
Recognizing the priority of recommendation and
addressing this cultural shift is an important step in
improving quality of care in Romania.

The Italian Society of Internal Medicine [7]
issued the same recommendation, as did The
American Academy of Nursing [3] and the Canadian
Association of Physical Medicine and Rehabilitation
[4]. More so, the American Academy of Physical
Medicine and Rehabilitation [3] and the North
American Spine Society [3] recommend caution
and proper assessment of the indication of pro-
longed bed rest for back pain, while the American
Physical Therapy Association [3] recommends bed
rest after initiation of anticoagulant therapy for
diagnosis of deep vein thrombosis only if significant
medical concerns are present.

Don’t initiate an antibiotic without an identified
indication and a predetermined length of
treatment or review date.

The discovery of antibiotics revolutionized
medicine and saved millions of lives. The misuse
of antibiotics, however, led to worldwide catastrophic
consequences, antibiotic resistance and Clostridium
difficile infections being two of the most important
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ones. As reported by the Center for Disease Control
and Prevention, antibiotics are among the most
commonly prescribed drugs, but up to 50% of these
prescriptions are either unnecessary or not optimally
effective as prescribed [31]. In this regard,
problems extend from the improper indication of
treatment, improper choice of antibiotic agent,
improper dosing, route of administration and/or
duration of therapy [32].

The repercussions are dire and, unfortunately,
Romania seems to be one of the most affected
countries in Europe, as reported by the European
Centre for Disease Prevention and Control [33].
We are one of the European countries with the
highest antibiotic resistance of bacteria such as
Klebsiella pneumoniae, Pseudomonas aeruginosa,
Acinetobacter species, Staphylococcus aureus and
enterococci [33]. These multidrug-resistant germs
pose a real threat to our patients and our healthcare
system, warranting for wiser use of antibiotics.
Microbiology and infectious diseases specialists are
constantly evaluating the severity of this situation
and raising awareness about the importance of
adequate antibiotic treatment plans and infection
control protocols [34, 35].

Antimicrobial stewardship programs were
conceived to optimize the use of antibiotics using
cost-effective instruments to diminish antibiotic
resistance and prevent Clostridium difficile infections
[36]. The principles of care implemented by these
programs include recommendations to use, when
possible, monotherapy instead of combination therapy,
narrow instead of broad-spectrum antibiotics, oral
instead of intravenous route of administration.
They also underline the need for correct assessment
and treatment of infection and not colonization,
selection of antibiotics with the lowest Clostridium
difficile inducing potential and limited use of
antimicrobials with a high resistance potential [36].

This recommendation concisely sums the
principles of antibiotic stewardship, as a step
towards improving the quality of antimicrobial care
in Romania. It was voted 6™ among the SRMI
members with a mean score of 9.13 (Table 5) and
4™ among the social media platform respondents,
with a mean score of 9.14 (Table 6). It also ranked
8" of the 200 recommendations voted by the
Working Group, with a mean score of 8.62 (Table 1).
Since very few hospitals in Romania have antibiotic
stewardship programs, the high ranking of this
recommendation underlines the raising awareness
of the dangers associated with inappropriate use as
well the importance of adequate prescription of
antimicrobial agents.

This recommendation was issued by the
Society of Hospital Pharmacists of Australia [5].
Similar recommendations were endorsed by the
Italian Society of Internal Medicine [7] and the
Society for Healthcare Epidemiology of America
[3]. Other Choosing Wisely recommendations
targeting inappropriate use of antibiotics referred
to treating asymptomatic bacteriuria only in
pregnancy or in patients undergoing endoscopic
urological procedures [3, 4, 9], not indicating
antibiotics for uncomplicated upper respiratory
tract infection [3, 4, 9], uncomplicated sinusitis [3]
or bronchitis [3, 4].

Don’t prescribe opioids for treatment of chronic
or acute pain for sensitive jobs such as operating
motor vehicles, forklifts, cranes or other heavy
equipment

Pain is a significant determinant of quality of
life, but also of burden of disability in the working
population, making its management a global health-
care challenge [37]. One of the treatment options
with significantly increased use lately is opioids.
The growing number of prescriptions for non-
cancer pain associated increased morbidity and
mortality linked to overdose, dependence or adverse
effects such as urticaria, nausea and vomiting,
constipation, dyspnea, respiratory failure and alteration
of consciousness [37, 38].

