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Objectives: 

Discuss the basics of resource stewardship in healthcare 
and understand the critical role of physicians and other 
health care professionals 
Discuss the importance of using resources “appropriately” 
and why Choosing Wisely Manitoba is gaining support 
Learn about the new Provincial Health Organization – 
Shared Health and its role in Provincial Clinical Guidelines 

Where does Choosing Wisely Manitoba, physician leadership and 
resource stewardship fit? 

Engage in discussions to develop opportunities for 
“Choosing Wisely” and reinvesting in improving care 



Resource Stewardship 
• Resource stewardship is the appropriate 

and responsible use of resources to 
achieve high value, effective care. 

• Direct link to both quality and safety: 
–Underuse 
–Misuse 
–Overuse   

1. Royal College of Physicians & Surgeons of Canada 
2. Berwick, DM. 2002.A User’s Manual for the IOM’s ‘Quality Chasm’ Report. Health Affairs. 21(3): 80-90. 



http://www.leadscanada.net/ 
 

http://www.leadscanada.net/




Key Concepts 
• Consideration of justice, efficiency, and effectiveness in 

the allocation of health care resources for optimal 
patient care 

• Allocate health care resources for optimal patient care  
• Apply evidence and management processes to achieve 

cost-appropriate care 
• Mobilizing resources as needed 
• Work with patients to address determinants of health that 

affect them and their access to needed health services 
or resources 

• Evidence-informed decision-making 
• Integrate best available evidence into practice 

 



Undergraduate 
Programs 

Postgraduate 
and Resident 

Programs 

Continuing 
Professional 
Development 

Programs Health System 
Transformation 

Improving Physician Engagement – Developing Physician Leadership 

Physician Engagement and 
Leadership 



Facilitating Change across 
Professional Cultures  

• Any form of change requires a shift of behavior. 
• Professionals tend to resist change, operating 

instead on the premises of internalized norms 
and care strategies, developed through 
professional socialization, training, experience, 
peer culture and organizational structures. 

• The leader must take care to determine which 
tool and which approach are most appropriate to 
the context of the change and the scope and 
breadth of the change. 



"It's amazing what 
can be 
accomplished if 
the leader doesn't 
care who gets the 
credit."  

Mark Twain 

http://www.google.ca/url?url=http://storieperse.net/2012/03/03/mark-twain/&rct=j&frm=1&q=&esrc=s&sa=U&ei=3RT1U-nUOZD_yQSpvYDABQ&ved=0CCsQ9QEwCw&usg=AFQjCNHtoGK3hi8riP0hAKC4jVkxgKsMIA








https://home.kpmg.com/ca/en/home.html


Medical tests and scans done in the 
ER help doctors treat patients, but 
can be very time consuming. It’s 
important that ER doctors agree on 
when these tests are truly needed. 
Healthcare planners could also focus 
on ways to admit patients to hospital 
more quickly once it’s decided that a 
hospital stay is needed. 



Customers Workforce Systems & processes 

28% 
12% 

16% 
9% 

19% 
19% 

25% 
42% 

12% 
19 % 

10+ Yrs 
 
7-9 Yrs 
 
4-6 Yrs 
 
1-3 Yrs 
 
<1 Yr 

Managing in healthcare 
 

 Working in current role 

Experience of front line managers 

203 
92 

400 
692 

21 
16 

80 
72 
75 

125 
25 

0 100 200 300 400 500 600 700

Ambulances (Ground & Air)
EMS stations

Primary care clinics
Pharmacies

Dialysis sites
Community cancer sites

Diagnostic & lab sites
Emergency departments

Hospitals
Personal care homes
First Nation facilities

Facilities 

1,300,000 citizens 

Rural 25% 

Urban 75% 

55,400 employees Complex system with 
$6.0B annual spend 

Statutes and agreements 
    56 Statutes 
100+ Regulations 
  182 Collective agreements 
  250 Service purchase agreements 

Core organizational environment 
            3 Funding Departments  
            8 Health Authorities   
      200+ Delivery & stakeholder organizations 
        187 Bargaining units 
   7,500+ Number of business processes 
      700+ Number of computer systems 
 68,000+ Number of supply chain materials 

       

Jurisdictional partners 
      2 Federal departments  
      9 Cities   
    70 Towns/villages   
  135 Rural municipalities 
    63 First nations communities  

NRHA – 5.7% 

PMH – 12.8% 

SHSS – 
14.7% 

WRHA – 57.1% 

IEHRA – 9.6% 

Population by region 

Rural/urban  

Inuit and other peoples (2,835) 

Metis (78,835) 

First Nations (114,230) 

First Nations  

Elderly (199,865) 

Mental Health (283,552) 

Chronic Conditions (331,828) 

Special care populations 

Workforce  

16 
*Various sources including MHSAL estimates.  Front line manager findings from WRHA 2017.  Actual figures need verification before communication with the public or system stakeholders. 

