
What is High-Value Care?

High-value healthcare services are those of proven value 
and with no significant tradeoffs. Moreover, the benefits of 
the services so far outweigh the risks that all patients with 
specific medical conditions should receive them.3 Simply 
put, these are services we should be doing more of. 

High-value services are essential to, but distinct from, 
a high-value healthcare system where all incentives are 
aligned to create an environment where providers can give 
the best care possible, use resources efficiently and reduce 
health inequities.4

Several organizations have used a variety of methods 
to identify high-value services. To start, the Institutes of 
Medicine (IOM) noted in their 2010 Workshop Series 
Summary—The Healthcare Imperative: Lowering Costs and 
Improving Outcomes—that there are three levels of services 
to improve individual and population health:  

• community-based prevention services, like counseling 
services in the community to help modify problematic 
and expensive health behaviors (e.g., smoking, 
unhealthy diet, physical activity, and alcohol abuse); 

• primary and secondary level clinically-based 
prevention services like blood tests, nutrition 
counseling, or screenings for various diseases 
(primary prevention attempts to prevent disease from 
occurring—e.g., immunization—whereas secondary 
prevention attempts to minimize the effect of disease—
e.g., through colorectal cancer screening);

• tertiary prevention attempts to slow the progression 
or reduce the disability caused by a disease. Targeting 
individuals with one or more chronic conditions, these 
services include services such as foot or eye exams for 
people with diabetes, or prescribing aspirin to patients 
who are hospitalized from coronary artery disease.5 

Policy and practice debates seeking to improve 
healthcare delivery and control health spending often 

focus on reducing the provision of low- or no-value care.1 
Yet, research shows that Americans are only receiving 55 
percent of recommended care, so the goal of reducing 
low-value care needs to be balanced with an emphasis on 
increasing the provision of high-value care.2

This research brief looks at high-value services we 
should provide more frequently if our country is to move 
to a high-value healthcare system. Specifically, this brief 
reviews circumstances where high-value care is under-
consumed and the strategies that can ensure patients 
receive proper levels of care, including provider incentives 
and consumer nudges.

SUMMARY

High-value care are services where the 
benefits so far outweigh the risks that all 
patients with specific medical conditions 
should receive them. Often, but not always, 
these services “pay for themselves” in terms 
of net medical spending but—even when they 
don’t—the health and other indirect benefits 
still recommend providing the services. 
Despite this evidence, the U.S. fails to deliver 
high-value services at recommended levels.  
Moreover, some racial and ethnic groups are 
disproportionately slighted in their receipt 
of high-value care. This brief examines the 
community, provider and consumer strategies 
that can increase the use of high-value 
services.
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The IOM report noted these services do not always 
result in net medical savings, highlighting the importance 
of including the value of improved health in cost-benefit 
calculations. For example, alcohol and tobacco use 
screenings have the potential for an annual net savings 
of nearly $1.5 billion when applied to the general U.S. 
population, whereas the use of secondary preventive 
services, such as mammograms and depression screenings, 
results in net medical costs of almost $2 billion.6 

The Committee on Clinical Preventive Services Priorities 
and the National Commission on Prevention Priorities 
(NCPP) have identified both community-based prevention 
services, as well as primary and secondary clinical services 
that score well in terms of the health impact (termed 
“clinical preventable burden”) and cost effectiveness (see 
Table 1).7 Table 2 shows the quality-adjusted life years and 
savings criteria NCPP used to determine the scores for the 
high-value services listed in Table 1.

Preventive tertiary care is typically viewed as an excellent 
opportunity to lower spending while improving health since 
patients with chronic conditions typically have a high baseline 
use of expensive health services (like hospital care).8 Not only 
do these high-value tertiary services improve patient health, 
thus reducing spending on hospital stays, but the investments 
can produce indirect savings like reducing missed days at 
school or increasing worker productivity.9

Failures to Deliver High-Value Care

The IOM researchers and others have found that the United 
States fails to deliver high-value care at recommended 
levels.10 The IOM estimated more than $55 billion in savings 
each year by increasing the provision of primary, secondary 
and tertiary high value, prevention services. A more recent 
study found that only 8 percent of U.S. adults ages 35 and 
older had received all high priority, appropriate clinical 
preventive services recommended for them.11 Even worse, 
nearly 5 percent of adults did not receive any such services.

