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• Innovations to prevent and treat disease have led to impressive reductions 
in morbidity and mortality 

• Irrespective of remarkable clinical advances, cutting health care spending 
is the main focus of reform discussions

• Underutilization of high-value care persists across the entire spectrum of 
clinical care leading to poor health outcomes

• Our ability to deliver high-quality health care lags behind the rapid pace of 
scientific innovation

Health Care Costs Are a Top Issue For Purchasers and Policymakers:
Solutions must protect consumers, reward providers and preserve innovation



• Everyone (almost) agrees there is enough money in the US health care 
system; we just spend it on the wrong services and in the wrong places

• Moving from a volume‐driven to value‐based system requires a change in 
both how we pay for care and how we engage consumers to seek care  

• The most common patient-facing strategy - consumer cost-sharing – is a 
‘blunt’ instrument, in that patients pay more out of pocket for ALL care 
regardless of clinical value

Moving from the Stone Age to the Space Age:
Change the health care cost discussion from “How much” to “How well”



Health Plan Deductibles have grown more than ten times faster than inflation 
over the last decade



6



Americans Do Not Care About Health Care Costs; 
They Care About What It Costs Them



I can’t believe you had to spend 
a million dollars to show that if 
you make people pay more for 
something, they will buy less of it.

Inspiration (Still)

- Barbara Fendrick (my mother)

Inspiration (Still)



“Blunt” Cost-Sharing Worsens Health Care Disparities

• Cost-sharing worsens disparities and adversely affect health, particularly 
among economically vulnerable individuals and those with chronic 
conditions
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Chernew M. J Gen Intern Med 23(8):1131–6.



10

Alternative to “Blunt” Consumer Cost Sharing:
Value-Based Insurance Design (V-BID) 

• Sets consumer cost-sharing on 
clinical benefit – not price

• Little or no out-of-pocket cost 
for high value care; high cost 
share for low value care

• Successfully implemented by 
hundreds of public and private 
payers

• Bipartisan political support

• Enhances equity



Putting Innovation into Action:
Translating Research into Policy



ACA Sec 2713:  Selected Preventive Services be Provided without Cost-Sharing
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• Receiving an A or B rating from the United States 
Preventive Services Taskforce (USPSTF)

• Immunizations recommended by the Advisory 
Committee on Immunization Practices (ACIP)

• Preventive care and screenings supported by the 
Health Resources and Services Administration 
(HRSA)



COVID-19 Testing and Vaccines Provided without Cost-sharing



• Several outstanding questions remain, but it is possible that this ruling will mean that 
employers will no longer have to provide first-dollar coverage for the 52 services that 
have received an “A” or “B” rating from the U.S. Preventive Services Task Force

• This requirement benefitted almost 152 million people in 2020 and led to increases 
in cancer screening and vaccinations, improved access to contraceptives, and earlier 
detection and treatment of chronic health conditions, including hypertension 
depression, high cholesterol and diabetes.



MEDICARE ADVANTAGE



Medicare Advantage V-BID Model Test:  Expanded Opportunities 

Reduced cost-sharing 
permissible for:
• high-value services
• high-value providers
• enrollees participating in 

disease management or 
related programs

• additional supplemental 
benefits (non-health 
related)

Wellness and Health Care Planning

Advanced care planning

Incentivize better health behaviors

Rewards and Incentives

$600 annual limit

Increase participation

Available for Part D

Telehealth

Service delivery innovations

Augment existing provider networks

Targeting Socioeconomic Status

Low-income subsidy

Improve quality, decrease costs

In 2021, 415 plans covering approximately 4.2 million 
beneficiaries were available in 47 states and Puerto Rico
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HSA-HDHP ReformHSA-HDHP Reform



PREVENTIVE CARE COVERED 
Dollar one

CHRONIC DISEASE CARE
NOT covered until deductible is met

IRS Rules Prohibit Coverage of Chronic Disease Care 
Until HSA-HDHP Deductible is Met





List of Services and Drugs for Certain Chronic Conditions Classified as Preventive Care 

Under Notice 2019-45



SOURCE: Fronstin, Paul, and A. Mark Fendrick, “Employer Uptake of Pre-Deductible Coverage for Preventive Services in HSA-Eligible Health Plans,” 
EBRI Issue Brief, no. 542 (October 14, 2021).

