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Over the past decade, many hospitalists have led efforts to improve
healthcare value through reducing unnecessary tests, treatments, and
procedures. While avoiding the harms of overuse has historically been
considered a broadly beneficial endeavor, recent investigations®™*
reveal important disparities in low-value care delivery, highlighting the
need to consider equity implications in high-value care discussions. In
particular, to consider how deimplementation efforts may influence
healthcare disparities and associated outcomes.

The US Centers for Disease Control and Prevention defines
health equity as “the state in which everyone has a fair and just
opportunity to attain their highest level of health.” The achievement
of health equity may be hindered by health care disparities, defined
as the “differences in the burden of disease, injury, violence, and
opportunities to achieve optimal health that are experienced by

socially disadvantaged populations.”®

Disparities in receipt of recom-
mended high-value healthcare services (i.e., services considered to
improve health outcomes) are well-documented. For example, racial
and ethnic differences are seen in the delivery of high-value care for
patients with diabetes, atrial fibrillation, cancer, and other common
conditions.®~® Narrowing gaps in the receipt of high-value services is
widely recognized as a primary and necessary focus of emerging
equity efforts. However, less attention has been directed at the
equity implications of low-value care delivery.

Some research suggests that patients with more access to
healthcare have a higher likelihood of receiving unnecessary interven-
tions.”° However, as literature on this topic evolves, it is becoming
clear that relationships between low-value care delivery and social
influences of health are mixed and complex.*?** For example, Black
and Hispanic patients, who have been demonstrated to receive less
evidence-based care for some conditions than White patients, are also

more likely to receive selected low-value services compared to White
patients.? Similarly, the overuse of certain low-value services has been
disproportionately observed among patients who are publicly insured
or uninsured.’® Patterns of low-value care based on the social
influences of health are not yet well-characterized and appear to vary
by individual service. For low-value services that are more commonly
delivered to vulnerable populations, the associated harms, including
physical harms, financial harms, and unnecessary downstream health-
care utilization will also have a disparate impact; these populations are
already known to have poorer health outcomes than socially
advantaged groups.}? As we investigate the relationship between
low-value care and health equity, we must better characterize low-
value care delivery across populations and consider prioritizing
deimplementation efforts toward services that disproportionately

impact marginalized populations.

HOW CAN HIGH-VALUE CARE EFFORTS
EXACERBATE HEALTHCARE DISPARITIES?

Embarking on deimplementation strategies without careful consider-
ation to equity may exacerbate healthcare disparities in multiple
ways. First, if a low-value service selected for focused deimplemen-
tation has a disproportionate impact on socially advantaged popula-
tions, improvement efforts may also differentially improve health
care for advantaged populations, widening existing healthcare
disparities. As an example, low-value imaging for low-back pain is a
costly service with known cascades of care that has been a popular
focus for deimplementation efforts.! However, this service has been
demonstrated to be more common among White adults than Black
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and Hispanic adults. A deimplementation project focused on the
reduction of low-value imaging may reduce imaging rates for White
adults, thereby improving their overall quality of healthcare. If Black
and Hispanic adults already have a low likelihood of receiving this
service, they are apt to receive less benefit from such an effort.

In contrast, Black children with bronchiolitis have been shown to
receive more corticosteroids and bronchodilators compared to their
White peers.® Focused deimplementation efforts on these select
services may positively impact healthcare value for Black children.
While patterns of delivery for the above services based on race and
ethnicity have been preliminarily defined, such data for many low-
value services observed routinely in clinical care are lacking; this gap
challenges the ability to fully predict the implications of deimple-
mentation efforts across populations.

Additionally, it is important to recognize the potential for unequal
effects of deimplementation efforts across differing populations. For
example, an initiative involving education and shared decision-making
around low-value back imaging that is limited to English-speaking
patients may further the differential improvement observed among
White populations as compared to other races, who may be more
likely to prefer a language other than English. Failure to consider the
principles of equity in programmatic design could further worsen
healthcare disparities.

When considering disparities between groups, it is also important
to carefully examine the “optimal rate” of care delivery across
populations and avoid assumptions that the care received by a socially
advantaged group should serve as a goal. In one observational
study,* White patients had increased hospital admission and receipt
of intravenous fluids for acute gastroenteritis compared to non-White
groups. This disparity may result from racial/ethnic bias and, on the
surface, may seem critical to ensure that children from non-White
groups receive equivalent rates of services as their White peers.
However, this study also failed to identify a difference in patient
revisits between groups, suggesting this pattern may indicate over-
treatment in White patients. If a proposed solution to the observed
disparity was to ensure that non-White patients are hospitalized with
intravenous fluids as often as White patients for acute gastroenteritis,
we would be increasing low-value care to non-White groups, thereby
increasing the risk of hospital-associated harms, and imposing
unnecessary costs without clear evidence of benefit.

Thoughtful assessment is also needed when deimplementation is
focused on a particularly disadvantaged group. In 2021, the American
Academy of Pediatrics retired their clinical practice guidelines for
urinary tract infection (UTI) due to the inappropriate use of race as a
factor in assessing diagnostic risk.*® Similarly, the American Thoracic
Society made recommendations to replace race and ethnicity-specific
equations for pulmonary function test (PFT) interpretations and to re-
evaluate how PFTs are used in clinical decision-making.* As we
deimplement the use of race as a clinical decision factor in these
conditions, we must also actively measure care delivered to all racial
groups to ensure that socially disadvantaged groups receive diagnostic
and therapeutic interventions at the appropriate rates, again seeking to
establish and apply data-driven target rates for all groups.

