
Similarities and Differences Between States with Varying Rates of 
Low-Value Care: A Qualitative Review

ExEcutivE Summary

In a qualitative analysis of the common characteristics between states with lower and higher rates of 
low-value care in the privately insured population (from here on referred to as “Low LVC Group” and 
“High LVC Group” states respectively), we find that states in the High LVC Group often had higher 
rates of chronic conditions, more access to multiple health care resources (e.g. providers, specialists, 
facilities), and state policies trying to curb low-value care compared to states in the Low LVC Group.

This work, uses a qualitative methodology and finds support for research that suggests there are 
multiple factors contributing to the prevalence of low-value care, and one key driver may be access. 
The finding that more states in the High LVC Group have higher rates of chronic conditions supports 
the idea that low-value care and high-value care services may be in tandem with one another. Patients 
in need of receiving more overall care for chronic conditions are likely to receive more high-value, 
as well as low-value care. The finding that states in the High LVC Group have more access to multiple 
health care resources supports the conclusions of other researchers that suggest access to health 
care resources (e.g. providers, specialists, facilities),  may have a significant impact on the amount 
of low-value care that is occurring. More dense populations with access to hospitals/providers 
and subsequent use of high intensity services all occur more frequently in states that have higher 
prevalence of low-value care. Finally, the finding that more states in the High LVC Group had public 
policies trying to reduce low-value care (such as refusing to pay for “never events”, and universally 
implementing antibiotic stewardship programs using CDC’s 7 Core Elements) may be a signal that 
there are drivers behind low-value care such as provider practice patterns and patient characteristics 
that are not addressed by existing policies and need to be addressed to reduce low-value care. 

States in the Low LVC Group had smaller populations and were less likely to have densely populated 
areas in their state compared to the High LVC Group. States in the Low LVC Group also have fewer 
top 50 medical schools within their state and are less likely to have clusters of medical schools in their 
state compared to the High LVC Group. The qualitative findings of this study support other evidence 
that access to health care resources may indeed have an impact on the prevalence of low-value care. 
Further quantitative work would help in supporting the qualitative findings of this research. Because 
access to health care may be contributing to the prevalence of low-value care, introducing a “screen 
door” to block out low-value care, while allowing high-value services to pass through has the potential 
to increase the overall value of U.S. health care while cutting costs. Doing so will require disentangling 
low-value and high-value services from each other, while continuing to provide an appropriate level of 
access to health care for patients. 
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Background

In 2017, with funding from The PhRMA Foundation’s Value Assessment Initiative, Altarum and VBID 
Health established the Research Consortium for Health Care Value Assessment (RC-HCVA). (Note: 
further information on the consortium can be found in this Health Affairs blog.) While this consortium 
seeks to bring together research and discussion on value in health care from various perspectives, 
it also conducts small research projects on its own. This paper delivers findings of the third “Quick 
Strike” research project conducted in 2020 under the RC-HCVA. 

A recent study by William Shrank and his colleagues updated estimates of the levels of waste in the 
U.S. health care system. They conservatively found 20-25% of total health care expenditures are likely 
wasteful in the United States, including a portion of which are in the category of low-value care. In a 
country that spends over $3.5 trillion dollars a year on health care, 20-20% amounts to over $800 
billion that is of no value to patients. Understanding where that waste is within the system and why it 
is there can further us down the path to solutions and improving overall value.  

Work of the RC-HCVA in 2019 provided state-level estimates of low-value care, using a commercial 
data set that had representation in all fifty states and Washington DC. (See Figure 1.) In this qualitative 
Quick Strike 3 (QS 3) project, we springboard from those findings to assess the relationships between 
state characteristics and the rate of low-value care by state. The prior findings of the 2019 project 
suggested that nationally in 2015, 17.8% of the commercially insured population received at least 1 
of the 20 low-value care services assessed, resulting in over $5.5 billion spent by commercial payers 
on services that were of little to no value. There was a wide range of low-value care prevalence rates 
across the U.S. with rates for these low-value care services from 10% - 22.2%. In this work, we examine 
a subset of 24 highly represented states in our dataset, to better understand the patterns of several 
different predictive and characterizing variables among these states. 