Percentage of Employers Who Expanded Pre-Deductible Coverage in HSA-Eligible 
Health Plan for Preventive Services Allowed Under IRS Rule 2019-45



Chronic Disease Management Act of 2021



Paying for More Generous Coverage of High Value Care:
Reduce Spending on Low Value Care



Paying for More Generous Coverage of High Value Care:
Reduce Spending on Low Value Care

• Increase premiums – politically not 
feasible

• Raise deductibles and copayments 
– ‘tax on the sick’

• Reduce spending on low value care



Identifying and Measuring Unnecessary Care: 
Milliman Health Waste Calculator 

▪ Uses claims to measure potentially unnecessary services 

▪ Analyze cost savings potential 

▪ Discover ways to enhance equity, improve quality and patient safety

▪ Generate actionable reports and summaries



Low Value Care Worsens Health Care Disparities
Blacks And Hispanics More Likely To Receive Low-Value Care Than Whites

Health Affairs. https://doi.org/10.1377/hlthaff.2016.1416
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Low-value care mitigation represents an opportunity to improve health care quality and 
further health equity, while also controlling unnecessary spending.

▪ The provision of low-value care is associated with emotional, physical, and financial 
harm, which can disproportionately affect people of color.

▪ “Double jeopardy:” minority patients may receive less effective care and more 
ineffective care. 

▪ Annual spending on health care waste is estimated in the hundreds of billions of 
dollars;

– Increasing pressure that health spending imparts on state budgets may make 
states uniquely positioned to act on low-value care.

For Selected Services, Blacks And Hispanics More Likely To Receive Low-Value Care Than Whites | Health Affairs

https://www.healthaffairs.org/doi/10.1377/hlthaff.2016.1416?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%20%200pubmed
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Policy to discourage the structural incentives to provide unnecessary care are less-developed, 
especially compared to incentivizing high-value care.

▪ A major barrier to reducing low-value care has been a 
lack of analytic tools to understand the value of 
patient care in large datasets. 

– Especially tools that can use available data to 
manage the heterogeneity of “value” and create 
actionable insights.

▪ State ACPDs combined with new analytic tools 
creates new opportunities to directly measure low-
value care.

▪ Direct measurement of low-value care across 
payers/lines of business can focus action, compared 
to broad geographical analyses.



30
Four States 2.0
Methods

The paper leverages the Health Waste Calculator to measure low-value care spending and 
utilization in 2019 using Commercial data collected through state APCDs.

▪ LVC was quantified by analyzing 48 clinical 
services deemed as low-value by sources such 
as the United States Preventive Services Task 
Force (USPSTF) and the Choosing Wisely® 
campaign.

▪ Claims from each APCD were run through the 
Milliman MedInsight Health Waste Calculator

– Uses logic from clinical guidelines above to 
classify services as “low-value”, “likely low-
value”, and necessary.

Healthcare Big Data Analytics & Benchmarking Software | MedInsight (milliman.com)April 27, 2023 | Low-Value Care Task Force

https://www.medinsight.milliman.com/en/
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Four States 2.0

April 27, 2023 | Low-Value Care Task Force
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Four States 2.0
Methods

The paper leverages the Health Waste Calculator to measure low-value care spending and 
utilization in 2019 using Commercial data collected through state APCDs.

▪ LVC was quantified by analyzing 48 clinical 
services deemed as low-value by sources such 
as the United States Preventive Services Task 
Force (USPSTF) and the Choosing Wisely® 
campaign.

▪ Claims from each APCD were run through the 
Milliman MedInsight Health Waste Calculator

– Uses logic from clinical guidelines above to 
classify services as “low-value”, “likely low-
value”, and necessary.

Healthcare Big Data Analytics & Benchmarking Software | MedInsight (milliman.com)April 27, 2023 | Low-Value Care Task Force

https://www.medinsight.milliman.com/en/
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Key Findings 
Total LVC Spending and Utilization 

April 27, 2023 | Low-Value Care Task Force
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Key Findings 
Top 10 Services 

April 27, 2023 | Low-Value Care Task Force
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Key Findings 
High Waste Index

April 27, 2023 | Low-Value Care Task Force

▪ The waste index is 
calculated by dividing the 
number of low-value 
instances for a specific 
service by the total 
number of times that 
service is delivered. 

▪ Table 6 highlights services 
with greater than 80% 
waste index and greater 
than $1 million total 
spend, in at least 3 of the 4 
states.



36Key Takeaways and Next Steps

April 27, 2023 | Low-Value Care Task Force

Top 10 services account for three-quarters of LVC 
spending with overlap across states.