Moreover, racial and ethnic groups appear to be 
disproportionately slighted in their receipt of high-
value care. For example, minorities often receive fewer 
preventative screenings than white patients, even 
controlling for insurance status, despite research showing 
that minorities are disproportionately affected by chronic 
conditions.12 Additionally, researchers from Harvard T.H. 
Chan School of Public Health and Brigham and Women’s 
Hospital discovered that overall receipt of high-value 
services like weight reduction counseling, aspirin use 
for coronary artery disease, statin use in diabetes and 
treatment for depression was lower among Medicaid 
patients compared to privately insured patients.13 

Policies to Encourage Provision and 
Use of High-Value Care

Increasing the provision and use of high-value care can 
be accomplished by using several policy levers, including 
provider incentives and consumer nudges. 

Create Strong Evidence-Based Practice 
Guidelines and Properly Disseminate Them 

Providers need certainty when it comes to knowing what 
care to deliver. In general, practice guidelines can use a 
wide range of evidence standards. A 2008 review of 53 
guidelines for cardiologists, involving more than 2,700 
treatment recommendations, found that only 11 percent of 
guidelines were backed by strong evidence from multiple 
randomized clinical trials.14 Meanwhile, 48 percent 
of the recommendations were based on the personal 
opinions of experts in the field.  Another study found that 
many practice guidelines were of uncertain relevance to 
patients in primary care.15 Physicians and patients are 
aware of the well documented disagreements across the 
American College of Obstetricians and Gynecologists, the 
American Cancer Society and the U.S. Preventive Services 
Task Force Services with respect to the recommended age to 
begin mammography screening for women.

The high-value care examples included in this brief 
have strong evidence with respect to the reduction of 
disease burden but increased funding for comparative-
effectiveness could undoubtedly add more services to our 
list of high-value services. 

Simply put, these are services we should be 
doing more of. 
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Table1
Selected High-Value Services
Service Description Score 

(5=highest benefit; 1 lowest benefit)
(see Table 2)

Clinical 
Preventable 

Burden

Cost 
Effectiveness

Total 
Score

Childhood immunization 
series

ACIP childhood immunization series 5 5 10

Tobacco use, brief 
prevention counseling, 
youth

Provide interventions to prevent initiation, 
including education or brief counseling 5 5 10

Tobacco use screening 
and brief counseling, 
adults

Screen adults for tobacco use and 
provide brief cessation counseling and 
pharmacotherapy

5 5 10

Alcohol misuse screening 
and brief intervention

Screen adults’ misuse and provide brief 
counseling to reduce alcohol use 3 5 8

Aspirin chemoprevention 
for those at higher risk 
of CVD

Low-dose aspirin use for primary prevention 
of CVD in adults aged 50–59 with ≤10%, 
10-year CVD risk and other factors

3 5 8

Cervical cancer 
screening

Screen for cervical cancer in women aged 
21-65 with Pap smear every 3 years 4 4 8

Colorectal cancer 
screening

Screen adults aged 50–75 years 4 4 8

Chlamydia and 
gonorrhea screening

Screen for chlamydia and gonorrhea in 
sexually active women aged ≤24 years, and 
in older women at increased risk for infection

3 4 7

Cholesterol screening Screen routinely for lipid disorders men 
aged >35 years, and screen younger 
men and women of all ages who are at 
increased risk of CHD. Treat with lipid-
lowering medication

4 3 7

Hypertension screening Measure blood pressure routinely in all 
adults and treat with antihypertensive 
medication to prevent the incidence of 
CVD

4 3 7

Healthy diet and physical 
activity counseling for 
those at higher risk of 
CVD

Offer or refer adults who are overweight or 
obese with additional CVD risk factors to 
intensive behavioral counseling to promote 
healthful diet and physical activity