currEnt ProjEct

The RC-HCVA has focused its efforts on the measurement of both low-value and high-value care. This 
has included completion of prior quick strike research projects. In 2018, we examined the prevalence 
and cost of 5 low-value care services and 5 high-value care services using claims data from 2014 
through 2016 from a large commercial insurer. In 2019, we used the same dataset, expanded the 
low value care services to 20, and created state level estimates of those selected low-value care 
services. This third quick strike project used a qualitative methodology to identify the similarities and 
differences in several variables at the state level to better understand patterns that may exist in states 
with lower low-value care rates compared to those with higher low-value care rates. 

RESEARCH BRIEF NO. 3 • FEBRUARY 2021 PAGE 2

RESEARCH CONSORTIUM FOR HEALTH CARE VALUE ASSESSMENT

https://www.hcvalueassessment.org/application/files/5615/8050/0804/Research_Consortium_Research_Brief_No._2.pdf
http://www.phrmafoundation.org/2018-awards/value-assessment-initiative/
http://www.phrmafoundation.org/2018-awards/value-assessment-initiative/
http://www.phrmafoundation.org/2018-awards/value-assessment-initiative/
https://www.hcvalueassessment.org/application/files/5615/8050/0804/Research_Consortium_Research_Brief_No._2.pdf
https://www.hcvalueassessment.org/application/files/5615/8050/0804/Research_Consortium_Research_Brief_No._2.pdf
http://www.phrmafoundation.org/2018-awards/value-assessment-initiative/
https://www.hcvalueassessment.org/
https://www.healthaffairs.org/do/10.1377/hblog20180919.297087/full/
https://www.modernhealthcare.com/healthcare-economics/waste-accounts-one-quarter-healthcare-spending?utm_medium=social&utm_source=twitter&utm_term=modrnhealthcr&utm_content=f2a59fb5-3954-4f76-a83c-96b0bbb9a875
https://www.modernhealthcare.com/healthcare-economics/waste-accounts-one-quarter-healthcare-spending?utm_medium=social&utm_source=twitter&utm_term=modrnhealthcr&utm_content=f2a59fb5-3954-4f76-a83c-96b0bbb9a875
https://altarum.org/sites/default/files/uploaded-publication-files/SHSS-Spending-Brief_December_2020.pdf
https://www.hcvalueassessment.org/application/files/5915/5853/6278/Research_Consortium_Research_Brief_No._1.pdf
https://www.hcvalueassessment.org/application/files/5615/8050/0804/Research_Consortium_Research_Brief_No._2.pdf


RESEARCH CONSORTIUM FOR HEALTH CARE VALUE ASSESSMENT

RESEARCH BRIEF NO. 3 • FEBRUARY 2021 PAGE 3

data and mEthodS

For this analysis, we selected states that had the highest percentage of commercially-insured 
population within our dataset. Any state that had less than 5% representation within our data set 
were not included, resulting in 24 states for analysis. States were then sorted by prevalence of 
aggregate low value care rate in the commercially insured population to receive at least one of twenty 
LVC services studied in 2015, to create lower and higher low-value care groups. Any state with an 
aggregate LVC rate in the lowest quartile was partitioned into the “Low LVC Group” and those states 
with an aggregate LVC rate in the highest quartile in the “High LVC Group”. See Table 1 for the states 
included in the lower and upper analysis, their aggregate LVC rates, and their LVC group. 

Table 1: STaTe GroupinGS for low-Value Care

STaTe % of CommerCially inSured memberS To reCeiVe aT 
leaST 1 of The TwenTy lVC SerViCeS STudied in 2015

lVC Group

Utah 11.3% Low LVC Group
Wyoming 12.5% Low LVC Group
Vermont 15.9% Low LVC Group
Massachusetts 15.9% Low LVC Group
Nevada 16.1% Low LVC Group
Colorado 16.9% Low LVC Group

Connecticut 19.8% High LVC Group
Virginia 19.8% High LVC Group
New York 20.2% High LVC Group
North Carolina 20.3% High LVC Group
New Jersey 20.7% High LVC Group
Florida 22.2% High LVC Group

