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Swimming against the Current — What Might Work to Reduce

Low-Value Care?
Carrie H. Colla, Ph.D.

fforts to reduce overuse of

health care services run
counter to the dominant finan-
cial incentives in our fee-for-ser-
vice system, challenge the cul-
tural assumption that more is
better, and raise concerns about
stinting on necessary care. Given
the evidence that as much as one
third of U.S. health care spend-
ing is wasteful, however, health
care organizations are now em-
bracing explicit consideration of
value and turning their attention
to overuse. Reducing overuse
could theoretically improve qual-
ity while slowing spending
growth. But we need to deter-
mine whether current policy tools
— which were designed to ad-
dress underuse — will work to
reduce overuse.

Public acceptance of a role for
policy in reducing the use of low-
value care in the United States is
tenuous but increasing with grow-
ing awareness of the burden that
health care spending places on
federal and state budgets and
with patients’ increasing expo-
sure to health care costs. Many
policy levers might improve the
value of care (see table), but all
have their limitations. In recent
years, the American Board of
Internal Medicine Foundation’s
Choosing Wisely program, the
U.S. Preventive Services Task
Force, and the National Quality
Forum have advanced the dia-
logue about low-value care by
identifying services that deserve
that label. Low-value care can be
defined in terms of net benefit, a
function of the expected (though
uncertain) benefit and cost for
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an individual or group, and is as-
sessed relative to alternatives, in-
cluding no treatment. This label-
ing introduces the opportunity to
target such care with tools aimed
at reducing its use. So how can
we effectively use policy to sup-
port physicians and patients in
making appropriate decisions re-
garding low-value care?

Demand-side interventions —
targeting patients — principally
include financial incentives and
education. Increasing patient cost
sharing is a blunt instrument: re-
search shows that it can reduce
use of both low- and high-value
care, which suggests that patients
do not have the information or
skill required to differentiate be-
tween the two. Patient cost shar-
ing in commercial insurance has
been increasing, but it can di-
minish use of low-value care in a
targeted way only if patients are
given enough support to make
good decisions. In contrast to
cost sharing that is undiscriminat-
ing, value-based insurance bene-
fits are designed to communicate
to consumers distinctions between
high- and low-value services. This
benefit structure has been shown
to boost use of effective care
when out-of-pocket costs are low-
ered, but its effect on low-value
care has been measured only in
the domain of prescription-drug
tiers.

Most evidence regarding con-
sumer-education campaigns also
comes from research on under-
use, and findings suggest that
such efforts are weak instruments
for changing patient behavior.
A recent exception was a patient-
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education intervention — includ-
ing a self-assessment component
and educational material sent to
Canadian patients who were
long-term benzodiazepine users
— that reduced overuse of ben-
zodiazepines.! In a similar vein,
the Choosing Wisely campaign
partnered with Consumer Reports
to create educational materials
for patients on low-value care,
presenting accessible informa-
tion on specific services. Patient-
information and decision-aid ap-
proaches are promising, but their
creation and use need to be sup-
ported and studied.

Supply-side interventions —
aimed at health care providers —
hold promise and may be bol-
stered by attention to providers’
role as stewards of health care
resources.? Like demand-side in-
terventions, supply-side financial
interventions to reduce low-value
care can be service-specific (e.g.,
pay for performance and prior
authorization) or population-based
(e.g., risk sharing, in which pro-
viders accept financial responsi-
bility for total costs of care).
There are also information-based
supply-side interventions. Evidence-
based guidelines, for example, can
be promoted through continuing
medical education or practice-
based quality measurement. Prac-
tices are working to embed evi-
dence-based decision support into
electronic health records (EHRS),
and technology companies are
developing handheld-device appli-
cations aimed at reducing low-
value care at the point of clinical
decision making. Unfortunately,
little evidence exists on the effec-

Downloaded from nejm.org by NICOLETTA TORTOL ONE on October 1, 2014. For persona use only. No other uses without permission.

Copyright © 2014 Massachusetts Medical Society. All rights reserved.



WHAT MIGHT WORK TO REDUCE LOW-VALUE CARE?

PERSPECTIVE

9SNJ3AO UO 103)43 wc_p_mwv‘_ 9dUapIAL 9|17

9SNJSA0 U0 10349 Suipiedal 9oUSPIAS 31

M Ul 1S3AUI O} BAIUIDUI [BIDUBULY
3|1!| ! 2431 ‘WiAISAS 3D1AI9S-10}-23)
1apun 3unepdn pue udisap xa|dwod saiinbay

yseppoeq jualjed 421504
Aew {s3D1AI9S 9A1123)43 JO asn adnpal Ae|

Awouoine uempisAyd
saonpal A||enualod ‘ugisap xa|dwod saiinbay

S3DIAJSS JO 195 PajILLI| B UO SND0J MOJIBU
{3482 9A11D9)43 JO SN 9dNPpaJ AeL SUBW
-nJisul un|q ‘quawiainseaw asidaid salinbay