Patients paid a substantial amount out of pocket –
between 15.1% and 20.7% on the 48 LVC services.

Many services that are both high waste index and high 
spend were “screening tests.”

Overall results consistent with States 1.0 (e.g., variation 
in total waste spending, high OOP costs, spending 
concentrated in a small number of high volume).
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Payer Comparisons: 
Apples to Oranges

• Analyses do not adjust for 
population demographics 
across states, disease 
burden, or clinical practice 
patterns; any comparisons 
across states are not apples 
to apples.

• Comparisons across payer 
types (not present in this 
paper) could be skewed by 
rates and demographics, as 
well

Underestimates 
Aggregate Waste

• Only measured 48 services 
among scope of LVC.

• Accuracy of the tool/data 
(claims) to identify low-
value vs appropriate care 

• Cost of care cascades, 
especially for certain types 
of services

• Out of pocket costs do not 
include other opportunity 
costs for patients 

Missing Data

• Most APCDs do not collect 
data from all payers or all 
people (e.g., uninsured).

• Other missing data from 
claims, e.g., pharmacy 
claims may not include 
dispensing fee.

https://www.ajmc.com/view/stopping-the-flood-reducing-harmful-cascades-of-care

https://www.ajmc.com/view/stopping-the-flood-reducing-harmful-cascades-of-care


38

Moving Forward

April 27, 2023 | Low-Value Care Task Force
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▪ Multi-stakeholder efforts that involve deep, 
regional collaboration

– Smarter Care Virginia

– Washington Health Authority Low-Back Pain 
Implementation Collaborative 

▪ Iterative federal policy 

– Expand MA V-BID Model to include LVC

– Implement ACA Section 4105 

▪ Innovative benefit designs that discourage LVC

– Cost-sharing offsets focused on services 
commonly low-value (V-BID X)

▪ Address Low Value Care through the Health Plan 
RFP Process

“All-payer claims databases can 
help state health care purchasers 
“buy smart,” raise awareness of the 
need for health system change, and 
fuel data-informed policymaking.”





Implement ACA Sec 4105:  
Selected No-Value Preventive Services Shall Not Be Paid For

HHS granted authority to not 
pay for USPSTF ‘D’ Rated 
Services 



Examples of USPSTF Grade D Services

Prostate cancer 
screening > 70 
years

Cervical cancer 
screening > 65 
years

Colon cancer 
screening >85 
years

Cardiovascular 
screening in low 
risk patients

Asymptomatic 
bacteriuria 
screening

COPD 
screening

Vitamin D to prevent 
falls among older 
women



Annual Use and Cost of Seven Grade D Services Among Medicare Enrollees

Total Annual Count: 

31 million 

Total Annual Costs: 

$478 million

Oronce CIA, Fendrick AM, Ladapo J, Sarkisian C, Mafi JN. JGIM 2021.



V-BID X: Expanding Coverage of Essential Clinical Care Without Increasing Premiums 
or Deductibles





V-BID X:  Enhancing Access and Affordability to Essential Clinical Services 
in Addition to COVID-19 Related Care 

TABLE 5 – HIGH AND LOW VALUE 
SERVICES AND DRUG CLASSES



V-BID X:  Enhancing Access and Affordability to Essential Clinical Services 
in Addition to COVID-19 Related Care 





Exchanges Using V-BID X Principles to Enhance Equity

• California

• Colorado

• Maryland

• Massachusetts

• District of Columbia



Address Low Value Care through the RFP Process

1. Indirect mentions in RFP:

“Please describe general coverage policies and, where applicable, use of 
relevant edits and/or prior authorization requirements, for commonly 
overused services.”





Address Low Value Care through the RFP Process

• Pay bonus if LVC < benchmark

• Pay bonus if LVC falls

• Charge penalty if LVC > benchmark

• Do not pay admin cost on top of LVC

• Do not pay 100% fees for LVC

2.  Directly quantifiable LVC measures as part of the RFP



Using APCD to Enhance Access and Affordability to Essential Clinical Services and 
Reduce Low Value Care 

• Expand pre-deductible coverage/reduce consumer cost-sharing on high-
value clinical COVID-19 related care and other essential chronic disease 
services 

• Use APCD to identify, measure and reduce low-value care to pay for 
more generous coverage of high-value care

• Explore opportunities that leverage APCD that increase use of high-
value services and deter low value care



www.vbidcenter.org

@UM_VBID

Discussion

Thank you

http://www.vbidcenter.org/