Finally, we must ensure our efforts toward high-value care do
not jeopardize access to necessary services, which may differentially
impact already disadvantaged populations. For example, efforts
directed at decreasing low-value prostate cancer screening could
result in fewer available screening locations, particularly in already
vulnerable areas, leading to more limited access for those who may
benefit from this service. Conversely, efforts to decrease low-value
back imaging could theoretically lead to overall improved imaging
availability, with some benefits extending to disadvantaged popula-
tions. Even still, this may differentially benefit patients whose
preferred language is English, who may have inequitable advantages
in navigating the appointment scheduling process. Addressing the
broader disparities that influence access to care is a critical area of
healthcare quality improvement that will impact equity in high-value

care efforts.

STEPS TOWARD EQUITY

Progress toward high-value care has historically been viewed as
broadly beneficial across populations. Still, subsequent steps toward
value improvement should intentionally consider the potential impact
on healthcare disparities for socially disadvantaged populations. We
should develop deimplementation interventions that mitigate the
mechanisms and downstream effects of bias and that meaningfully
impact equitable and patient-centered outcomes.!'*> We can do so
by following Kilbourne et al's framework for health disparities

research: detection, understanding, and reduction or elimination.*’

Collecting stratified data to identify disparities

The first step toward these aims is to understand the impact of low-
value care on varying populations. To do so requires collecting stratified
data and defining disparities for all measures. Researchers with a focus
on health equity have begun to propose methodology to support this
work. Parikh et al. have proposed and piloted a measure called the
Health Disparity Index, a hospital-based score that documents the
presence and magnitude of health disparities for individual services.® In
addition, continued work toward developing benchmarks for achievable
rates of low-value care delivery may aid in reducing disparities if
effectively applied across populations.*>'” We should further the
development of these methods and leverage available data sources to

improve our understanding of healthcare disparities.

Understanding the drivers of disparities

As research evolves in differential patterns of delivery of low-value
care services, seeking to understand the root causes of such
disparities is critical. Provider-level biases and a number of patient-
level characteristics, including access to care, community factors, and

education, among others, have been proposed as potential drivers of
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disparities in low-value care.r>"7 Literature in this area is currently
limited and structural barriers are complex, with some barriers being
more or less modifiable than others. Mixed-methods techniques will
be needed to further understand the perspectives of both providers
and patients surrounding these issues. Only with careful considera-
tion of the context surrounding these drivers can we inform

successful improvement strategies.

Directing deimplementation toward disadvantaged
populations

As data become available to guide deimplementation prioritization,
consideration should be made to direct efforts toward services that
are more common in disadvantaged populations.>?*°-7 In services
where low-value care is more common in advantaged populations,
we should be prudent to emphasize improvement in vulnerable
populations, who generally experience poorer health outcomes. For
these scenarios, deimplementation for all patients with specific focus
on disadvantaged people can improve value while simultaneously
reducing disparities (Figure 1). These improvement efforts will take
multiple iterations to refine as interventions continue to be tailored
and resources are appropriately allocated to address key drivers.”

Assessing the influence of low-value care on overall
health equity

Reducing low-value care is only one component of improving

healthcare value. It is important to understand low-value care

Hospital Medicine

because of its potential harms and drivers of cost within our
healthcare system. The ability to curb these costs can influence the
healthcare system as a whole, but the degree to which addressing
disparities in low-value care will influence overall health equity is
currently unknown and warrants further exploration. In addition to
applying an equity lens to deimplementation efforts, we must
continue to aim to achieve equitable implementation of high-value
services. More broadly, addressing issues such as access to care,
provider-level biases, fiscal inequities, and more will be critical to
ensuring that equity-focused implementation and deimplementation
efforts are successful.

While this perspective mainly highlights inequities in race and
ethnicity, we would like to acknowledge that these are not the only
groups at risk. Those belonging to populations with a preferred
language other than English, or those from varying cultures, sexual
orientations, disabilities, immigration status, housing access, and
other vulnerable groups may also experience differential care value
than socially advantaged groups. Continued efforts should be made
to elucidate and address care patterns across these populations. In
addition, efforts toward high-value care may also influence costs of
care; there are further opportunities to explore how these broader

cost reductions may impact varying populations.

CONCLUSION

While high-value care efforts have the well-intentioned goal of
decreasing overuse to improve healthcare for all, failure to incorpo-
rate healthcare equity into the prioritization and development of

deimplementation efforts may maintain or worsen existing healthcare

Scenario: Low-value service
occurs disproportionally in
socially advantaged group

/ '

\

Intervention:
targets
disadvantaged >
advantaged group

Intervention:
benefits groups
at same rate

Intervention:
disproportionally
benefits advantaged >
disadvantaged group

A A A 4
Disparity Disparity Disparity
improved* maintained widened

FIGURE 1 Scenarios of interventions to improve healthcare value and their potential effects on healthcare disparities. (Adapted from Lion
et al.).?> *The improved disparity gap results from targeting low-value services for both the advantaged and disadvantaged groups, with more of
an emphasis on the disadvantaged group, who generally have poorer existing health outcomes. Focusing more on the disadvantaged group in
this scenario allows for more equalization in rates of care which narrows the disparity.
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disparities. We must place intentional focus on health equity as a key
component of our continued high-value care pursuits to move

toward a future of safely and equitably doing less.
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