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Running the Numbers
A Periodic Feature to Inform North Carolina Health Care Professionals  

About Current Topics in Health Statistics

Capitalize on the Moment: Leveraging the COVID-19 Experience  
to Spur Low-Value Care Reduction in North Carolina

The COVID-19 pandemic has highlighted a myr-
iad of opportunities to improve health and health 
care in the United States. One area ripe for improve-
ment is reducing the occurrence of low-value care, 
or services that provide insufficient clinical benefit 
and increase health care costs. Use of such ser-
vices is pervasive, accounting for more than $100 
billion in wasted health care spending annually [1]. 
These costs are likely much greater if downstream 
implications, such as medical and psychological 
harms to patients, are considered. Although low-
value care is prevalent throughout the country, a 
recent analysis ranked North Carolina as one of the 
worst-performing states in terms of use of 20 dif-
ferent low-value services [2]. 

Various efforts have been introduced over the 
last decade to spur awareness and action on low-
value care. Perhaps the most prominent to date is 
the Choosing Wisely campaign, which has engaged 
medical specialty socieities in generating lists of 
unnecessary interventions, with the aim of acti-
vating provider and patient conversations about 
avoiding such services [3]. However, despite these 
initiatives, significant and sustained reductions 
in low-value care have proven difficult to achieve 
for a number of reasons, including clinical inertia, 
persistent cultural norms, and misaligned financial 
incentives. The COVID-19 pandemic, however, has 
presented a unique situation in which many types 
of care that are often unnecessary or overused have 
plummeted as a result of stay-at-home orders and 
the need to protect frontline workers. For example, 
in the early months of the pandemic, outpatient 
care and elective admissions dropped dramatically, 
with some estimates suggesting an almost 60% 
reduction in various services as patients avoided 
in-person visits and medical providers cut avail-
ability [4]. While some of this decline involves clin-
ically appropriate care, it also includes low-value 

care, such as routine cancer screenings, laboratory 
tests, and diagnostic imaging for which there is 
little evidence of benefit [5, 6]. 

Despite these initial shifts in practice, some 
health services have rebounded to prepandemic 
levels. Total hospital admissions were back to 94% 
by December 2020 [7], and weekly instances of 
outpatient care were close to early March 2020 
levels by the end of 2020 [2]. Given these trends, 
it is clear that COVID-19 will not be a panacea for 
eliminating low-value care, particularly considering 
that many of the drivers of low-value care remain 
deeply rooted in the health care system. However, 
there are clear opportunities to leverage some of 
the health policy and public health learnings from 
the pandemic to make more progress. Doing so will 
involve prioritizing strategies that afford patients 
safe, high-quality, and equitable care, while deter-
ring low-value services from fully resuming, or 
reducing their use over time. Providing less low-
value care could avail resources that could be redi-
rected to services that benefit population health or 
other important policy priorities, which will be crit-
ical in an uncertain postpandemic world. Although 
a range of such strategies can be considered [8], 
four complementary pathways for action are out-
lined here.

First, during the pandemic, telemedicine enabled 
clinicians to safely triage and treat patients. 
Supported by changes in provider payment and 
other regulatory flexibilities, telehealth use grew 
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rapidly in the United States over the course of the 
pandemic [9]. Nonetheless, uptake varied consid-
erably across specialties. At the end of 2020, the 
proportion of visits using telehealth was robust in 
behavioral health (56%), but very low in orthope-
dics (2%), cardiology (5%), oncology (6%), pedi-
atrics (8%), and adult primary care (12%) [2]. In 
most of these areas, the uptick in telehealth use has 
not been high enough to fully offset any declines in 
in-person care, particularly in the early months of 
the pandemic [9], with potential short- and long-
term health and economic consequences [10]. 
Moving forward, it will be important to revise and/
or adopt telehealth policies in ways that encourage 
the resumption and use of necessary high-value 
care and discourage overuse. Such strategies could 
include permanently continuing many of the waiv-
ers extended during the pandemic, such as the 
waiver of the requirements that providers have an 
in-person visit before a telehealth visit and that 
telemedicine visits be hosted at a clinical facil-
ity. Moreover, telehealth policies should evolve to 
reflect evidence of value or significant population 
health need. For example, telehealth coverage and 
reimbursement could be extended for adult pri-
mary care and well-child visits, behavioral health, 
and care in federally qualified health centers, 
community centers, or long-term care facilities. 
This could aid recovery of primary and preventive 
services and reach high-risk patient populations. 
Conversely, telehealth coverage and reimburse-
ment could be eliminated or reduced for known 
low-value services, especially those known to set 
off cascades of costly and preventable downstream 
care (e.g., emergency room use, specialty referral, 
imaging) often fueled by the desire to avoid even 
the smallest risk of a serious condition [11, 12]. This 
succession of medical services can follow from 
incidental or marginal findings on screening and 
diagnostic tests, some of which are themselves of 
low value. They can be difficult to stop once initi-
ated, often leading to harms for patients, clinicians, 
and the health care system at large. More research 
is needed to measure this phenomenon. 

