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"There is nothing more difficult to take in 
hand, more perilous to conduct, nor 
uncertain in its success, than to take the 
lead in the introduction of a new order of 
things. For the innovator has for enemies 
all of those who have done well under the 
old, and lukewarm defenders in all of 
those who may do well under the new.” 

Challenge of Changing the Culture 

Niccolo Macchiavelli, 1469-1527 CE, 
historian, politician, diplomat, philosopher, humanist, and writer 

 

Axel Hofmann Beijing 10-2016 
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Waste in the US Health Care System
Estimated Costs and Potential for Savings
William H. Shrank, MD, MSHS; Teresa L. Rogstad, MPH; Natasha Parekh, MD, MS

IMPORTANCE The United States spends more on health care than any other country, with
costs approaching 18% of the gross domestic product (GDP). Prior studies estimated that
approximately 30% of health care spending may be considered waste. Despite efforts to
reduce overtreatment, improve care, and address overpayment, it is likely that substantial
waste in US health care spending remains.

OBJECTIVES To estimate current levels of waste in the US health care system in 6 previously
developed domains and to report estimates of potential savings for each domain.

EVIDENCE A search of peer-reviewed and “gray” literature from January 2012 to May 2019
focused on the 6 waste domains previously identified by the Institute of Medicine and
Berwick and Hackbarth: failure of care delivery, failure of care coordination, overtreatment or
low-value care, pricing failure, fraud and abuse, and administrative complexity. For each
domain, available estimates of waste-related costs and data from interventions shown to
reduce waste-related costs were recorded, converted to annual estimates in 2019 dollars for
national populations when necessary, and combined into ranges or summed as appropriate.

FINDINGS The review yielded 71 estimates from 54 unique peer-reviewed publications,
government-based reports, and reports from the gray literature. Computations yielded the
following estimated ranges of total annual cost of waste: failure of care delivery, $102.4 billion
to $165.7 billion; failure of care coordination, $27.2 billion to $78.2 billion; overtreatment or
low-value care, $75.7 billion to $101.2 billion; pricing failure, $230.7 billion to $240.5 billion;
fraud and abuse, $58.5 billion to $83.9 billion; and administrative complexity, $265.6 billion.
The estimated annual savings from measures to eliminate waste were as follows: failure of
care delivery, $44.4 billion to $93.3 billion; failure of care coordination, $29.6 billion to
$38.2 billion; overtreatment or low-value care, $12.8 billion to $28.6 billion; pricing failure,
$81.4 billion to $91.2 billion; and fraud and abuse, $22.8 billion to $30.8 billion. No studies
were identified that focused on interventions targeting administrative complexity. The
estimated total annual costs of waste were $760 billion to $935 billion and savings from
interventions that address waste were $191 billion to $282 billion.

CONCLUSIONS AND RELEVANCE In this review based on 6 previously identified domains of
health care waste, the estimated cost of waste in the US health care system ranged from
$760 billion to $935 billion, accounting for approximately 25% of total health care spending,
and the projected potential savings from interventions that reduce waste, excluding savings
from administrative complexity, ranged from $191 billion to $282 billion, representing
a potential 25% reduction in the total cost of waste. Implementation of effective measures
to eliminate waste represents an opportunity reduce the continued increases in
US health care expenditures.
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After conversion of national costs and savings from each
study to 2019 dollars, the articles and reports within each domain
were grouped according to the predefined cost and savings com-
ponents of that domain. For example, within the “overtreatment
or low-value care” domain, selected cost estimates could be
grouped as follows: medications; screening, testing, and proce-
dures; and end-of-life care. When multiple selected articles and
reports provided estimates for the same component, a range was
reported for that component. All component estimates were
summed to yield total costs and ranges and total potential sav-
ings and ranges for each waste domain. When valid cost esti-
mates were not available for a specific component, published
estimates of savings from a proposed system-wide change in the
health care system were counted in the calculations for both
costs and savings, the rationale being that projected savings from
such a change would represent the amount of current wasteful
spending. To ensure accuracy and consistency, after completing
calculations for each waste domain, 2 team members (T.L.R. or
Rituparna Battacharya) who had not performed the cost calcula-
tions reviewed all cost data extraction from original sources, con-
versions, and calculations.

Results
The review yielded 71 estimates from 54 unique peer-reviewed
publications, government-based reports, and reports from the
“gray” literature (eTables 2-7 in the Supplement). The number of
cost-plus-savings estimates identified for each of the 6 domains
was as follows: failure of care delivery (21), failure of care coordi-

nation (11), overtreatment or low-value care (18), pricing failure
(9), fraud and abuse (10), and administrative complexity (2).