French as first language  
French (41,365) 

front line managers who do not feel 
adequately trained to use available 
information resources to make 
effective management decisions 

front line managers who do not feel 
proficient with spreadsheet software 

71% 

45% 
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Indicator Canada Manitoba 
Manitoba  
Ranking Year 

Hip Fracture Surgery within 48 Hours 87.5% 96.1% 1/9 2016/2017 

Ambulatory Care Sensitive Conditions 
Hospitalizations 

325 per 
100,000 

301 per 
100,000 2/12 2016/2017 

Medical Patients Readmitted to Hospital 13.7% 12.9% 3/12 (tied) 2016/2017 
Surgical Patients Readmitted to Hospital 6.9% 6.0% 2/12 2016/2017 
Repeat Hospital Stays for Mental Illness 12.1% 9.4% 1/12 2016/2017 
          
Inpatient Average Length of Stay 7.0 days 9.6 days 12/12 2016/2017 

ED Wait Time for Physician Initial Assessment (90th 
percentile) 3.1 hours 5.1 hours* 7/7* 2016/2017 

Total Time Spent in ED for Admitted Patients (90th 
percentile) 32.6 hours 43.5 hours* 7/7* 2016/2017 
Hip or Knee Replacement within 6 Months 71% 47% 9/10 2017/2018 
Cataract Surgery within 112 Days 71% 32% 10/10 2017/2018 
*Note: ED wait time information is only available for the WRHA, and ED rankings include two provinces  (SK and NS) that also do 
not have all facilities submitting 
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Source: Canadian Institute for Health Information 

 





Doing the Right Thing… 

…isn’t supposed to be easy!!! 

Do the right thing… 
  …at the right time…  
   …for the right reason 

 

the patient! 



Where is the real value for money? 
3-Year decreasing savings trend 





Shaping the Future… 

• “Provincial planning will enable strategic decisions to be made across 
the entire health system, enabling long-term planning around 
education, staffing and recruitment and retention efforts, as well as 
investments in the supply chain, equipment and infrastructure,” 

• “Best practices from across Canada and around the globe, combined 
with the experience and knowledge of Manitoba’s own clinical leaders, 
will ensure we are able to adapt to changing population needs and 
prioritize resources to ensure safe, accessible and consistent care for 
all Manitobans.” 
 

Shared Health’s Mission 
To build an accessible and integrated health system that coordinates consistent and 
reliable care (QUALITY), capitalizes on talent and expertise across the province, 
demonstrates positive outcomes (OUTCOMES) and focuses shared resources 
(COST)to effectively serve the health needs of Manitobans. 
 

 



• The primary barrier will be 
resistance to practice change. 

• The biggest challenge will be 
communicating evidence-based, 
best-practices and following-
through on uptake and adoption 
in regular clinical practice 



Engaging Physicians More in 
Systems Transformation  

• Physicians are the key to any future 
renewal of the health sector in Canada. 

• For physician engagement to occur, 
physicians need to be invited and to show 
up to meetings and other events, and to 
volunteer for projects. 

• Physicians need to be trained to become 
leaders in our health care system. 



We need to change the 
conversation 

• 62% of Canadians agree that there is a significant 
amount of unnecessary care in the health care 
system 

• 92% of Canadians believe patients need more 
support to know which services are really necessary 
for their health 

• 68% of Canadian family physicians agree that 
more tools are needed to help them make decisions 
about which services are inappropriate for their 
patients 



Thommasen, A., Clement, F., Kinniburgh, David W., et al. Canadian family physician knowledge and 
attitudes toward laboratory utilization management, Clin Biochem, 2015 (49): 4-7. 

Summary of Alberta family physicians 
perceptions of various types of lab testing 

practices as a percentage of all tests ordered. 
ŧError bars indicate standard deviation. 