FigurE 1: StatE FrEquEncy oF low-valuE carE SErvicES, PrivatEly inSurEd, 2015
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The following additional variables were translated to a binary code (0=No; 1=Yes) and analyzed for 
each state in this project. (See Table 2.) The Value Hub Scorecard variables (from the Healthcare 
Value Hub’s January 2020 Healthcare Affordability State Policy Scorecard) were used as a measure of 
state policy action. This scorecard took a retrospective look at “how well state policymakers steward 
their healthcare systems to address healthcare affordability”. The scorecard provides scores for states 
on both policies and outcomes across four domains: Extend Coverage to All Residents; Make Out-
of-Pocket Costs Affordable; Reduce Low-Value Care; and Curb Excess Prices in the System. (A full 
methodology of the State Policy Scorecard can be found here.) This project focused on two sets of 
these state policies: policies to reduce low-value care and policies curb excess prices in the system. The 
remaining variables represent characteristics of the state as well as the populations that reside in them. 

taBlE 2: variaBlES uSEd in thE qS3 analySiS

Variable deSCripTion

Healthcare Value Hub Scorecard1 Examined whether states had policies to A) Curb low-value care 
services; and B) Curb excessive pricing of health care services

Medicaid Expansion State1 Yes or no whether the state had expanded Medicaid coverage
High Uninsured Population1 Yes or no whether the state had a higher uninsured population than 

the national average
Top 50 Medical School in the U.S.2 Yes or no whether the state had a ranked top 50 medical school
At Least 1 Medical School3 Yes or no whether the state had at least 1 medical school (regard-

less of rank)
Medical School Clusters4 Yes or no whether the state had more than 3 medical schools (re-

gardless of rank)
Dense Population5 Yes or no whether the state was densely populated (population per 

square mile)
Adults with Disabilities6 Yes or no whether the state had a higher rate of disabilities than the 

national rate
Cases of Cancer7 Yes or no whether the state had a higher rate of cancer incidence 

than the national rate
Cases of Coronary Heart Disease7 Yes or no whether the state had a higher rate of coronary heart 

disease incidence than the national rate

Cases of Obesity7 Yes or no whether the state had a higher rate of obesity than the 
national rate

Case of Two or More Chronic Con-
ditions in Medicare Patients7

Yes or no whether the state had a higher rate of two or more 
chronic conditions in Medicare patients than the national rate

Cases of Stroke7 Yes or no whether the state had a higher rate of stroke than the 
national rate

Cases of Tobacco Use7 Yes or no whether the state had a higher rate of tobacco use than 
the national rate

Prevalence of Diabetes7 Yes or no whether the state had a higher rate of diabetes than the 
national rate

Adults with Self-Reported Health 
Status as Poor8

Yes or no whether the state had a higher rate of self-reported 
health status as poor than the national rate

Adults with Self-Reported Health 
Status as Fair8

Yes or no whether the state had a higher rate of self-reported 
health status as fair than the national rate

https://www.healthcarevaluehub.org/affordability-scorecard
https://www.healthcarevaluehub.org/application/files/9215/7859/4748/Healthcare_Affordability_Scorecard_-_Methodology_v2.pdf
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rESultS

State Characteristics

Results from the qualitative analysis of these two groups of states indicate that the states in the “Low 
LVC Group” had more of the following characteristics:

• Lower overall populations ranging from approximately 560,300 in Wyoming to over 6,659,000 
in Massachusetts;

• 17% of this group have dense population areas;
• 33% of this group have high uninsured rates;
• 50% of this group have a top 50 medical school;
• 83% this group have at least 1 medical school;
• 17% of this group have a cluster (3 or more) of medical schools;
• 67% of this group had higher average health spend per enrollee for the privately insured than the 

national average.

In contrast, the states in the “High LVC Group” had more of the following characteristics:
• Higher overall populations ranging from approximately 3,466,000 in Connecticut to over 

20,000,000 in Florida;
• 100% of this group have dense population areas;
• 33% of this group have high uninsured rate;
• 83% of this group have a top 50 medical school;
• 100% of this group have at least 1 medical school;
• 83% of this group have a cluster (3 or more) of medical schools;
• 67% of this group had higher average health spend per enrollee for the privately insured than the 

national average.

