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Objectives

• Understand the basics of Value Based Care in relation to “High Value 
Care” and how it related to inpatient costs

• Review current approaches to “High Value Care” in the inpatient setting

• Look at current campaigns and approaches to identifying areas for 
addressing high value care

• Understand effectiveness of various techniques of implementation to 
reduce unwarranted utilization

• Understanding the difference between creating “Rules” and “Choice 
Shaping”

• Learn to “Make Right Easy”
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Value Based Care……What is it?
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Value Based Care vs High Value Care

• Value = (Quality + Experience*)/Cost 

• Value Based Care = Care that is delivered to maximize quality for patients 
by reimbursing providers and networks for improved outcomes – (Think 
Payment Model!!!)

• High Value Care (as defined National Academy of Medicine)
• Safe

• Timely

• Efficient

• Equitable

• Patient Centered 

STEEP!!!!!
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Waste and Value at a Glance

• In the US total cost of waste per year are estimated at. $760 billion to $935 
billion -  (25% of total spending)

• However…… “savings from interventions that address waste were $191 billion 
to $286 billion.”
• Specifically…. Overtreatment or Low Value Care accounted for $12.8-28.6billion

• Importantly ….  “No studies were identified that focused on interventions 
targeting administrative complexity” – Actually the LARGEST category of waste 
• However the estimated annual cost of waste in this category was $265.6 Billion 

(Shrank et al JAMA 2019)
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The Issue with Inpatient Care and Cost 

Total Cost:

Driven by Volume and Site 
of Care

Enterprise Cost:

Labor and Facilities 

Unit Cost:

Supplies  (inputs) and Care 
Delivery

Hospitalist Impact is limited 
mostly to care delivery and 
to a lesser extent how this 
affects labor
- ie… more respiratory 

treatments = more RT’s, 
more telemetry means = 
more tele-boxes

- More tests and 
treatment means more 
cost.  
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So why even bother!!!!????

A little Place called Competition, Missouri.
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Why I Bother…….
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Why I bother…..Continued….
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I bother because ………..

In 1966, my grandmother developed breast cancer for 
the second time, at age 45. 
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How far we have come!!!

-    Anesthesia:  $72.00
- Surgeon:        $200.00
- Hospital (13 Days) $394.00
- Total    $666.90

- In 2021 dollars   $5,354

- Avg surgery today $17,000 (w/o recon)
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Current Movements in “High Value Care” in Hospital Medicine

• Things We Do For No Reason ™ 
• Society of Hospital Medicine
• Hospital Medicine Specific
• Good case based examples for teaching
• Need Membership for full access

•  Choosing Wisely ©
• ABIM
• Not Hospital Medicine Specific
• Limited Updates…. Relying on subspecialties to create recs. 

• ACP – High Value Care Initiative
• Run by ACP
• Has separate Hospital Medicine Module
• Mix of free/paid content (free for members)
• Has good educator modules/particular regarding payer and cost arrangements. 

Common themes
1. Every Tells you what NOT 

to do.
2. Nobody tells you how NOT 

to do it!
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Resources and Teaching Files
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Is Education Alone Effective????

• Cola et al.  Reviewed 108 articles on effectiveness of Interventions to 
reduce “Low value Care”
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Main take away….

• Incentives are great for increasing doing SOMETHING but not for NOT 
doing something

• Make it easy to do the RIGHT thing first and place barriers where the 
potential for overuse exist….  (ie… Clinical Decision Support)

• Physician Education is necessary for buy in…….

• Teamwork Makes the Dream work. 



16

Don’t Blame us, blame our brains…

• Applied Behavior Analysis 
(Ingvarsson et al 2023)
• Rule Based 

• Better for rare and unforeseen 
events

• Necessary when trial and error 
are not an option

• “Three Term Contingency”
• Need (Antecedent, Behavior, 

Consequences) 

• Better for COMPLEX Dynamic 
Systems

• I’m Calling it “Choice Shaping”
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Rule Based vs “Three Term Contingency”

Rule Based Examples 

• Great where critical safety net 
needed
• “Hard Stops” in EMR for blood 

products and allergies
• Restrictive Ordering for very 

high cost medications (think 
biologic chemo)

• Limits on weight based dosing 
in Pediatrics

• Weakness
• Annoying
• Hackable → lead to frustration

“Three Term Contingency” Examples
• Can also be seeing as “Choice Shaping”
• Great where common problems 

intersection with multiple decision 
points
• Clinical Pathways with facilitative 

ordering
• Education Campaigns
• Clinical Team Performance 

Feedback
• Weakness

• At most effective require LOTS of 
infrastructure to maintain

Take home
1. Both Approaches have their 

place
2. They are NOT necessarily 

mutually exclusive
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OK, I have an idea for a project, now what.

• Start Small and pick 
something

• Focus on a headache as 
much as cost

• Don’t strive for 
perfection
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An Example for MU

• Project “Vanc-quish”
• Myself and Dr. Taylor Nelson, DO (Infectious Disease)

• Global aim:
• Reduce unnecessary vancomycin overprescribing and/or prolonged use in patients 

hospitalized with infections where MRSA is not the causative pathogen.
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Project “Vanc-Quish”

There were 256 
ways to order 
Vancomycin at 

MUHC!!!
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Project Vanc-quish - Continued
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Project Vanc-Quish -  
“Rule Based” – 

Intervention gone awry 
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Parting Shots 

1. In order to succeed in future payment models, Hospitalist will need to 
take a lead in delivery of High Value Care.

2. Cost of healthcare as impacted by Hospitalist are more than simply an 
addition of the tests and treatments ordered.

3. Successful reduction of “low-value” care is most likely to be impacted 
by facilitative Clinical Decision Support (CDS and ongoing feedback)

4. A combination of “Rule Based” and “Three Term Contingency” 
(ie..Choice Shaping)

5. “Make RIGHT easy” is always the best answer 
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