Choosing Wisely aims to promote conversations 
between clinicians and patients by helping patients 
choose care that is: 

– Supported by evidence 
– Not duplicative of other tests or procedures already 

received 
– Free from harm 
– Truly necessary 

 
http://www.choosingwisely.org/ 
http://www.abimfoundation.org/ 

 

http://www.choosingwisely.org/
http://www.choosingwisely.org/
http://www.abimfoundation.org/
http://www.abimfoundation.org/


Choosing Wisely Canada 

A national campaign to help physicians and 
patients engage in conversations about 
improving the appropriate use of diagnostic 
tests, treatments and procedures. 
 
http://www.choosingwiselycanada.org/ 
 

http://www.choosingwiselycanada.org/




What is Choosing Wisely Manitoba? 

Providing quality care: 
doing the right thing for Manitobans and delivering value for money 



We can embrace the opportunity to continue 
our own education, prepare ourselves for the 
future, review our services, and lead our own 
practice and system change  

OR 
We can react to changes that will occur and 

allow others to lead the change in our 
business and profession, and be victims of 
those changes to our careers and personal 
lives. 





Creating Ripples – Avoiding Waves 
Data; Evidence; Debate 









 
Don’t order multiple tests in the initial evaluation of a patient with 
suspected non-neoplastic thyroid disease. Order thyroid-
stimulating hormone (TSH), and if abnormal, follow up with additional 
evaluation or treatment depending on the findings. 
The TSH test can detect subclinical thyroid disease in patients without symptoms of thyroid dysfunction. A TSH value within the 
reference interval excludes the majority of cases of primary overt thyroid disease. If the TSH is abnormal, confirm the diagnosis with free 
thyroxine (T4). 
 



Cortisol-Random
5,906

 $38,448.06

Free T3
37,686

 $278,876.40

Free T4
87,257

 $334,194.31

TSH
197,094

 $1,283,081.94

High Volume Hormones (2016) 
 Test Volumes: 327,943 Test Costs: $1,934,600.71 



 
 
Don’t routinely order a thyroid ultrasound in patients with 
abnormal thyroid function tests unless there is a palpable 
abnormality of the thyroid gland. 
Thyroid ultrasound is used to identify and characterize thyroid nodules, and is not part of the routine evaluation of 
abnormal thyroid function tests (over- or underactive thyroid function) unless the patient also has a large goiter or 
a lumpy thyroid. Incidentally discovered thyroid nodules are common. Overzealous use of ultrasound will 
frequently identify nodules, which are unrelated to the abnormal thyroid function, and may divert the clinical 
evaluation to assess the nodules, rather than the thyroid dysfunction. Imaging may be needed in thyrotoxic 
patients; when needed, a thyroid scan, not an ultrasound, is used to assess the etiology of the thyrotoxicosis and 
the possibility of focal autonomy in a thyroid nodule. 
 
Don’t use Free T4 or T3 to screen for hypothyroidism or to 
monitor and adjust levothyroxine (T4) dose in patients with 
known primary hypothyroidism. 
T4 is converted into T3 at the cellular level in virtually all organs. Intracellular T3 levels regulate pituitary secretion 
and blood levels of TSH, as well as the effects of thyroid hormone in multiple organs. Therefore, in most people a 
normal TSH indicates either normal endogenous thyroid function or an adequate T4 replacement dose. TSH only 
becomes unreliable in patients with suspected or known pituitary or hypothalamic disease when TSH cannot 
respond physiologically to altered levels of T4 or T3. 
 
Don’t routinely test for Anti-Thyroid Peroxidase Antibodies 
(anti – TPO). 
Positive anti-TPO titres are not unusual in the ‘normal’ population. Their presence in the context of thyroid disease 
only assists in indicating that the pathogenesis is probably autoimmune. As thyroid autoimmunity is a chronic 
condition, once diagnosed there is rarely a need to re-measure anti-TPO titres. In euthyroid pregnant patients 
deemed at high risk of developing thyroid disease, anti-TPO antibodies may influence the frequency of 
surveillance for hypothyroidism during the pregnancy. It is uncommon that measurement of anti-TPO antibodies 
influences patient management. 



 
 
Don’t use nuclear medicine thyroid scans to evaluate thyroid nodules in 
patients with normal thyroid gland function. 
Nuclear medicine thyroid scanning does not conclusively determine whether thyroid nodules are benign or malignant.  
• Cold nodules on thyroid scans will still require biopsy. 
• Nuclear medicine thyroid scans are useful to evaluate the functional status of thyroid nodules in patients who are hyperthyroid. 