Policy Characteristics

After examining the state policies in place to reduce low-value care we found there were more states 
in the High LVC Group that refused to pay for “never events”; and universally implemented antibiotic 
stewardship programs using CDC’s 7 Core Elements compared to states in the Low LVC Group. An 
examination of state polices aimed to curb excess health care prices shows more states in the Low 
LVC Group have implemented these types of policies than states in the High LVC Group.

Patient Characteristics
Concerning patient medical characteristics and chronic conditions, more states in the High LVC 
Group have higher cases of cancer, coronary disease, obesity, multiple chronic conditions in the 
Medicare population, and stroke than states in the Low LVC Group. The prevalence of diabetes is 
higher in the states with higher LVC Rates, and self-reported health status as being fair is higher in 
states that are in the High LVC Group (self-reported health status as being poor has an equal number 
of states in both the Low LVC group and the High LVC Group). The Low LVC Group has more states 
with tobacco use per 100,000 than the states in the High LVC Group. See table 4. 
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taBlE 3: StatE PoliciES availaBlE to addrESS hEalth carE aFFordaBility concErnS in 
StatES with lowEr and highEr PrEvalEncE oF low-valuE carE 

Policy Description Low LVC 
Group (N =6)

High LVC 
Group (N =6)

1. Reduce Low-Value Care
1a. Require validated patient-safety reporting for hospitals. 83% 83%
1b. Refuse to pay for “never events”. 50% 67%
1c. Universally implement antibiotic stewardship programs 

using CDC’s 7 Core Elements. 83% 100%

1d. Analyze claims and EHR data to understand how much is 
spent on low-and no-value services. 17% 0%

2. Curb Excess Healthcare Prices
2a. Implement free, public-facing healthcare price transpar-

ency that reflects negotiated rates and features treat-
ment—and provider—specific prices.

33% 17%

2b. Create an all-payer or multi-payer claims database to 
analyze healthcare price inflation, price variation and 
utilization.

83% 67%

2c. Create a permanently convened health spending over-
sight entity. 33% 0%

2d. Create all-payer healthcare spending and quality bench-
marks for the state. 50% 0%

taBlE 4: PatiEnt riSk and co-morBiditiES in StatES with lowEr and highEr PrEvalEncE oF 
low-valuE carE ratES

Health Condition Description Lower LVC Group 
(N=6)

Higher LVC 
Group (N =6)

Adults with Disabilities Higher than the National Rate 50% 43%
Cases of Cancer Higher than the National Rate 44%* 57%
Cases of Coronary Heart Disease Higher than the 
National Rate 40% 36%

Cases of Obesity Higher than the National Rate 30% 36%
Cases of 2 or More Chronic Conditions in the Medicare 
Population Higher than the National Rate 40% 79%

Cases of Stroke Higher than the National Rate 30% 57%
Prevalence of Diabetes 30% 43%
Self-reported Health Status as Poor 30% 50%
Self-reported Health Status as Fair 30% 21%
Cases of Tobacco Use Higher than National Rate 40% 29%
Average Health Care Spending in Privately Insured 
Population for 2014 higher than national average 67% 67%

*N=5 states, not 6.
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diScuSSion

This qualitative analysis had several notable findings. First, states in the High LVC Group often had 
higher rates of chronic conditions than the national rate compared to states in the Low LVC Group. 
This finding supports the idea those patients in need of more overall care for chronic conditions are 
likely to receive more care overall, including low-value care as well as high-value care. 

Second, states in the High LVC Group are more likely to have access to multiple health care resources. 
This finding supports the conclusions of other researchers that suggest access to health care 
resources may have a significant impact on the amount of low-value care that is occurring. More 
dense populations, more access to high intensity services with more access to hospitals/providers all 
occur more frequently in states that have higher prevalence of low-value care.