UOIJBUILUASSIP SAI1D9)J9 PUB JUSLIAINSESL
as1daid sauinbai ‘siapinoad asooyd o3
ejep Ay1jenb asn sjuaijed jey) aousapIAG 3131

UOIJBAI}DE pUE
awagdedua juaned pue ‘Aoesanl| yieay
‘Buna8iey uonendod asidaid uo spuadag

ssano.d |eadde ajenbape pue ‘sajes juswiked
Suikien ‘udisap 1yauaq xa|dwod saiinbai
{asnJano uo 12ays Suipiedal aouapias oN

sdno.g s|qesaujna
J10J [njuiiey A|jerualod ‘aied anjeA-mo| pue
SAI1D34)9 U29MIq SJBUILULIDSIP JOU Op Sjudlled

suo)

ssawiopad Jood Suowe A||edadsa ‘sadinies
9AI1329)43 JO 95N anoudwl A|3SSpow 03 umoys

saouanbasuod asianpe

40 {SU 3|13| {S3W0d3N0 Aoidwil pue s3s0d

90NpaJ 03 UMoys ua3q sey skemyied |ediulp Jo
3SN {UOIJUSAIS}UI [BUOIFBINPS UO Spuadap ss320NS

Buidew juanedino jo ssauarerdosdde Suipnjoul
‘s108.e1 aWos 410} @duewIoad anoidwi 01 umoys

9SNJIA0 2UNSEIL 0 A|2)|1| d40W

34 03 uMmoys uaaq aAey juswied pajeded yum

sadioeud ueIsAyd {swisiueydaW J9Y10 JO ASN

[9A3]-19pinoid sadesnodua ‘Awouoine ueldisiyd
saniasald ‘quawainseaw asidald asinbas jou ssoQg

sJainsul 3sow Joj ade|d ul Apeal|e swiaisks

asnJano
4O SWIOJ A]3SOD JO [NjLUIBY JSOW UO SND0J O}
suenisAyd sadeinooua Buiias Auoud 1e aaday3

9SNJaA0 Ssaippe 03 suedIsAyd ajealzow
puE 01 UOIJUSMIE JaYLN) MeIp Aew Buiodai o1jqng

saduanbasuod asianpe Jo

3s1 9131 ‘sauidazelpozuaq JO 9SNIIA0 9ONpaJ 0}

umoys usaq sey uoleonpa jusijed ‘sainpado.d
9AI1039|3 32Npal 0} UMOYS UI3q dABY SPIE UOISIIB]

94ED 3AI103Y43 a8einooua 0} pasn \A___dmmwuujm

9SNIINO JO JUSUDINSEBI [SAS[-DIAIDS
a4inbaJ jou sa0p {asN 21D YI|EaY ||BIDA0 SIDINPIY

soid

(ew8is xi15 ‘uea

3'3) juawanoiduul 10} S|00] pue ‘SHJELIYDUIG

9|qeAsiyde ‘93ueyd 4oy suonsad3ns ‘aed anjea
-MOJ| JO 3SN UO }DBqPa3) Y1m sueidiuld suoddng

ISEINIETo)
94D SNOIDSUOD-}SOD PUE 2JED PISEQ-9DUIPIAS
uo uo1edNpPa JuINUIUOd Yim suemiuld suoddng

piodal
U3[BaY DIUOJID3|3 UILY}IM UOIBLIIO)UI }SOD pue
S3ND 24D PaSEq-22USPIAS Y)IM SueIUlP suoddng

(syuawAed psjpunq

‘uoneyded ‘s3uines paseys “3-3) pasnoul

S350 404 24nsodxa |eIDUBULY JO 9SNEDIQ ‘PAIBAI[P
S3DIAJSS JO AN|BA JapISUOD 0] suapiroid sadeinoduy

anjeA-mo| aq Aew ey
321M3s asn 03 ue|d yijeay wouy [eroidde sasinbay

aJed anjeA
-mo| 3u1dNpal 10} SISNUOQ Y1IM SIDIAISS 348D
Uy3|eay Jo anjeA Japisuod o] siapiroid sadeinoduy

aJed an|eA-mo| uo ejep a|qejieae Apijiqnd y3noays
adwod sajowo.d ‘suemiulpd Jo sjendsoy jo
sa|iyoad anjea suemisAyd 3uliiagai Jo sjuaned sanin

sudredwed uoijeonpa o1qnd

10 ‘sple UoISIDap Jo asn ‘Guiew uoisidap paleys

painionais y3nodya A|qissod ‘anjea ad1AIaSs uo
paseq suoISIDap paluIojul ew o3 sjualied suoddng

2482 9AI1199)49 Sunowioad 3|Iym aJed BN[EA-MO|
Bui8eunodsip ‘Buiieys 150D |enUIAYIP Y3noayy
SI2UINSUOD 0] SDIAIDS JO DN|BA DAI[9J S]EDIUNLULLOD