5 1 6

Influenza immunization, 
adults

Immunize all adults against influenza 
annually 4 2 6

Notes: NCPP examined clinical services from (1) U.S. Preventive Services Task Force recommendations with an A or B grade, (2) USPSTF recom-
mendations for those at increased risk for cardiovascular disease (CVD) and sexually transmitted infections (STI), and the (3) Advisory Committee 
on Immunization Practices recommendations for the general population. CVD=Cardiovascular disease, CHD=coronary heart disease

Source: Maciosek Michael V., et al., “Updated Priorities Among Effective Clinical Preventive Services,” Annals of Family Medicine (Jan/Feb 2017).



and vulnerable patients in order to more easily achieve 
their quality targets.21 A variation that rewards rates 
of improvement is one strategy to ensure pay-for-
performance strategies continue to serve minority 
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Provider Financial Incentives

Provider payment reform is a key tool to accomplish 
many health system transformation goals. Typically, these 
reforms seek to move away from traditional fee-for-
service reimbursements because it incentivizes volume 
over value. But to incentivize discrete high-value services 
like flu vaccinations or high-value screening services, 
payers and policymakers may want to use fee-for-service 
payments specifically to incentivize greater volumes for 
these services (see Colorado box).16 

Pay-for-performance, also referred to as value-based 
purchasing, are payment approaches intended to improve 
provider quality and reduce costs.18 Pay-for-performance 
(PFP) programs incentivize providers to meet or exceed 
quality metrics, rewarding for patient outcomes that meet 
certain targets and/or financially penalizing providers 
that do not reach their quality goals. Measures from 
the Healthcare Effectiveness Data and Information Set 
(HEDIS) are often used in these contracts and includes 
some high-value process measures like appropriate 
breast cancer screening and blood pressure control in 
patients with diabetes.19 A PFP program implemented in 
Michigan reduced spending by one percent and improved 
performance on eleven of fourteen quality measures, 
including high-value services like preventive care 
(adolescent well care, adolescent immunization, and well-
child visits at ages 3–6) and four diabetes care measures.20 

However, pay-for-performance programs have been 
criticized for incenting providers to avoid complex 
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Table 2
Scoring Criteria Used by the National Commission on Prevention Priorities (NCPP)

Score Clinical Prevention Burden: QALY Saved Cost Effectiveness: Cost per QALY Saved

5 >700,000 Cost-saving

4 190,000-700,000 $0 - $3,500

3 70,000-190,000 $33,500 - $50,000

2 18,000-70,000 $50,000 - $75,000

1 <18,000 >$75,000

Note: QALY=Quality Adjusted Life Years (saved among a cohort of 4 million people)
Source: Maciosek Michael V., et al., “Updated Priorities Among Effective Clinical Preventive Services,” Annals of Family Medicine (Jan/Feb 2017).

Colorado: Standardizing Coverage for 
HigH-value Care

In 2009, Colorado passed legislation ensuring all 
insurance plans covered the high-value U.S. Preventive 
Services Task Force (USPSTF) services with an A or B 
grade. Shortly after this legislation was passed, the 
Colorado Department of Public Health conducted 
a poll to determine how plans were interpreting the 
legislation and found that each plan was reimbursing 
for these preventive services differently. For example, 
a “B” grade USPSTF recommendation is to screen all 
adult patients for obesity and offer intensive counseling 
and behavioral interventions to promote weight loss 
for obese individuals. Health plans in Colorado had 
various reimbursement strategies: two health plans 
had no restrictions on the type of clinician that could 
be reimbursed for screening and counseling, two 
health plans only reimbursed registered dieticians, and 
another only reimbursed each patient for two counseling 
sessions per year. To ensure a consistent standard of 
care for these high-value services, Colorado created a 
multi-stakeholder Prevention Council to create minimum 
standards of care for the USPSTF guidelines.17 
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populations effectively.22 Risk adjusting for a patient’s 
socio-economic status is another strategy to ensure 
providers working with underserved patient populations 
although the technique has been criticized for being 
difficult to fine tune.23

