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T he delivery of low-value care poses a major challenge 

for the US health care system, leading to patient harm, 

worsening disparities, wasteful spending, and the potential 

substitution for investments in high-value care.1 The onset of the 

COVID-19 pandemic in early 2020 led to a significant reduction 

of both high-value and low-value care. This once-in-a-century 

disruption that nearly shut down all elective medical care provided 

an unprecedented opportunity to restructure and align provider- 

and consumer-facing incentives with the value of care delivered, 

reallocating more resources to high-value, underutilized services 

and decreasing utilization of low-value care.2 In this issue of The 

American Journal of Managed Care®, Shahzad and colleagues report 

that this silver lining of the pandemic may have been partially 

achieved.3 After the use of select high-value and low-value services 

declined to 53.2% and 56.2% of baseline, respectively, at their April 

2020 nadir, by 2021 the high-value services rebounded faster and 

more completely than low-value services on average, suggesting 

that high-value services may have been prioritized in the recovery. 

However, only a small number of services were studied, and 

substantial heterogeneity in the recovery rates was reported, in that 

some low-value services rebounded quickly and some high-value 

services failed to reattain prepandemic levels.

The lack of a consistent relationship between value and decision-

making by both patients and clinicians during the pandemic showed 

that there is substantial room for improvement in the attention 

given to health care spending efficiency. The authors noted that 

yet-to-be-implemented targeted interventions are needed to 

achieve a far-reaching and lasting reduction of low-value care. As 

a drastically different delivery system continues its transformation 

post pandemic, there is still time for policy makers, health plans, 

and providers to take advantage of this unprecedented opportunity.

Economic theory suggests that underconsumption of high-value 

care and overconsumption of low-value care are due to misperceptions 

of clinical benefit, which distort both demand and supply of these 

services.4 Although benefit design can align patient cost sharing with 

value (eg, value-based insurance design [VBID]), provider-facing 

initiatives (eg, accountable care organizations, episode-based 

payments) are the levers most likely to better align the delivery of 

services with clinical benefit. Additionally, payers can influence 

providers to promote an aggressive resumption of high-value care 

(to levels higher than prepandemic) balanced with prudent frugality 

that avoids resumption of wasteful low-value services.

To reach these goals, providers must be increasingly held account-

able for reducing the use of low-value care, the same way they are 

currently rewarded for the delivery of high-value services. Tools such 

as clinical decision support, provider education, and performance 

feedback can be used in concert with alternative payment models 

to effectively contribute to reduced use of low-value care.5

One specific step forward would be to redesign employers’ 

requests for proposals (RFPs) to include language that provides 

incentives for plans and clinicians to reduce low-value care. 

Although some RFPs currently request a description of activities 

designed to address low-value care, it is rare that these actions are 

directly tied to payment. One exception to this is a recent TRICARE 

RFP, in which capitation levels depend on achieving low-value 

care targets.6 Similar arrangements, with an emphasis on shared 

savings between plans and providers when low-value care is 

reduced, should be expanded.

Another approach to address low-value care would be to build 

on the foundational work of the Choosing Wisely campaign, which 

drew upon medical professionalism to trigger conversations 

between patients and clinicians about potentially overused services. 

The publication and dissemination of more than 600 clinician-

authored recommendations were the impetus behind hundreds 

of implementations to reduce low-value care, providing insight 

on how best to move the field forward.7

Moving forward, efforts to reduce low-value care should (1) focus 

on services for which the evidence showing a lack of clinical benefit 

is not controversial; (2) avoid services with high levels of patient-

driven demand (eg, antibiotics for upper respiratory infection); 

and (3) emphasize services with low clinical nuance, meaning 

that they are typically provided in low-value clinical settings (eg, 

population-based screening for Vitamin D levels). A good place to 

start is the set of D-rated services from the US Preventive Services 
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Task Force. A recent study reported that 7 grade-D services were 

utilized more than 30 million times by Medicare beneficiaries each 

year, at an annual cost approaching $500 million.8

As we reset post pandemic, providers and payers are in an 

excellent position to develop, implement, and evaluate policies 

that serve public interests first and foremost.9,10 In addition to 

the aforementioned accountability programs for providers, plans 

should also experiment with more widespread rollout of VBID, 

as has been emphasized in guidelines from CMS.11 This is also an 

excellent opportunity to test more nuanced designs of VBID, such 

as value-based high-deductible health plans12 and personalized 

benefit design.

Value-driven policies should emphasize advances in equity 

and in generating and using patient-centered outcomes data to 

determine which clinical services should be encouraged (and 

discouraged) based on specific clinical scenarios. As most agree 

that there is more than enough money in the US health care system, 

the postpandemic period is an ideal time to prioritize a reallocation 

of health care expenditures driven primarily by individual and 

population health gains. n

Author Affiliations: The Comparative Health Outcomes, Policy, and Economics 
(CHOICE) Institute, University of Washington (DB), Seattle, WA; Center for Value-
Based Insurance Design, University of Michigan (AMF), Ann Arbor, MI.