Finally, states that appeared in the High LVC Group had state policies trying to reduce low-value 
care as often as states that were in the Lower LVC Group. This finding may be counterintuitive at 
first, given that we would hope LVC policies would on net decrease the rates of low-value care. Yet, 
it is also possible that this is a signal that there are drivers behind low-value care such as provider 
practice patterns and patient characteristics that are not addressed by existing policies and that 
states with higher rates of low-value care today are aware of the need to attack low-value care drivers 
through public policy. Further research is needed to assess these two hypotheses on this relationship. 
Furthermore, more research is needed to understand if specific policies are required to make 
sustainable changes to the prevalence of low-value care. 

All of these findings touch on the general theme of access and support the idea of including access in 
the discussion of how to measure (and how to curb) low-value care in the U.S. For example, evidence 
suggests that any primary care visit has the potential to provide both low-value and high-value care. 
Someone with more chronic conditions has the opportunity for a primary care visit more often than 
someone who does not. One program, designed to increase high-value care in primary care services, 
acted as an “open door”, pushing patients through for ease of access and higher utilization of high-
value services. The program in fact successfully increased high-value care utilization; however, it also 
unintentionally increased low-value care as well (Cliff, et al, 2019). When there is access to health care 
resources, patients may receive more care, both low-value and high-value. 

Other studies have found that high-deductible health plans, which can act as a “closed door” because 
of the high out-of-pocket costs associated with them, often result in people going without care entirely 
(even if they need it), receiving less low-value care, but also receiving less high-value care (Cliff and 
Fendrick, 2019). A recent study by Fronstin and Fendrick (2020) also found that for people with high-
deductible health care plans, once they have met their deductible the door opens and the likelihood 
of them receiving a low-value care service increased as much as 83%, depending on the service. These 
studies and the results of the QS 3 work, suggest that low-value care is really moving in tandem with 
high-value care, and access to health care resources may be a potential driver of low-value care. 

Despite this conclusion it is clear that broadly and bluntly restricting access to health care products 
and services is not a solution that will increase health outcomes or value. Instead research on reducing 
the prevalence of low-value care has emphasized the idea that we need a more targeted approach, 
one that introduces the use of a “screen door” (see Figure 2) when it comes to primary care services. 
This concept, explained by Dr. Mark Fendrick and colleagues at the University of Michigan VBID 
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Center, identifies the need to separate the low-value care from high-value care. If access plays a role 
in the amount of health care services that are utilized, then we would expect to see (and we do see) 
less care being utilized (regardless of it being low-or high-value) in “closed-door” programs. We would 
also expect to see (and we do see) more health care services being utilized (regardless of low- or high-
value) in “open-door” programs. What is needed then is a “screen door”, a barrier that allows the high-
value care services to come through but blocks the low-value care from entering the system. 

concluSion

Findings from this study support the idea that access to health care services and resources may 
be one of the drivers of low-value care in the U.S. States that have access to clusters of medical 
schools with high intensity services have the ability to refer patients, utilize high-tech resources, and 
perpetuate the prevalence of low-value care merely because the resources to provide it are available. 
States that do not have access to clusters of medical schools or quick access to high intensity services 
may be more conservative in care management and in doing so can shield patients from unnecessary, 
low-value care, while also be missing needed high-value care.

The qualitative findings of this Quick Strike 3 study support other evidence that access to health 
care resources may indeed have an impact on the prevalence of low-value care. Further quantitative 
work is needed to further study the issue and define specific connections between access, state 
characteristics, state policies and the use of low-value care. With access to health care a contributing 
to the prevalence of low-value care, introducing a “screen door” to block out low-value care, while 
allowing high-value services to pass through, may help disentangle low-value and high-value services 
from each other, while continuing to provide an appropriate level of access to health care for patients. 

FigurE 2: uSE oF doorS to illuStratE how BEnEFit dESign inFluEncES uSE oF high- and 
low-valuE carE

Figure Source: Cliff and Fendrick, 2019, "Open Doors to Primary Care Should Add a “Screen” to Reduce Low-Value Care."  AJMC, 
25(5), 294-295. Retrieved from ajmc.com/link/3941.

https://vbidcenter.org/
http://vbidcenter.org/wp-content/uploads/2019/05/AJMC_05_2019_Cliff-5-7-19-002.pdf
http://ajmc.com/link/3941
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