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ABSTRACT

BACKGROUND: Overuse and underuse of healthcare services
occure within population, organizations and even patients around
the world. Producing a balance between these two can increase
efficiency, service quality and patient satisfaction. It also decrease
extra costs. The aim of this study was to identify forces for change
and forces against change for generating balance between overuse
and underuse to achieve right care.

METHODS: This study was conducted in five steps: 1) describe
our plan or proposal for change; 2) identify forces for change; 3)
identify forces against change; 4) assign forces; and 5) analyze and
apply. We used purposive sampling strategy. The number of
participants in the expert panel were eight. Each participant signed
informed consent form before starting the study (Ethical code:
IR.TBZMED.REC.1396.908).

RESULTS: The driving factors for balancing overuse and
underuse were education, preparing clinical guideline and
standard protocols, resource allocation, using evidence-based
medicine, evidence-based management and evidence-informed
policy making approaches and social prescribing. The restraining
factors for balancing overuse and underuse were conflict of
interest issues, payment systems, paternalism and medicalization,
patients and physicians’ side problems and culture of consumerism
in the community. The total scores for and against change were 14
and 17, respectively.

CONCLUSION: It seems that the emphasis on education and
training in this field is essential for physicians, patients and all
people in the community. Also, making reforms in payment systems
and changing the rules and regulations in this area could be major
drivers.

KEYWORDS: Overuse, Underuse, Healthcare services, Force
Field Theory, Iran
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INTRODUCTION

Sustainable financing and patient safety have
always been one of the most important issues of
all health systems around the world (1). Achieving
universal health coverage (UHC) without utilizing
sustainable resources or improving the quality of
health care is very difficult (2). The overuse and
underuse of healthcare services are two important
topics which hamper achievement of this issue (3).
According to Elshaug et al., overuse is “provision
of a service that is unlikely to increase the quality
or quantity of life, that poses more harm than
benefit, or that patients who were fully informed
of its potential benefits and harms would not have
wanted”, and underuse is “failure to deliver a
service that is likely to improve the quality or
quantity of life, that represents good value for
money, and that patients who were fully informed
of its potential benefits and harms would have
wanted” (4). These two have been seen seperately
or together with most healthcare systems, and
cause malfunctions in these systems (5).
Moreover, these can be initiated by a physician,
patient or their family, healthcare system and even
the community (6,7).

Given the global interest in optimizing health
service delivery, as reflected in the UHC, attention
to these two issues has also been highlighted (8,9).
Therefore, recognizing the services that become
overuse and underuse are of great importance in
establishing future preventive ways to reduce
these issues and can move countries towards high-
value care.

We used force-field analysis to do this study
because this is a structured decision-making
technique for making difficult or challenging
decisions (10). It is an effective tool that improves
the quality of our decisions and increases our
chances of success (11). This technique was
created by Kurt Lewin in the 1940s. He designed
this technique based on the idea that situations are
maintained by equilibrium between forces for
change (driving forces) and forces against change
(restraining forces), and that change will occur
when the restraining forces become weak or
driving forces become strong (12,13). This model
has been studied extensively in some sections of

the health system- such as collaborative evaluation
in promoting evidence-based medicine (14),
change management in hospital setting (15),
physicians'  resistance = toward  healthcare
information technology (16) and implementing a
nursing information system (17)-and achieved
good results.

Iran is a country placed in the Middle East
and the Eastern Mediterranean Region (EMR) of
WHO. The Ministry of Health and Medical
Education (MOHME) is responsible for providing
public healthcare services and education of the
community (18). The MOHME delegates its
implementation to medical universities across the
country. Public healthcare services are provided
through a nationwide network (19). However, this
kind of primary health system has been praised in
the world, but there are many examples of
injustice, overuse and underuse of services (8).
Head CT scanning in mild head injuries,
polypharmacy and drug-drug interaction in
physician's prescription, antibiotic for upper
respiratory tract infections, cesarean section, MRI
for knee and low back pain can be considered as
reported examples of overuse and underuse in the
Iranian health system (20-23).

Given the above-mentioned cases, the aim of
this study was to identify driving forces and
restraining forces in favor of generating balance or
change between overuse and underuse to achieve
right care.

METHODS

This study was conducted in five steps: 1) describe
our plan or proposal for change; 2) identify forces
for change; 3) identify forces against change; 4)
assign forces; and 5) analyze and apply (24,25).

In step one, we defined our goal or vision for
change and wrote it in a box in the middle of the
page. In step two, we thought about the kind of
forces that are driving change. In step three, we
were brainstormed about the forces that resist or
are unfavorable to change. In step four, we scored
each force from 1 (weak) to 5 (strong), according
to the degree of influence each one has on the
plan, and then added up the scores for each side.
We used the bigger arrows for the forces for
change or against change that had a greater
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influence on the change. The score may not
properly balance on either side. As mentioned, we
discussed through a two-round of expert panel and
finalized the primary driving and restraining
forces and then ask participants to scored it
through a 5 score Likert. In the end, the mean
scores for each driving and restraining forces were
calculated.

The estimated number of participants in this
type of study were about 6 to 8§ participants
(26,27). The participants in this study were eight
researchers. The inclusion criteria for the
participants were as follows: at least five years’
experience and expertise, having at least one
article or research project and having a history of
research in this field. We adopted a purposive
sampling strategy for selecting study participants

Table 1: Expert panel participant characteristics

to increase the rigor of the study. Each participant
signed informed consent form before commencing
the study. This study represents a part of the PhD
dissertation and was approved by the Ethics
Committee of Tabriz University of Medical
Sciences (Ethical code:
IR.TBZMED.REC.1396.908).