Source of Funding: None.

Author Disclosures: Dr Barthold reports receiving a research starter grant from the 
PhRMA Foundation. Dr Fendrick reports consulting fees from AbbVie, Bayer, Centivo, 
Covered California, Emblem Health, Exact Sciences, GRAIL, Harvard University, 
Health & Wellness Innovations, Health at Scale Technologies, HealthCorum, Hygieia, 
MedZed, Merck, Mother Goose Health, Phathom Pharmaceuticals, Sempre Health, 
Silverfern Health, State of Minnesota, Teledoc Health, US Department of Defense, 
Virginia Center for Health Innovation, Wellth, Wildflower Health, Yale–New Haven 
Health System, and Zansors; research support from the Agency for Healthcare 
Research and Quality, Arnold Ventures, Boehringer Ingelheim, Gary and Mary 

West Health Policy Center, National Pharmaceutical Council, Patient-Centered 
Outcomes Research Institute, PhRMA, Robert Wood Johnson Foundation, and 
State of Michigan/CMS; and serving as co–editor in chief of The American Journal 
of Managed Care®, member of the Medicare Evidence Development & Coverage 
Advisory Committee, and partner of V-BID Health, LLC. 

Authorship Information: Concept and design (DB, AMF); drafting of the 
manuscript (DB, AMF); critical revision of the manuscript for important intel-
lectual content (DB, AMF); administrative, technical, or logistic support (DB); 
and supervision (AMF). 

Address Correspondence to: Douglas Barthold, PhD, University of Washington, 
1959 Pacific Ave NE, Box 357630, Seattle, WA 98195. Email: barthold@uw.edu.

REFERENCES
1. Mafi JN, Parchman M. Low-value care: an intractable global problem with no quick fix. BMJ Qual Saf. 
2018;27(5):333-336. doi:10.1136/bmjqs-2017-007477
2. Kim DD, Ollendorf DA, Neumann PJ, Fendrick AM. Crisis into opportunity: can COVID-19 help set a path to 
improved health care efficiency? Am J Manag Care. 2020;26(9):369-370. doi:10.37765/ajmc.2020.88412
3. Shahzad M, Song Z, Chernew ME, Fendrick AM. Changes in use of low-value services during the COVID-19 
pandemic. Am J Manag Care. Published online April 22, 2022. doi:10.37765/ajmc.2022.89031
4. Baicker K, Mullainathan S, Schwartzstein J. Behavioral hazard in health insurance. Q J Econ. 
2015;130(4):1623-1667. doi:10.1093/qje/qjv029
5. Colla CH, Mainor AJ, Hargreaves C, Sequist T, Morden N. Interventions aimed at reducing use of low-value 
health services: a systematic review. Med Care Res Rev. 2017;74(5):507-550. doi:10.1177/1077558716656970
6. TRICARE reimbursement manual 6010.64-M, April 2021: alternate payment models (APMs): chapter 18, 
section 2: low-value care (LVC) medical interventions. Health.mil. April 6, 2021. Accessed May 10, 2022. 
https://manuals.health.mil/pages/DisplayManualHtmlFile/2021-04-06/AsOf/TRT5/C18S2.html
7. Cliff BQ, Avanceña ALV, Hirth RA, Lee SYD. The impact of Choosing Wisely interventions on low-value 
medical services: a systematic review. Milbank Q. 2021;99(4):1024-1058. doi:10.1111/1468-0009.12531
8. Oronce CIA, Fendrick AM, Ladapo JA, Sarkisian C, Mafi JN. The utilization and costs of grade D USPSTF 
services in Medicare, 2007-2016. J Gen Intern Med. 2021;36(12):3711-3718. doi:10.1007/s11606-021-06784-8
9. Bryan AF, Tsai TC. Health insurance profitability during the COVID-19 pandemic. Ann Surg. 
2021;273(3):e88-e90. doi:10.1097/SLA.0000000000004696
10. Plott CF, Kachalia AB, Sharfstein JM. Unexpected health insurance profits and the COVID-19 crisis. JAMA. 
2020;324(17):1713-1714. doi:10.1001/jama.2020.19925
11. CMS, HHS. Patient Protection and Affordable Care Act; HHS notice of benefit and payment parameters for 
2021; notice requirement for non-federal governmental plans. Fed Regist. 2020;85(94):29164-29262.
12. Barthold D, Basu A. A scalpel instead of a sledgehammer: the potential of value-based deductible 
exemptions in high-deductible health plans. Health Affairs Forefront. June 18, 2020. Accessed May 10, 2022. 
https://www.healthaffairs.org/do/10.1377/forefront.20200615.238552 

Visit ajmc.com/link/89257 to download PDF


