
Reducing Low-Value Care and Improving Health Care Value

Low-value care, defined as the use of a health service
for which the harms or costs outweigh the benefits, is a
pervasive and enduring problem in the US. Enacting poli-
cies that limit reimbursement for low-value services is an
important step in mitigating such care. For example, Pow-
ers et al1 proposed a framework to identify and priori-
tize policies to govern the de-adoption of low-value care
focused on evidence, eminence, and economics. How-
ever, transitioning to a state of health care delivery that
prioritizes value over volume will require balancing
“top-down” policy prescriptions with a “bottom-up” ap-
proach geared toward affecting local cultural change.
Such an approach involves implementing de-adoption
strategies tailored to address the behavioral and organi-
zational factors that drive the provision of low-value care
within a local health care ecosystem, whether it is an in-
dividual practice or a tertiary referral center.

Low-value care is commonly attributed to fee-for-
service (FFS) payment, which rewards clinicians and
health systems for delivering more, but not better, care.
However, some research has challenged this percep-
tion by demonstrating that overuse exists in non-FFS
health care systems and across insurance types, regard-
less of reimbursement or insurance benefit structure. For
example, in a study based on the globally budgeted
health system of Alberta, Canada, conducted from 2012
to 2015, 30% of 194 068 beneficiaries older than 75
years received at least 1 of 10 low-value services, such
as unnecessary cervical cancer screening or carotid ar-
tery imaging.2 Similarly, in the state of Maryland, a shift
to hospital global budgets in 2014 was not associated
with a reduction in systemic overuse, as measured by an
index of 19 diverse services.3 Within the Veterans Health
Administration, a non-FFS integrated system that also
insulates physicians from malpractice claims, 5% (2583
of 52 889) to 21% (4998 of 22 3776) of veterans under-
went low-value diagnostic testing for several common
medical problems, such as imaging for nonspecific low
back pain and imaging for uncomplicated headaches or
syncope.4 The provision of low-value care when finan-
cial incentives are not present suggests that there are
other motivating forces that contribute to overuse,
driven by a deep-seated perception held by both clini-
cians and patients that more is better.

Health service overuse does not just manifest in the
provision of discrete low-value tests and procedures, but
also as a latent tendency across regions and health sys-
tems. Through the development and validation of the
Johns Hopkins Overuse Index, Segal et al5 character-
ized regional variation in the overarching provision of
low-value services across 13 diagnostic tests, 2 tests for
screening, 1 test for disease monitoring, and 4 proce-
dures. Importantly, regional variation in systemic over-
use persisted over time, suggesting it was related to sys-
tematic differences in care delivery. Moreover, evidence

about physician behavior within vs across different phy-
sician groups suggests that organizational culture influ-
ences patterns of low-value service use.6 Individual or-
ganizations have distinct overuse profiles, with
substantial performance variations that are persistent
over time and are consistent across different types of
low-value services. Such well-documented regional and
facility-level variation in health service overuse further
demonstrates the importance of local cultural and or-
ganizational drivers of overuse that are independent of
economic forces. Efforts to move away from a culture
in which low-value care is a default practice will require
health systems and payers to promote organizational be-
havior change, beginning with purposeful measure-
ment of low-value service use and culminating in the
implementation of policies and interventions tailored to
the unique factors that drive low-value care in local prac-
tices and health care systems. Such de-adoption ap-
proaches should consider the following 4 components.

First, health systems and payers need validated and
readily applicable approaches to measure low-value care
across the spectrum of health services. The direct mea-
surement of low-value care requires researchers to iso-
late and count episodes of care in which patients re-
ceived a test or treatment that was contrary to published
recommendations. The literature includes many fully
specified low-value care measures that use administra-
tive claims to identify the use of low-value services across
several care domains, such as cancer screening, imaging,
diagnostic testing, and surgery. Applying such mea-
sures may provide health systems and payers with ac-
tionable results. For example, overuse measures may be
applied to understand existing patterns of low-value care
delivery at the practice, medical center, health system,
or regional levels. Such data may then be used as a
benchmark to monitor the effectiveness of subse-
quent approaches to reduce the provision of low-value
care. Although claims-based metrics are ubiquitous and
may be readily applied, they often lack the granular de-
tail needed to identify a low-value service in diverse clini-
cal contexts. Additional efforts to validate existing met-
rics for claims-based low-value care and develop new
metrics that integrate electronic health record data will
be critical to refine the detection of low-value care.