Total costs of care (also known as global payments 
or condition-specific capitation), is another provider 
reimbursement strategy that can increase use of high-
value services. This approach provides a fixed price for all 
services needed by a specific group of people over a fixed 
amount of time.24 The HMO, ACO or other integrated 
provider organization has full accountability for the 
total cost and quality of care for the group of patients, 
creating an incentive to eliminate unneeded services and 
to deliver upstream care that improves outcomes.25 An 
example from ChenMed, a global value-based payment 
model, demonstrates that when providers are incentivized 
to provide high levels of access to preventive care, costs 
are lower for the practice and patient outcomes are 
improved.26 To reduce disparities in care and improve 
patient outcomes, payments under these models are often 
adjusted based on the health of the patient as well as 
other factors that may affect the level of engagement from 
providers, like language barriers.27 (see New Jersey and 
Massachusetts boxes).

Non-Financial Provider Incentives

Despite widespread emphasis on provider payment 
reform, provider practice patterns can also be 
influenced by non-financial incentives.32 For example, 
peer-to-peer comparisons have proven very influential 
in changing the practice patterns of provider outliers. 
Likewise, public reporting tools can hold providers 
and hospital systems accountable for cost and quality 
and introduce an element of competition where 
patients can shop around for providers that provide 
the highest value. One strategy researchers recommend 
to ensure that racial and ethnic biases do not affect 
clinical decision making is to develop evidence-based 
guidelines for various populations and create clinician 
report cards, stratified by race, ethnicity and language.33 
These techniques are even more effective when 
financial and non-financial incentives are aligned. 

new JerSey epiSodeS of Care Bundled 
payment Strategy

Horizon Healthcare Services, the Blue Cross 
Blue Shield subsidiary in New Jersey, created a 
commercial “episodes of care” payment model. 
This model includes more than 900 physicians who 
report their patient outcomes to Horizon Healthcare 
Services on more than 12,000 care episodes and 
are reimbursed through a retrospective payment 
model. Data on outcomes across 200,000 Horizon 
Healthcare Services members found significant quality 
improvements from its collective value-based programs 
in 2014 including these improvements in high-value 
care interventions:28

• 6 percent higher rate of improved diabetes control

• 3 percent higher rate of cholesterol management

• 3 percent higher rate of breast cancer screenings

• 8 percent higher rate of colorectal cancer 
screenings 

This is the largest commercial bundled payment 
program in the country and is reporting positive 
results in quality, patient experience and cost 
reduction.29

maSSaCHuSettS gloBal Capitation payment

In 2009 BCBSMA implemented an Alternative 
Quality Contract (AQC)—a global payment model.30 
The AQC was a 5-year contract to encourage 
providers to invest in long-term prevention initiatives 
and included performance incentive payments tied 
to nationally accepted measures of quality, outcomes 
and patient experience. The AQC demonstrated 
quality improvements in preventive care for 
healthy children and adults as well as improved 
health outcomes in populations with diabetes and 
cardiovascular disease (12 percent above the 
national average).31
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High-value services are essential to, but distinct 
from, a high-value healthcare system where all 
incentives are aligned to create an environment 

where providers can give the best care 
possible, use resources efficiently and reduce 

health inequities.

Consumer Incentives

Consumers can and should be encouraged to use high-
value care, consistent with their preferences and goals. 

One approach is to lower out-of-pocket (cost-
sharing) barriers to high-value care. The Affordable Care 
Act required that high-value USPSTF services with an 
A or B grade, like the services referenced in Table 1, be 
provided free of cost sharing, and early observations 
suggest positive health outcomes due to the increase use 
of these preventive services.34 

Also known as value-based insurance design (VBID), 
this is an approach that aligns health plan cost sharing 
with the relative value of care. VBID was originally 
created as a mechanism to encourage patients with 
chronic conditions to adhere to their long-term treatment 
plans (tertiary care). For example, cost-sharing might 
be reduced or eliminated for high-value services like 
foot exams for diabetics. Conversely, VBID can mean 
increasing cost sharing for low-value care like an antibiotic 
for a viral infection. 