RESULTS

We finalized the potential driving and restraining
forces for creating change between overuse and
underuse of medical services after two-rounds of
expert panel. The demographic information of
participants in the expert panels is presented in
Table 1. The potential forces for change and
forces against change are shown in Table 2.

Demographics (n=8) Frequency (%)
Gender Female 2 (25)
Male 6 (75)
Organization MOHME 1(12.5)
Research centers 2 (25)
University of Medical Sciences 3(37.5)
Insurance 1(12.5)
National Institute for Health Research 1 (12.5)
Year
Average age 53.2
Average work experience 17.5
Average work experience 12.8

Table 2: Driving and restraining forces balance/change between overuse and underuse

Driving forces or forces for change

Restraining forces or forces against change

Education

Social prescribing

Resource allocation

Preparing clinical guideline and standard protocols
Using evidence based medicine (EBM), evidence
based management (EBmgt) and evidence informed
policy making (EIPM) approaches

Payment systems

Paternalism and medicalization

Patients and physicians’ side problems
Culture of consumerism in the communities
Conflict of interest issues and lack of
commitment and corruption

After the forces were identified, typically scoring
was done on each one, and each of the forces were
fitted according to their strength. The final
framework approved by the participants is shown
in Figure 1. Based on the scoring, education was

the strongest force for change (score=4), and
conflict of interest (COI) and lack of commitment
remained the strongest forces against the change
(score =5). On the other hand, social prescribing
was the weakest force for change (score=1), and
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culture of consumerism in communities was the
weakest force against the change (score=2). The
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combined score for driving forces and restraining
forces was 14 and 17, respectively.
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Figure 1: Force field analysis framework

DISCUSSION

When the overuse and underuse are at their lowest
value, we can attain right use and we will have
high-value care (28). We examined the forces for
change and forces against change to achieve a
balance between overuse and underuse as two
important stimulants of low-value care.

It seems that the most important factors for
balancing and achieving high value care are to
reduce the conflict of interests and increase
commitment along with the increase in education.
Development of training programs requires a lot

[ 17 I

of infrastructures in educational system (29). To
achieve this, we need to transform the present
organizational culture and prepare and develop
appropriate training curriculums and programs.
We need to identify the points in which we have
problems so we can begin effective training
programs (30,31). We must identify the core
competencies of the physicians/doctors and other
staffs, and try to reduce overuse and underuse as
part of it (32). In this regard, designing up-to-date
and evidence-based training programs can be
extremely satisfying. Forthermore, the use of
incentives can be very beneficial and will
accelerate the acceptance of training among all

DOI: http://dx.doi.org/10.4314/ejhs.v29i2.10



Baalncinﬁ Over Use and Under Use... Morteza A. et al. 235

healthcare workers (33). Therefore, we will be
capable to accomplish the goals as quickly as
possible.

COI is one of the common features of all
health systems around the world (34). The health
system has a high potential for COI due to
different stakeholders. Although the ultimate goal
of all health systems is to reach people's health,
different stakeholders are struggling to achieve
their goals and seek their own interests (35,36).
COI can occur in any part of the health system,
from the provision of clinical practice guidelines
to payment systems and monitoring of actions.
COI is one important potential source of bias in
the development of clinical guidelines. Studies
showed that when there is a COI, the primary
interest (health and well-being) are unduly
influenced by a secondary interest (financial or
nonfinancial issues). Secondary interest always
overestimated the benefits and underestimated the
harms, similar to what is happening in overuse and
underuse (37). This can ultimately affect the
performance of the healthcare system, cause
potential harms for patients, distorts the results of
the research, wastes resources inside the system
plus reduces effectiveness, accessibility and
affordability (38).

Paternalism alongside conservative medicine
remains another force against achievement of right
care and values-based care (39,40). Traditionally,
physicians have the most strength in all health
systems in the world which can create a
paternalistic perspective on them. Today, this view
is neglected in many respects because it
challenges the decision-making process between
patients and physicians. It equally affects the
power of choice in patients and contradicts the
principles of medical ethics (41-43). In this regard,
it is necessary to support programs that encourage
participation of the patient and the physician in
decision-making. Focusing on EBM along with
EBmgt and EIPM can assist us to achieve these
collaborative decisions (44-46).

Since the type of payment system is one of
the most imperative factors in the development of
overuse and underuse, making reforms of payment
systems is essential. It seems that designing mixed
payment systems can be appropriate for balancing
between overuse and underuse, but we should note

that the design of any kind of system is primarily
dependent on the context of each health system
(47).

Some strategies, such as social prescription
and attention to social determinant of health,
healthy life style and exercise, can reduce the
demand from the patient. Such acts which can
help to balance the relationship between overuse
and underuse and also help the healthcare systems
to achieve appropriate treatment.

In conclusion, it is an apparent fact that all
health systems are suffering from some kind of
overuse and underuse. Overuse and underuse
represent two fundamental issues which delay the
achieviement of universal health coverage.
Understanding the driving forces for change and
restraining forces against change can help health
policymakers to design suitable programs inside
and outside the healthcare systems. Undoubtly,
each health system can design appropriate
programs by monitoring its status and bring
overuse and underuse to right care. Our
recommendation is that all healthcare systems in
the world must first identify the cases of overuse
and underuse, and then design appropriate plans
for changing them.
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