Second, health systems and payers require a road-
map to guide de-adoption efforts and develop embed-
ded research agendas in which the measurement of low-
value care becomes a standard component of quality
measurement. To date, most quality improvement ini-
tiatives and pay-for-performance programs have fo-
cused almost exclusively on the underuse of indicated
services. Mitigating low-value care could safely reduce
spending, allowing for the re-allocation of limited re-
sources toward services that maximize population
health. At a local level, what low-value services are most
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prevalent, costly, or harmful? Among those services, how would lo-
cal health system leaders and clinicians prioritize their elimination?
What outcomes should be assessed to determine whether low-
value care has been successfully reduced? Different answers to these
questions would necessitate a variety of approaches to reduce low-
value care. However, because no single intervention is likely to be
sufficient, purposeful experimentation is the only way to deter-
mine the extent to which different strategies can be combined to
increase high-value care and decrease low-value care.

Third, polices and interventions intended to mitigate the deliv-
ery of low-value care must align with the motivations of patients and
clinicians at the time a health service is ordered. Interventions that nar-
rowly focus on the economics or the financial waste that is created
by low-value care ignores potential psychological concerns and physi-
cal harms that these services may cause. These harms can occur from
the overuse event (eg, a complication from a low-value screening co-
lonoscopy in a patient older than 85 years), as well as from the cas-
cade of services that might ensue (eg, additional tests and treat-
ments following a low-value preoperative electrocardiogram for
patients undergoing cataract surgery). Economic approaches to de-
crease low-value care may lead clinicians and patients to conflate
de-adoption efforts with rationing and may help to explain the lim-
ited influence of existing price transparency interventions. Such ap-
proaches also overlook the low-cost high-volume health services that
contribute the most to unnecessary spending.7 Rather than focus-
ing on the financial costs, which are often opaque, purposeful atten-
tion to the tangible harms associated with overuse may increase pa-
tient, clinician, and health system buy-in to reduce low-value care.

Fourth, a bottom-up approach to targeting low-value care ne-
cessitates the development of new interventions that focus on

shared heuristics, cognitive biases, and attitudes. For example, poor
numeracy and framing could lead physicians and patients to sys-
tematically overestimate potential benefits and underestimate po-
tential harms of low-value services. Moreover, a general discom-
fort with uncertainty combined with loss aversion can drive overuse,
because physicians and patients may perceive that it is better to do
something rather than nothing. These examples highlight implicit
cognitive errors rather than extrinsically motivated overuse deci-
sions. Fortunately, the very cognitive biases that may drive low-
value care can be used to counteract provision of this care. Be-
cause medical decision-making increasingly occurs in digital
environments, leveraging the electronic health record in a way that
is acceptable to clinicians may form the basis of behaviorally in-
formed interventions that may help to combat the compulsion to
“do more.” Such interventions might include default options, ac-
countable justification alerts, or peer comparison. For example, a ran-
domized clinical trial demonstrated that a purposefully designed de-
fault option reduced unnecessary daily imaging during palliative
radiotherapy by more than half.8

Although it makes sense to move away from FFS medicine via
top-down payment reforms, bottom-up local initiatives may be
equally important to address the behavioral drivers of low-value care.
Key to these efforts will be the reliable measurement of low-value
care; incorporation of low-value care as a component of perfor-
mance measurement; and the implementation of interventions that
align with the motivations of patients, clinicians, and health care or-
ganizations. When top-down initiatives are met with an equally
robust bottom-up response, the US health care system will be well-
positioned to reduce low-value care and make considerable strides
in improving health care value.
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