Failure of Care Delivery
For the “failure of care delivery” domain, 11 articles18-28 addressed
costs of waste (Table 2) and 10 articles25,26,46-53 addressed poten-
tial savings from interventions (Table 3) (2 articles were used for
both costs and savings). Cost studies were classified into 3 subcat-
egories: hospital-acquired conditions and adverse events, clinician-
related inefficiencies, and lack of adoption of preventive care prac-
tices. (The identified examples of clinician-related inefficiencies
included unnecessary costs resulting from variation in specialty
payments despite the existence of clinical guidelines or in spite of
a lack of association between higher intensity practices and out-
comes.) The estimated annual cost of waste from these 3 compo-
nents ranged from $102.4 billion to $165.7 billion. Articles that
assessed savings from interventions that address this domain were
categorized into the following 6 categories: initiatives targeting the
reduction of adverse hospital events and hospital-acquired infec-
tions; programs to increase physician efficiency, bundled payment
models to reduce unnecessary variability in care, and prevention
initiatives; integrated physical and behavioral health programs;
Partnership for Patients initiative, a CMS-funded activity that
engaged a large proportion of the nation’s hospitals and encour-
aged a wide array of improvement activities; standardized path-
ways in bundled payment models; and prevention initiatives to
address diabetes, obesity, smoking, and cancer. The estimated
potential annual savings ranged from $44.4 billion to $93.3 billion
for these interventions, based on extrapolating the most generaliz-
able results to the entire US population.

Table 2. Cost Estimates by Waste Domain

Domain

Costs, $US Billion

Annual Estimates Total Range
Failure of Care Delivery

Hospital-acquired conditions and adverse events18-22 5.7-46.6

102.4-165.7
Clinician-related inefficiency (variability in care, inefficient use
of high-cost physicians)27,28

8.0

Lack of adoption of preventive care practices (obesity, vaccines,
diabetes, hypertension)23-26

88.6-111.1

Failure of Care Coordination

Unnecessary admissions and avoidable complications19,29 5.9-56.3
27.2-78.2

Readmissions30,31 21.25-21.93

Overtreatment or Low-Value Care

Low-value medication use12,32-35 14.4-29.1

75.7-101.2Low-value screening, testing, or procedures14,36,37 17.2-27.9

Overuse of end-of-life care38 44.1

Pricing Failure

Medication pricing failure8 169.7

230.7-240.5Payer-based health services pricing failure39,40 31.4-41.2

Laboratory and ambulatory pricing41 29.7

Fraud and Abuse

Fraud and abuse in Medicare42-44 58.5-83.9 58.5-83.9

Administrative Complexity

Billing and coding waste45 248
265.6

Physician time spent reporting on quality measures10 17.6

Total 760-935
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Grundidén är att komma från low value/high cost care till

high value/low cost care genom att:

• Bedriva sjukvård som stöds av evidens
• Inte duplicera test eller procedurer
• Prioritera behandlingar med låg risk för skadliga biverkningar
• Tillse att alla handlingar är verkligen nödvändiga
• Verka i samråd med patienten
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• Bristande handledning - guidelines finns inte eller följs ej
• Guidelines är bristfälliga/obsoleta/icke-tillämpbara/är i 

konflikt med varandra
• Bristande kunskap
• Patientens/anhörigas förväntningar
• Otillräckligt med tid för djupare patientanalys
• Obehag av inte veta
• Rädsla för anmälan (defensiv medicin)
• Vana
• Personligt intresse (conflicts of interest)
• ………

Varför överanvänds/felanvänds
diagnostiska test/behandlingar?
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Implementering
- Det ska vara enkelt!
- Bygg system som tvingar fram förändring
- Skapa incitament genom att visa på fördelar för 
stake-holders

- Mät det som går att mäta. Återrapportera!

• Läkarna
• SSK
• Andra yrkeskategorier
• Patienten/Anhöriga
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De 5 åtgärder vi börjat med på 
Internmedicin SUS och även SIM

”5-do-nots” 

KAD – Kortast möjliga tid, RIK, Riktlinje

Blodtransfusioner – Transfusionsgräns 70 g/l, Single unit transfusion

PPI – I samråd med PV, sätt ut

Lab-test – Enbart absolut nödvändiga prover vid nödvändig provtagning

CT-skalle – Ej vid synkope utan associerade neurologiska symtom => PoCUS
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Reduktion av RBC 2016 till 2017
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43% 
minskning
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5-Dos

• Spendera tid med patienten
• Involvera patienten i diskussion om vården och 

begränsningar i vården
• Använd interna kompetenser i största möjliga utsträckning
• Re-Evaluera hela tiden dina och andras bedömningar och 

åtgärder
• Förebygg sarkopeni, immobilisering, osteoporos och 

försämrad kardiopulmonell reserv. 
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Tack för mig! 