 

 Don’t use nuclear medicine thyroid scans to evaluate 
thyroid nodules in patients with normal thyroid gland 
function. 
Nuclear medicine thyroid scanning does not conclusively determine whether thyroid nodules are benign or 
malignant; cold nodules on thyroid scans will still require biopsy. Nuclear medicine thyroid scans are useful to 
evaluate the functional status of thyroid nodules in patients who are hyperthyroid. 



• Testosterone 
• Aldosterone 
• Cortisol 
• 18-Hydroxycortisol 
• DHEA-S 
• Growth hormone (GH),  
• Insulin-like growth factor-1 (IGF-1)  
• Prolactin  
• ACTH 
• Luteinizing hormone (LH),  
• Follicle-stimulating hormone (FSH) 
• CA125 
• Alpha feta protein (AFP) 
• Human chorionic gonadotropin (HCG) 
• Lactate dehydrogenase (LDH) 
• Amylase 
• Lipase 

 

We’re just getting starter…!!! 



Choosing Wisely – Pediatric Laboratory 1-11 
1. Don’t perform screening panels (IgE tests) for food allergies without previous 

consideration of the pertinent medical history. 
2. Don’t routinely do a throat swab when children present with a sore throat if they 

have a cough, rhinitis, or hoarseness as they almost certainly have viral 
pharyngitis. 

3. Don’t order C-reactive protein (CRP) levels in children with suspected appendicitis. 
4. Don’t delay testing for total and conjugated (direct) bilirubin in any newborn with 

persistent jaundice beyond 2 weeks of age.  
5. Don’t perform voiding cystourethrogram (VCUG) routinely in first febrile urinary 

tract infection (UTI) in children aged 2 -24 months. 
6. Avoid the use of surveillance cultures for the screening and treatment of 

asymptomatic bacteriuria. 
7. Don’t perform screening panels for food allergies without previous consideration 

of medical history. 
8. Don’t repeat a confirmed positive ANA in patients with established JIA or systemic 

lupus erythematosus (SLE). 
9. Don’t perform methotrexate toxicity labs more often than every 12 weeks on 

stable doses. 
10.Don’t test for Lyme disease as a cause of musculoskeletal symptoms without an 

exposure history and appropriate exam findings. 
11.Don’t order autoantibody panels unless positive antinuclear antibodies (ANA) and 

evidence of rheumatic disease. 

 



“Everyone thinks of changing the world, but no one 
thinks of changing himself.”                             Leo Tolstoy 

 



Choosing Wisely – Pediatric Imaging 1-10 
1. Don’t image a midline dimple related to the coccyx in an asymptomatic infant or child. 

2. Don’t order a CT to initially investigate macrocephaly (order an ultrasound or MRI).  

3. Don’t use CT scans for routine imaging of children with hydrocephalus. Fast sequence non-
sedated MRIs or ultrasounds provide adequate information to assess patients without exposing 
them to radiation or an anesthetic.  

4. Don’t do routine surveillance imaging for incidentally discovered Chiari I malformation.  

5. Don’t do computed tomography (CT) for the evaluation of suspected appendicitis in children until 
after ultrasound has been considered as an option.  

6. Don’t order CT head scans in adults and children who have suffered minor head injuries (unless 
positive for a validated head injury clinical decision rule).  

7. Don’t order a routine ultrasound for umbilical and/or inguinal hernia.  

8. Don’t do computed tomography (CT) for the evaluation of suspected appendicitis in children until 
after ultrasound has been considered as an option.  

9. Don’t order a routine ultrasound for children with undescended testes.  

10. Don’t routinely use computed tomography (CT) to screen pediatric patients with suspected 
nephrolithiasis. 



Choosing Wisely – Pediatric Practices 1-7 
1. Don’t order orthotics for asymptomatic children with pes planus (flat feet).  

2. Don’t recommend helmets for mild to severe positional flattening.  

3. Don’t miss the opportunity to initiate conversations with patients about whether a 
test, treatment or procedure is necessary. 

4. Don’t automatically initiate continuous electronic fetal heart rate (FHR) monitoring 
during labor for women without risk factors; consider intermittent auscultation 
(IA) first. 

5. Don’t place ear tubes in otherwise healthy children who have had a single episode 
of ear fluid lasting less than 3 months. 

6. Don’t use continuous pulse oximetry routinely in children with acute respiratory 
illness unless they are on supplemental oxygen. 