S350 9DIAJ3S ZI|BUJDIUI O} SISWNSUOD Sadeinodul

uondussaqg

*aleD) aNnjeA-MoT dnpay 03 suonuaAiaiu| apis-A|ddns pue apis-puewaq

y2eqpPa3) UBIDIUID

uoI1BdNPS UBDIUID

o)

uonjewuojuj

poddns uoisidap |eol

Suueysysiy

uolneziioyine Jolid

aouewoiad Joj Aed
SOAIjUDU|

swsiueydaw apis-A[ddng

spJed Jodau Japinoid

uoI1EDNPS JUdIEd

uolnjewioju|

udisap
9DUEBINSUI Paseq-an|eA

Sulieys 1502 juaied
S9AIjUADU|
swis|uBydaLW apis-puewag

£d1j0d pue wsiueyds

1281

N ENGLJ MED 371;14 NEJM.ORG OCTOBER 2, 2014

The New England Journal of Medicine

Downloaded from nejm.org by NICOLETTA TORTOL ONE on October 1, 2014. For persona use only. No other uses without permission.

Copyright © 2014 Massachusetts Medical Society. All rights reserved.



PERSPECTIVE

tiveness of supply-side interven-
tions in reducing low-value care.
An exception is guideline-based
cancer care: the U.S. Oncology
Network, for example, incorpo-
rated its “Pathways” recommen-
dations for lung cancer into an
EHR decision-support system to
promote adherence to standard-
ized care. In eight practices, pa-
tients treated according to the
guidelines had lower drug costs
than other patients and similar
1-year survival.?

Theory suggests that we can
have strong, targeted, service-
level financial incentives only in
cases in which we have precise,
up-to-date measurement. Measure-
ment of low-value care is not yet
robust enough to inform service-
level interventions. In many in-
stances, care is low-value only for
patients with specific character-
istics and preferences; since ser-
vices that have low value for one
patient may have high value for
another, measurement must be
nuanced. Although it’s feasible to
measure some uses of low-value
care by means of EHRs for the
purposes of case review and peer
comparison, this approach has
not yet been broadly linked to
payment incentives. Claims-based
methods may be useful because
they are inexpensive, widely avail-
able, and population-based, but
they’re limited by a lack of de-
tailed clinical information.

Moreover, the deliberate pro-
cess by which quality measures
are developed and deployed may
slow the adoption of emerging
evidence, since technical-panel
deliberations, comment periods,
and dissemination all take time.
This delay can produce a mis-
match between evidence and per-
formance measures — which
suggests that service-level ap-
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proaches for reducing low-value
care may be too rigid. Highly
granular measures may therefore
need to give way to broader qual-
ity measures that are less subject
to the evolution of evidence.

Population-based, supply-side
incentives with outcome moni-
toring may prove to be our best
alternative. They reduce reliance
on blunt payment instruments or
service-level coverage decisions
and performance-based payment.
Such incentives, like those in ac-
countable care contracts, may re-
duce use of low-value care through
partial capitation or shared sav-
ings paired with meaningful out-
come monitoring and broad qual-
ity measurement. Accountable care
contracts encourage physicians to
consider value, since incentives are
explicitly aligned with quality and
cost. In a national survey, 92% of
physicians said they felt respon-
sible for ensuring that patients
avoid unnecessary tests and pro-
cedures, and 58% believed that
physicians were best positioned
to do so. Thus, physicians may be
ready for a stewardship role in an
environment where quality and
payments are aligned.* Although
we have little evidence on wheth-
er accountable care contracts will
affect low-value care, such popu-
lation-based incentive structures
may have the best potential to
promote within-clinic experimen-
tation to find approaches that
increase effective care and reduce
low-value care. Accountable care
contracts should encourage invest-
ment in practice policy setting
and other approaches — patient
decision aids, clinical decision
support, and clinician education
and feedback.

Advances in three areas could
boost the potential of popula-
tion-based incentives to reduce
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low-value care: strengthening of
risk-adjusted outcome measure-
ment; development of new mea-
sures that support reduction of
low-value care, such as measures
of decision quality; and increased
financial support for developing
and disseminating strategies.
Transitioning to a population-
health focus will be complex and
expensive, and available approach-
es require substantial refinement
of existing systems or develop-
ment of new ones. Recently, the
Centers for Medicare and Medic-
aid Services has taken the lead in
these areas; I believe that other
payers also need to support pro-
viders through this transition.>

Current performance in de-
livering effective services re-
flects decades of progress made
through quality-improvement ef-
forts aligned with incentives in-
herent in fee-for-service reimburse-
ment. To address overuse, we now
need to work against the current
of culture and payment models
that still largely reward volume
over value. Accountable care con-
tracts encourage providers to
tackle overuse, but few providers
currently share risk with payers
for substantial numbers of pa-
tients. Providers participating in
accountable care contracts should
prioritize internal strategies for
reducing use of low-value care.

Much work remains, but the
combination of shared risk and
efforts such as Choosing Wisely
may prove catalytic. The combi-
nation of labeling low-value care
and beginning to align incen-
tives with value may present the
most promising near-term oppor-
tunity to accelerate the reduction
of use of low-value care.

Disclosure forms provided by the author
are available with the full text of this arti-
cle at NEJM.org.
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