Second, effectively responding to the pandemic 
required new avenues for public and private col-
laboration, from harmonizing efforts to provide 
personal protective equipment (PPE), COVID-19 
testing, and vaccines to developing the necessary 

data and analytic infrastructure to monitor the 
pandemic spread. There are numerous examples 
of such collaboration in North Carolina over the 
last year, such as fast-tracked implementation of 
the digital coordinated care network NCCARE360 
and the development of the Latinx Advocacy 
Team & Interdisciplinary Network for COVID-19 
(LATIN-19). This same energy, investment, and 
infrastructure should continue to be leveraged to 
deliver high-value, non-COVID care and services 
to patients and communities around the state and 
bolster ongoing health care and public health sys-
tem transformation. 

In the future, these multistakeholder and multi-
sectoral efforts should include initiatives to reduce 
low-value care. There are several existing models 
of state leadership for addressing low-value care, 
including Virginia, Washington, and Minnesota 
[14, 11]. These states have developed multiyear ini-
tiatives and pilots to measure and track low-value 
care use in the state and engage health systems, 
employers, and payers in reducing low-value ser-
vices through performance measurement, benefit 
design and contracting, and education. All of these 
initiatives are embedded within broader state 
actions to accelerate value-based care. As part of 
North Carolina’s value-based care transformation 
efforts [15], the state should pursue new multi-
payer data initiatives, such as an all-payer claims 
database (APCD) [16], and leverage or expand 
existing resources (e.g., North Carolina Health 
Information Exchange Authority) to bring together 
comprehensive data on health care utilization, 
quality, outcomes, and costs. These data resources 
served as a critical foundation for measuring and 
tracking low-value care use in the aforementioned 
states. In the interim, stakeholders should capital-
ize on existing data analytic capabilities to evalu-
ate the impacts of delayed and foregone care and 
new modes of care delivery (e.g., telehealth, com-
munity-based care) during the pandemic. This evi-
dence is vital for achieving a better understanding 
of the circumstances in which health care services 
are necessary and when they are not, and in what 
contexts care can be delivered more efficiently, 
equitably, and locally. In parallel, multistakeholder 
coalitions or collaboratives should be developed to 
translate ongoing evidence generation into prac-
tice and policy reforms in the state. 



NCMJ vol. 82, no. 4
ncmedicaljournal.com

296

Third, while the experience and impacts of 
COVID-19 may slow North Carolina’s ongoing 
value-based care transformation efforts, payers 
and other stakeholders should accelerate their 
development and adoption. COVID-19 showed 
that providers practicing within value-based pay-
ment models were better able to respond to the 
pandemic and weather ongoing economic uncer-
tainties as a result of more predictable financial 
structures and associated investments in staff, 
data, and care coordination aimed at improving 
population health and care delivery [17, 18]. These 
are many of the same capabilities required to elimi-
nate low-value services. Moreover, these models 
offer more flexibility for implementing alternatives 
to low-value care, such as the use of telemedicine 
or coordinating timely referrals to physical therapy 
for patients who are not appropriate candidates for 
joint replacement. Payers and employers should 
build a range of financial and nonfinancial levers 
into these reforms to help guide clinicians and 
patients toward high-value care and away from 
low-value care. These levers may include curated 
high-quality provider networks, value-based insur-
ance design, clinical and patient decision support 
tools, performance measurement and reporting 
on low-value care use, patient-reported outcome 
measurement, and provider rewards or penalties. 
To the latter, a clinician could share in the sav-
ings of an avoided low-value service, while being 
reimbursed less or not at all for ordering or using 
a known low-value test or procedure. An easy 
place to start is to refuse to pay for US Preventive 
Services Task Force Grade D services, Task Force 
on Low-Value Care “Top Five” low-value services, 
or a subset of Choosing Wisely recommendations 
(Table 1). 

