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The number is staggering.
Conservatively, up to one-third of US
health care could be considered waste.1
In a country in which health care
spending to gross domestic product
is the highest by a large margin of any
other nation (18% of gross domestic
product, projected to be 20% by 2020),
this could represent as much as $1.2
trillion annually in wasted health care
dollars.1 Overuse of medical services is
a major contributor to this excess.1,2 In
medicine, overuse has been previously
defined as care in which “the risk of
harm exceeds its potential for benefit”
and one in which patients informed
of this reality would likely forego
this care.3–5 Whether it is because
the financial outlay for children’s
medical care is comparatively less or
because children are perceived as our
most vulnerable patients, research
addressing the possibility that too
much medical care might be affecting
children is in short supply.
In this issue of Pediatrics, Chua et al6
take up the charge. The investigators
developed claim-based measures that
are described as “low-value pediatric
services” for commercially insured
children in the United States. The
measures were derived from a variety
of sources, including Choosing Wisely
(a multispecialty effort that highlights
overuse), the US Preventative Services
Taskforce, and various national
specialty society practice guidelines,
among others. From an initial list of
several hundred, the authors present
20 that they surmised to be the most
impactful and discernable from
commercial claims data. Notably, all
of them can be described as overuse
measures. By using these measures,
the authors queried a widely
available comprehensive database

of commercial claims to calculate
frequency and costs of these services
experienced by commercially insured
children. Their findings are striking;
10% of children received at least 1 of
the low-value services at a total cost
of $27 million, one-third ($9.2 million)
coming from out-of-pocket costs.
The fact that 1 in 10 children in this
study were exposed to unnecessary
care is concerning, but this estimate
is likely just the tip of the iceberg.
In the interest of feasibility, the
authors measured only 20 low-value
pediatric services. Although still a large
undertaking, these services represent
a minute fraction of all medical care
from which many more low-value
interventions could be quantified. The
Choosing Wisely initiative, for example,
offers >30 different recommendations
for avoiding overuse that are intended
for children in particular (www.
choosingwisely.org). Furthermore,
even among the 20 services selected
by the authors, there remains
unquantified low-value care.
For instance, children with medical
complexity were understandably
excluded from the current study,
given that this population is nearly
always excluded from medical society
guidelines. However, children with
medical complexity account for
a significant amount of resource
utilization and health care spending,
particularly in the hospital setting.7
In many cases, what is low-value care
for an otherwise healthy child is also
low-value care for a child with medical
complexity.
Finally, many of the services targeted
in the current study came from medical
society recommendations. Although
medical societies are well-intentioned,
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their own assessment of value in
their field may be biased by financial
incentives, intellectual interests, or
persuasive advocacy groups.8 Thus, a
respected medical society’s support
of an intervention does not alone
make it high value. For example,
the existing American Academy of
Pediatrics’ recommendation for
lipid testing in children has been
questioned for its low evidence
base and potential for harm.9–11
As independent, evidence-based
assessments begin to examine
common pediatric practices and find
insufficient support to conclude that
they are benefiting children,12–14
we should reexamine even wellestablished and accepted practices
when looking for low-value care.
Chua et al allude to a critical point:
Although reducing waste is an
obvious motivation to addressing
low-value care, protecting children
from medical harm may be the most
important reason. Each low-value
pediatric service highlighted in this
study results in wasted health care
dollars, but each service may also
result in net harm to the children
receiving the interventions. For
example, it has been estimated that
in the first 10 years after a head
computed tomography scan in
children <10 years of age, 1 excess
brain tumor and 1 excess case of
leukemia are contributed to the
population for every 10 000 scans.15
How many pediatric cancers are
contributed to the population as
a result of unnecessary radiation
exposure to evaluate headaches,
seizures, and sinus symptoms?
Five of the measures address
overprescription of antibiotics,
to which early exposure has been
associated with the development of
obesity, asthma, juvenile idiopathic
arthritis, and celiac disease.16–19
Acid blocker therapy for infants with
reflux carries the potential harms of
increased risk of lower respiratory
tract infections and necrotizing
enterocolitis.20,21 Among all of Chua

et al’s points, the statement that
our decision to prescribe low-value
interventions to children may harm
them is one that should resonate the
loudest for pediatricians.
With the growing calls for payment
reform, including pay-forperformance payment models, the
study by Chua et al has many policy
implications. However, given the
inherent limitations of information
obtained from databases, the
investigators warn us against using
their newly developed measures for
payment denials. Nonetheless, once
better developed, if we see these
measures as services that offer no
tangible benefit and are rather a
source of significant patient harm,
payment denials may not only
be justified but arguably a moral
imperative.
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