7. Don’t delay referral for undescended testes beyond 6 months of age.  



Choosing Wisely – Pediatric Prescribing 1-10 
1. Don’t use atypical antipsychotics as a first-line intervention for insomnia in children and 

youth.  
2. Don’t routinely use acid blockers or motility agents for the treatment of gastroesophageal 

reflux in infants. 
3. Don’t administer psychostimulant medications to preschool children with Attention Deficit 

Disorder (ADD), but offer parent-administered behavioural therapy. 
4. Don’t recommend the use of cough and cold remedies in children under six years of age. 
5. Don’t prescribe antibiotics in adults with bronchitis/asthma and children with bronchiolitis. 
6. Don’t use antibiotics in adults and children with uncomplicated sore throats.  
7. Don’t use antibiotics in adults and children with uncomplicated acute otitis media.  
8. Don’t prescribe medication to treat childhood insomnia, which usually arises from parent-

child interactions and responds to behavioral intervention. 
9. Don’t prescribe antibiotics for otitis media in children aged 2-12 years with non-severe 

symptoms where the observation option is reasonable. 

10. Don’t routinely use perioperative antibiotics for elective tonsillectomy in children. 





How do you define Value in 
Healthcare? 

• Safe: Avoiding harm to patients from the care that is intended to 
help them. 

• Effective: Providing services based on scientific knowledge to all 
who could benefit and refraining from providing services to those 
not likely to benefit (avoiding underuse and misuse, respectively). 

• Patient-centered: Providing care that is respectful of and 
responsive to individual patient preferences, needs, and values 
and ensuring that patient values guide all clinical decisions. 

• Timely: Reducing waits and sometimes harmful delays for both 
those who receive and those who give care. 

• Efficient: Avoiding waste, including waste of equipment, supplies, 
ideas, and energy. 

• Equitable: Providing care that does not vary in quality because of 
personal characteristics such as gender, ethnicity, geographic 
location, and socioeconomic status Institute for Healthcare Improvement 

(IHI) 



We are at cross roads 
• Never a better time to stop doing those things that 

don’t add clinical value 
• Never a better time to develop evidence based 

guidelines and lead the way  
• Never a better time to save healthcare money while 

improving care 
• Never had so much buy in from providers 
• Choosing Wisely Manitoba – more support and 

ideas than resources to execute 
• Collaboration – working together to lead our own 

practice changes 





Clinician Role Conflict 
• Am I doing my best for each and 

every patient? 
 

• Am I ensuring sustainable 
resources to serve all patients 
across the system? 

 

Are we adding clinical value? 
How are we improving patient outcomes? 

Engaging physicians is a key component to health system transformation in Manitoba. 

Beyond Change Management: 
Changing Culture - Changing Outcomes 



Clinical Practice Change 
• Establishing a standard 

to communicate 
Clinical Practice 
Changes 

• Awareness and 
Information 

• Evidence and Data 
• Performance, Audit, 

and Review 
• Reinforce and ? 
 





Vitamin D Testing  
 

• 2015 volumes are estimated 
• Vitamin D testing has increased by approx. 1,000% since 2006 
• Approx. $800,000 annually on unnecessary Vit D tests   

 -
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 40,000
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 60,000

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Vitamin D Testing 

2016 



Preoperative Diagnostic testing  
 

62%

• 4 tests account for 62% of the dollars spent on tests not indicated 
and ordered  

Test Name 
$ / individual 
test 

Test Not 
indictated 
and Ordered 

Test Not 
indictated and 
Ordered 
(Phase 3 audit)

Test Not 
indictated and 
Ordered 
(annual 
estimate)

Annual $ 
Estimate % of $

Chest X Ray 28.55$           66 1,884.30$          15,619               445,916.11$      21%
Liver Function Tests 24.30$           58 1,409.40$          13,726               333,531.90$      15%
ECG 22.15$           56 1,240.40$          13,252               293,538.36$      14%
Electrolytes 19.00$           62 1,178.00$          14,672               278,771.52$      13%
TSH 19.30$           30 579.00$              7,099                 137,019.28$      6%
PTT 9.12$              62 565.44$              14,672               133,810.33$      6%
Creatinine 8.65$              63 544.95$              14,909               128,961.41$      6%
INR 6.45$              73 470.85$              17,275               111,425.78$      5%
Glucose 4.95$              88 435.60$              20,825               103,083.93$      5%
CBC 5.95$              73 434.35$              17,275               102,788.12$      5%
Iron indices 16.15$           20 323.00$              4,733                 76,437.35$         4%
Urinalysis 4.90$              25 122.50$              5,916                 28,989.40$         1%
Total 676                 9,187.79$          159,974            2,174,273.49$   100%