Fourth, given the pervasive impact of COVID-
19 on the health and economic livelihood of the 
population, the pandemic afforded new opportu-
nities to engage the public around their health. 
Existing research suggests that the public has 
limited understanding or regard for low-value 
care due to different interpretations of the term 
“low-value” or because they equate it with 
costs only [19]. Riding on the learnings and suc-
cess of North Carolina’s “You Have a Spot. Take 
Your Shot” COVID-19 vaccine campaign, similar 
efforts could be designed to raise public aware-

ness and action on low-value care. In fact, some 
of the aforementioned states have adopted state-
wide educational campaigns around certain low-
value care services, such as “Drop the Pre-Op!” in 
Washington State [20]. Current understanding of 
public perceptions of low-value care suggests that 
such campaigns need to highlight the physical, 
emotional, and financial harms of low-value care; 
engage a range of trusted messengers including 
providers, caregivers, advocacy groups, and com-
munity organizations; and not be divorced from 
broader messages on high-value care [21]. It is 
also imperative that these efforts be developed 
and disseminated with health equity in mind 
by considering what low-value care and result-
ing harms mean to different populations; health 
literacy; and structural inequities in access, 
process, and outcomes. Communication strate-
gies that involve members of African American, 
Latinx, and other racial and ethnic communities 
must also be employed. A statewide campaign in 
North Carolina would allow clinicians and other 
stakeholders to engage patients and consumers 
in conversations and shared decision making on 
low-value care. 

In many ways, North Carolina has been an 
exemplar of public and private innovation and 
action to fight COVID-19. The time is now to use the 
resources, knowledge, and collective action har-
nessed during the pandemic to enhance the value 
of health care and longer-term health for North 
Carolinians by reducing low-value care.   

Corinna Sorenson, PhD, MHSA, MPH assistant professor, 
Department of Population Health Sciences, Duke School of 
Medicine and the Sanford School of Public Policy; core fac-
ulty, Duke-Margolis Center for Health Policy, Duke University, 
Durham, North Carolina. 

Acknowledgments
Disclosure of interests. No disclosures were reported. 

References 
1.	 Shrank WH, Rogstad TL, Parekh N. Waste in the US 

health care system: estimated costs and potential for 
savings. JAMA. 2019;322(15):1501-1509. doi: 10.1001/
jama.2019.13978

2.	 Quincy L, Hunt A. The Time to Reduce Low-Value Care 
is Now. Research Consortium for Health Care Value. Re-
search Consortium for Health Care Value Assessment. 
Ann Arbor, MI: RCHCVA; 2020. https://www.hcvalue-
assessment.org/application/files/1115/8628/6511/
Concept_Paper_No._6_-_Reducing_Low_Value_Care.
pdf. Published April 2020. Accessed April 14, 2021. 

3.	 Choosing Wisely: An initiative of the ABIM Foundation. 



NCMJ vol. 82, no. 4
ncmedicaljournal.com

297NCMJ vol. 82, no. 4
ncmedicaljournal.com

Choosing Wisely website. https://www.choosingwisely.
org/. Accessed May 19, 2021. 

4.	 Mehrotra A, Chernew M, Linetsky D, Hatch H, Cutler D, 
Schneider EC. The Impact of COVID-19 on Outpatient Vis-
its in 2020: Visits Remained Stable, Despite a Late Surge 
in Cases. The Commonwealth Fund website. https://
www.commonwealthfund.org/publications/2021/feb/
impact-covid-19-outpatient-visits-2020-visits-stable-
despite-late-surge. Published February 22, 2021. Ac-
cessed April 14, 2021. 