Studies looking at injured workers receiving
opioid prescriptions concluded that the majority of
events related to the opioid use, diagnosed as either
poisoning or adverse effects, occurred with lower
doses than the guidelines consider potentially
dangerous [39] and also associated with acute, not
only with chronic use [40]. As such, authors
emphasized the importance of raising awareness
that even smaller doses and short-term use of
opioids can have deleterious effects [39, 40]. More
so0, since dizziness, drowsiness and cognitive com-
promise are some of the most common side effects,
workers taking opioids performing sensitive jobs
such as operating motor vehicles, forklifts, cranes
or other heavy equipment are prone to work-related
accidents that can have severe consequences.
Guidelines therefore recommend restricting the
ability to operate such machinery or even drive
while under opioid treatment [41].

Although opioid prescriptions are rather in-
frequent in Romanian workers, our physicians
voted this recommendation most probably recognizing
the potential harm they can cause to these patients.
It ranked sixth in the classification from the social
media platform, with an average score of 9.04
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(Table 6), and ninth among the SRMI members,
with an average score of 9.11. The highest dis-
cordance was registered between the overall votes
of the respondents compared to the Working
Group’s, which ranked this recommendation 27
with an average score of 8.25 (Table 1).

The recommendation was first issued by the
American College of Occupational and Environ-
mental Medicine and the Occupational Medicine
Specialists of Canada, societies from countries with
the highest reported number of opioid prescriptions.
Among the European Choosing Wisely recom-
mendations, Romania is thus far the only country
to adopt it among its most important ones.

Transfuse red cells for anemia only if the
hemoglobin concentration is less than 7 g/dL or if
the patient is hemodynamically unstable or has
significant cardiovascular or respiratory comorbidity.
Don’t transfuse more units of blood than
absolutely necessary

Anemia has an increasing prevalence among
inpatients, affecting up to 45% of hospitalized
patients and up to two thirds of those admitted to
the intensive care unit [42]. Subsequently, trans-
fusion of red blood cells became one of the most
frequent therapeutical procedures on the wards,
both in internal medicine as well as surgery
departments. Although it can often be lifesaving,
this procedure can also cause significant harm to its
recipients, especially if used inappropriately.
Adverse reactions range from very severe ones
such as anaphylaxis, acute or delayed hemolysis,
septic transfusion reaction or transfusion-related
lung injury to less severe ones such as non-hemo-
lytic fever or urticaria [43, 44].

To improve quality of care by decreasing
unnecessary interventions with potentially serious
unwanted effects, recent evidence supports the use
of restrictive transfusion thresholds, respectively a
hemoglobin level less than 7 g/dL in most cases
[45]. Compared to a liberal, higher hemoglobin
level of 9 to 10 g/dL as an indication for
transfusion, the restrictive level of 7 to 8 g/dL
considerably decreased the use of packed red blood
cells with no difference in 30-day morbidity or
mortality as reported in a recent systematic review
[45].

For hospitalized adult patients that are
hemodynamically stable, including critically ill
patients, guidelines therefore recommend a restrictive
transfusion threshold of 7g/dL [46]. For patients
undergoing orthopaedic surgery, cardiac surgery as

well for those with preexisting cardiovascular
disease, the recommended restrictive transfusion
threshold is 8g/dL [46]. However, in high-risk
patients undergoing major surgery caution is required,
as in some cases a liberal threshold could associate
better outcomes [47, 48].

Strategies that improve outcomes in patients
with anemia include not only lowering the thres-
hold, but also limiting the number of transfused
units of red blood cells [44]. Since fluid burden,
especially in susceptible patients such as those with
congestive heart or renal failure, can lead to
transfusion-associated circulatory overload, continuous
reassessment of the indication for transfusion and
tailoring the therapy to the patient’s clinical status
are important steps in preventing adverse events
[44].