The results – Cataracts    

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

Audit 1 Nov 2010 Audit 2 Sept 2011 Audit 3 May 2013 Audit 4 Nov 2014 Audit 5 Aug 2015 Audit 6 Mar 2016

% of Cataract patients with tests ordered when not indicated 



Initiative Benefits 
Clinical Value* Wait Times** Financial ($)*** 

Cancer Wait Times/Delays: 
– Breast: Direct Referral 
– Breast: Pathology 
– Colorectal: Pathology 
– Lung: Pathology 
– Gyne-Cervical: Pathology 

Immunology: 
Hematology: 

– Coagulation: 
– Bone Marrow Collections and processing 

(rural) 
– Hematology: 
– ESR: tube change 
– Coag: tube change 
– Cellavision: automated cell morphology and 

differential 

Transfusion Medicine: 
– Decreased blood and blood product 

wastage 
– Trace Line reduced Crossmatch to 

Transfused ratio from 2.3 to 1.1 
– Trace Line reduced TAT 

Chemistry: 
– Vitamin D Testing 
– Serum Protein Analyzer (new 

technology) 

Preoperative Diagnostics: 
– Cervical Cancer Screening (Liquid 

Based Cytology vs PAP smears) 

Microbiology: 
– MALDI-TOF: automated culturing 

and identification 
– Mycobacteriology Testing 

Standardization 

Pathology: 
– Tissues for Disposal 
– Cytotechnology 



Pathology 

• Hip & Knee Pathology - 
Tissues for Disposal 

• Hospitals’ Act 
• Products of Conception 
• Specimens for 

Peripheral Vascular 
Disease 

• “Made in Manitoba” 
Provincial Standards for 
Tissue Disposal 

• 98% reduction (<5 
cases/month) within 1 year 

• 78% reduction 
• 63% reduction 
• 90% reduction in pathologist 

microscopic examination 
 

• ??? 





What is your favourite CW recommendation? 
What is your appropriateness (inappropriate) 

pet peeve? 

Become a Clinical Champion 

What will be 
your scholarly 

project? 







VBHC: the CQO Movement 

• Cost: how value relates to the cost of services, products, supplies 
• Quality: how value relates to the quality of patient care, the services 

provided, and the patient experience  
• Outcomes: how value relates to improving patient outcomes (e.g. 

satisfaction, mobility, QALY, readmissions, “never events,” etc.) 
 

It is important to consider these relationships together rather than 
in separate silos.  

 

Value Based Health Care 
Value-based care is simply the idea of improving quality and outcomes 
for patients. Reaching this goal is based on a set of changes in the ways 
a patient receives care. Overall wellness, quality of care, and preventive 
screenings all are key to bringing about better outcomes. 



Total cost of “ownership”   
(full service costs) 

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwicnu2Lk7rXAhVE3IMKHZ6IB8UQjRwIBw&url=https://www.thebump.com/a/cloth-diapers-vs-disposable&psig=AOvVaw1zuefRM_eEM09-zr7-2txp&ust=1510614329032842


https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjBouWgkrrXAhVi64MKHfpLC84QjRwIBw&url=https://www.healthcatalyst.com/5-reasons-practice-evidence-based-medicine-is-hot-topic&psig=AOvVaw0gUI0LiJmg2foyKYzYZ853&ust=1510613943389425


Value Based Procurement 

1. Procure a solution NOT a product 
2. Focus on value and measurable outcomes, 

defined well beyond cost parameters and 
traditional procurement practices 

3. Adhere to principles of Fair, Accountable, 
Transparent (competitive) 

4. Make strategy drive innovation procurement 
 

Dr Anne Snowden, Alberta Innovates  





It’s complicated and confusing… 

“All you really need to know for 
the moment is that the 
universe is a lot more 
complicated than you might 
think, even if you start from a 
position of thinking it's pretty 
damn complicated in the first 
place.”  



FOR MORE INFORMATION AND SUPPORT 

 

Choosing Wisely Regional Networks: 

Coast-to-Coast 

www.ChoosingWiselyManitoba.ca 

admin@choosingwiselymanitoba.ca 

http://www.choosingwiselymanitoba.ca/
mailto:admin@choosingwiselymanitoba.ca
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