The Healthcare Value Hub’s evidence review of VBID 
finds that evidence thus far is limited and mixed with 
respect to health outcomes but experimentation with the 
approach should continue.35

But non-financial nudges can be powerful too. For 
example, making it more convenient to get a flu shot36 or 
having a strong recommendation from your provider37 can 
measurably increase take-up of high-value services. 

Community-Based Approaches

As the IOM noted, community-based prevention can be 
effective in ensuring that populations receive high-value 
care. 

Accountable Communities of Health

Accountable Communities of Health (ACH) is an 
approach that brings together clinical and community-
based organizations to achieve better population health 
outcomes.38 By coordinating various stakeholders and 
providing services outside traditional clinical settings, the 
model has great potential to reach a broader population and 
achieve better health equity.39 

ACHs have flexibility to focus on specific populations 
and health conditions. For example, Iowa’s Community 
Care Coalition (C3) targeted tobacco use, alcohol abuse, 
diabetes and their associated social determinants of 
health. C3 hopes to increase the percentage of adult 
smokers who attempt to quit, decrease adult obesity 
prevalence, and increase the percent of adults with 
diabetes having A1c tests (several of the measures 
included in Table 1).40

Maine also has an Accountable Communities (AC) 
program as part of their larger Value-Based Purchasing 
strategy. Maine’s AC program contracts with providers 
who want to participate in this shared savings, pay-for-
performance model. If the provider succeeds in reducing 
cost while meeting state-wide quality benchmarks, 
the AC shares in the savings with the provider.41 The 
amount of savings are tied, in part, to performance on 
providing preventive health services, especially for at-risk 
populations. Maine has reported better than average 
performance for all of their quality measures, compared to 
national data.42

There are other local initiatives that demonstrate 
high return on targeted investments in high-value 
preventative care. For example, the YMCA Diabetes 
Prevention Program is a cost-effective intervention 
designed to delay the onset of diabetes through a 
combination of coached lifestyle changes and medication 
adherence.43 Strong results from this program 
incentivized Medicare to begin reimbursing for this 
program in 2018.



Public Health Campaigns 

Health campaigns can improve health literacy and increase 
the use of high-value care. A successful public health 
campaign must take physical health variables, as well as 
social and cultural factors, into account to successfully 
change behavior.44 An example of a successful public 
health campaign is the annual effort to encourage people 
to get their flu vaccines, guided by the Centers for Disease 
Control and Prevention (CDC) and the U.S. Advisory 
Committee on Immunization Practices who produce 
specialized materials to promote the importance of the 
vaccine targeted at specific populations.45 

Another example of a public health campaign is the 
Human Papilloma Virus (HPV) vaccine campaign. HPV is 
responsible for around 30,000 new cancer diagnoses each 
year, but most cancers caused by HPV are preventable 
with the vaccine.46 Initial public health campaigns 
launched soon after the vaccine was recommended saw 
HPV infections in girls declined by 56 percent.47 To 
further extend the benefits of the vaccine, the American 
Cancer Society partnered with multiple National Cancer 
Institute- Designated Cancer Centers in 2016 on a new 
campaign targeting boys and girls at communities with 
the lowest rates of vaccinations. This campaign has the 
goal of vaccinating 80 percent of girls and boys aged 11 
and older by 2026 (20 years after the vaccine was first 
released), reducing the number of HPV-related cancers by 
90 percent.48 

Conclusion

It is clear we need be providing more high-value 
care services to patients as part of our overall efforts 
to transform healthcare and “get utilization right.” 
Fortunately, our evidence base is strong with respect to 
the strategies that work. Borrowing from our knowledge 
of strategies to reduce the provision of low-value care,49 
it is likely that multicomponent approaches (which align 
financial and non-financial incentives for both providers 
and patients) will be particularly successful, but this type 
of approach has not yet been evaluated. Another need 
is for increased comparative effectiveness research to 
reduce the vast grey areas of healthcare services which 

have not been classified as either low value or high value, 
in order to improve healthcare delivery and outcomes. 
But given existing evidence that high-value services are 
delivered too infrequently—contributing to disparities in 
health outcomes and in some cases leaving cost savings 
on the table—advocates, payers and others must demand 
progress.
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