Combining two synergistic approaches to
optimizing red blood cell transfusion practice, this
recommendation was voted as the sixth most
important one by all responders with a mean score
01 9.09 (Table 4), third by the SRMI members with
a mean score of 9.26 (Table 5) and, discordantly,
18" by the social media platform responders with a
mean score of 8.51 (Table 6). From the initial
voting round, this recommendation ranked first
among the Working Group’s classification, with a
mean score of 9.37 and because of similarity, it was
paired up with the 22" recommendation that had a
mean score of 825 (Table 1). It is the only
recommendation that received a significantly lower
mean score from the social media platform
responders, compared to all other groups of voting
participants. However, we would like to emphasize
its importance to clinical practice, especially since
it is one the most prevalent recommendations
among the Choosing Wisely campaigns from all
over the world.

This recommendation is endorsed by the
American Academy of Family Physicians [3], the
Society of Hospital Medicine for Adult Medicine
[3], the Critical Care Societies Collaborative [3],
the American Society of Hematology [3], the
Canadian Society of Internal Medicine [4], the
Canadian Society for Transfusion Medicine [4], the
Canadian Hematology Society [4], the Canadian
Society of Palliative Care Physicians [4], the
Australian and New Zealand Intensive Care Society
[5], the Royal Australasian College of Surgeons
[5], the United Kingdom Faculty of Intensive Care
Medicine [6] and the Italian Federation of Associations
of Hospital Doctors in Internal Medicine [8].
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CONCLUSIONS

To set the premises for a better quality care,
we should objectively and continuously evaluate
the risk versus benefit ratios and appropriateness of
our diagnostic or treatment recommendations and
choose wisely what is best for each of our patients.

We should question the necessity of each
indication we give to our patients and base our
decisions on continuously updated evidence and

guidelines. Medicine is ever changing and so
should our knowledge and awareness of new
discoveries and at the same time of new evidence
supporting our daily practice. Quality of care is not
synonymous to abundance of care, but to ap-
propriate care individualized for each patient. And
do not forget, primum non nocere.

Declaration of interest: The authors declare there is no conflict of
interest.

Calitatea ingrijirilor medicale nu este necesar proportionald cantitatii,

excesul fiind frecvent inutil sau, mai mult, potential daundtor pacientilor nostri.
Aderdnd la initiativa Federatiei Europene de Medicina Internd, Societatea
Romana de Medicina Interna (SRMI) a lansat campania Choosing Wisely — Sa
alegem intelept — in Medicina Internd, scopul fiind de a scadea numarul
procedurilor diagnostice sau terapeutice nenecesare, utilizate in exces in tara
noastra. A fost infiintat un Grup de Lucru si din 200 recomandari publicate in
campanii internationale anterioare, 36 au fost votate drept cele mai importante.
Acestea au fost trimise membrilor SRMI si au fost postate pe o platforma media
sociala, pentru a fi votatd importanta lor. Dupa aceste doud runde de vot au fost
stabilite cele mai importante top sase recomandari. Acestea au fost:

1. Opriti tratamentele atunci cand acestea nu mai aduc niciun beneficiu, sau
efectele adverse potentiale depdsesc beneficiile pentru pacientul respectiv.

2. Nu prescrieti antibiotice unui pacient cu infectie recenta cu Clostridium
difficile fara a va convinge ca acest lucru este cu adevarat necesar. Atibioticele
cresc foarte mult riscul de recurenta a infectiei cu Clostridium difficile.

3. Nu prescrieti de rutind repaus la pat si inactivitate fizicd in caz de
traumatism sau boald, daca nu exista dovezi stiintifice ca activitatea dauneaza
pacientului respectiv. Promovati mobilizarea precoce.

4. Nu initiati un tratament antibiotic fara a identifica mai intdi indicatia §i
durata predeterminatd a tratamentului (sau data la care sa reevaluati oprirea sau
continuarea).

5. Nu prescrieti analgezice opioide pentru tratamentul durerii acute sau
cronice lucratorilor care efectueaza munci ce necesitd sigurantd precum conducerea
de vehicule cu motor, stivuitoare, macarale sau alte echipamente grele.

6. Transfuzati masa eritrocitara pentru anemie numai daca hemoglobina este
mai micd decat 7 g/dL, sau pacientul este hemodinamic instabil, sau are co-
morbiditati semnificative cardiovasculare sau respiratorii. Nu transfuzati mai
multe unitati decat este absolut necesar.
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Colentina Clinical Hospital, 19-21 Stefan cel Mare St., 020121 Bucharest, Romania;
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