5.	 Ziedan E, Simon KI, Wing C. Effects of State COVID-19 
Closure Policy on Non-COVID-19 Health Care Utilization. 
National Bureau of Economic Research, Working Paper 
27621. Cambridge, MA: NBER; 2020. https://www.nber.
org/system/files/working_papers/w27621/w27621.pdf. 
Published July 2020. Accessed April 14, 2021.

6.	 Mast C, Munoz del Rio A. Delayed Cancer Screenings—
A Second Look. Epic Health Research Network website. 
https://ehrn.org/articles/delayed-cancer-screenings-a-

second-look/. Published July 17, 2020. Accessed May 19, 
2021.

7.	 Heist T, Schwartz K, Butler S. Trends in Overall and 
Non-COVID-19 Hospital Admissions. Kaiser Family 
Foundation website. https://www.kff.org/health-costs/
issue-brief/trends-in-overall-and-non-covid-19-hospital-
admissions/. Published February 18, 2021. Accessed 
April 14, 2021.

8.	 Sorenson C, Japinga M, Crook H, McClellan M. Building 
a better health care system post-COVID-19: steps for re-
ducing low-value and wasteful care. NEJM Catal. August 
21, 2020. doi: 10.1056/CAT.20.0368

9.	 Cox C, Amin K, Kamal R. How have health spending and 
utilization changed during the coronavirus pandemic? 
Peterson-KFF Health System Tracker website. https://
www.healthsystemtracker.org/chart-collection/how-
have-healthcare-utilization-and-spending-changed-so-
far-during-the-coronavirus-pandemic/#item-covid-
healthspendingutilizationcollection_5. Published March 

table 1.
Recommendations for Reducing or Eliminating Low-Value Care 

Low-Value Care  
Recommendations	 Description	 Examples

US Preventive  
Services Task Force  
Grade D Services 
 
 
 
 

Choosing Wisely  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Task Force on  
Low-Value Care 
 
 
 

Sources. https://www.uspreventiveservicestaskforce.org/uspstf/topic_search_results?category%5B%5D=All&searchterm=Grade+D; 
https://www.choosingwisely.org/clinician-lists/; http://www.vbidhealth.com/low-value-care-top-five-services.php

 

 

USPSTF issues evidence-based 
recommendations on the use of 
preventive services, using a letter 
grade system based on the balance 
of benefits and harms. The list 
includes ~20 Grade D “discourage 
use of service” recommendations.  

Developed by professional 
societies, Choosing Wisely lists 
over 600 commonly used tests and 
procedures by clinical area whose 
necessity should be questioned. 
Offers education materials to 
facilitate conversations between 
providers and patients on low-value 
care. 
 
 
 
 
 
 

A list of “Top Five” low-value care 
services based on harms, costs, 
prevalence, and opportunities for 
change.

 

 

•	 Screening for cervical cancer in women younger than 21 years
•	 Screening for asymptomatic bacteriuria in nonpregnant adults
•	 Screening with ECG to prevent cardiovascular disease events 

in asymptomatic adults at low risk of CVD events
•	 Screening for thyroid cancer in asymptomatic adults
•	 Routine screening for abdominal aortic aneurysm (AAA) with 

ultrasonography in women who have never smoked and have 
no family history of AAA

•	 Routine use of opioids for treatment of knee osteoarthritis, hip 
osteoarthritis, low back pain, or rotator cuff injury

•	 Annual cervical screening on asymptomatic patients who have 
had adequate and normal screening 

•	 Routine use of breast MRI for breast cancer screening in 
average-risk women

•	 Antibiotics use for upper respiratory infections 
•	 Knee arthroscopy as initial/management for patients with 

degenerative meniscal tears and no mechanical symptoms
•	 Routine stress testing after percutaneous coronary 

intervention (PCI) without specific clinical indications
•	 Cancer screenings in adults with life expectancy of less than 

10 years 
•	 Routine preoperative testing before low-risk surgical 

procedures 
•	 Annual electrocardiograms (EKGs) or any other cardiac 

screening for low-risk patients without symptoms 

•	 Diagnostic testing and imaging prior to low-risk surgery
•	 Vitamin D screening 
•	 PSA-based screening for prostate cancer in men aged 75 and 

older 
•	 Imaging in the first six weeks of low-back pain 
•	 Use of branded drugs when generics are available 



NCMJ vol. 82, no. 4
ncmedicaljournal.com

298

22, 2021. Accessed April 14, 2021. 
10.	Chen J, McGeorge R. Spillover Effects Of The COVID-19  

Pandemic Could Drive Long-Term Health Consequenc-
es For Non-COVID-19 Patients. HealthAffairs.org. 
https://www.healthaffairs.org/do/10.1377/hblog2020 
1020.566558/full/. Published October 23, 2020. Ac-
cessed May 19, 2021.

11.	 Ganguli I, Simpkin AL, Lupo C, et al. Cascades of care 
after incidental findings in a US national survey of phy-
sicians. JAMA Netw Open. 2019;2(10):e1913325. doi: 
10.1001/jamanetworkopen.2019.13325 

12.	 Ganguli I, Lupo C, Mainor AJ, et al. Assessment of preva-
lence and cost of care cascades after routine testing 
during the Medicare annual wellness visit. JAMA Netw 
Open. 2020;3(12):e2029891. doi: 10.1001/jamanet-
workopen.2020.29891 

13.	 Virginia Center for Health Innovation. Smarter Care Vir-
ginia. VCHI website. https://www.vahealthinnovation.
org/scv/. Accessed April 14, 2021.

14.	Washington Health Alliance. Choosing Wisely. WHA 
website. https://wahealthalliance.org/alliance-reports-
websites/choosing-wisely/. Accessed April 14, 2021.

15.	 Crook H, Whitaker R, Kim A, Heiser S, McClellan MB. 
North Carolina’s health care transformation to value: 
progress to date and further steps needed. N C Med 
J. 2020;81(3):191-194. doi: https://doi.org/10.18043/
ncm.81.3.191

16.	 North Carolina Institute of Medicine. Claims Data to 
Improve Health in North Carolina: A Report from the 
NCIOM Task Force on All-Payer Claims Database. Mor-
risville, NC: NCIOM; 2017. https://nciom.org/wp-con-

tent/uploads/2018/02/FULL-REPORT-COMPRESSED.
pdf. Published April 2017. Accessed May 19, 2021. 

17.	 Roiland R, Japinga M, Singletary E, et al. Value-Based 
Care in the Covid-19 Era: Enabling Health Care Response 
and Resilience. Durham, NC: Duke Margolis Center for 
Health Policy; 2020. https://healthpolicy.duke.edu/
sites/default/files/2020-06/best_practices_brief_final.
pdf. Published June 2020. Accessed April 14, 2021.

18.	 Bleser WK, Singletary E, Crook HL, Gonzalez-Smith J, 
Saunders RS, McClellan MB. Maintaining Progress To-
ward Accountable Care and Payment Reform During 
a Pandemic, Part 1: Utilization and Financial Impact. 
Health Affairs Blog. https://www.healthaffairs.org/
do/10.1377/hblog20200410.281882/full/. doi: 10.1377/
hblog20200410.281882/full/

19.	 Schlesinger M, Grob R. Treating, fast and slow: Ameri-
cans’ understanding of and responses to low-value 
care. Milbank Q. 2017;95(1):70-116. doi: 10.1111/1468-
0009.12246

20.	Washington State Task Force. Drop the Pre-Op. Taco-
ma, WA: Washington State Task Force; 2018. https://
wahealthalliance.org/wp-content/uploads/2018/10/
Drop-the-Pre-op-Info-Sheet-09.14.pdf. Published 2018. 
Accessed April 14, 2021.

21.	 Darien G. Language Matters: Talking About Low-Value 
Healthcare With Patients. Am J Accountable Care. 
2019;7(2):22-23. https://www.ajmc.com/view/lan-
guage-matters-talking-about-lowvalue-healthcare-with-
patients. Published June 12, 2019. Accessed April 14, 
2021.


