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ABSTRACT
Objectives: To examine differences in the utilization of low- value care among Asian and Latino subpopulations compared to 
the White population.
Study Setting and Design: We analyzed data from a repeated cross- sectional national survey.
Data Sources and Analytical Sample: Our sample included a non- Latino White population and Asian and Latino subpopula-
tion groups using data from the 2013–2021 Medical Expenditure Panel Survey.
Principal Findings: Asian and Latino subpopulations used health care services less frequently than the White population, with 
adjusted differences ranging from −3.2% points (95% CI: −3.9, −2.4) to −9.4 (−10.1, −8.7) for outpatient visits, −5.2 (−5.9, −4.5) 
to −12.4 (−15.2, −9.6) for office- based provider visits, and −5.2 (−6.7, −3.8) to −19.1 (−21.6, −16.7) for prescription drug fills. 
Although certain low- value services were reported less among Asian and Latino subpopulations, there were no differences in 
almost six out of twelve services when compared to the White population. These patterns were notable among Asian subpopula-
tions (Indians, Chinese, Filipinos, and other Asians). Additionally, Asian and Latino subpopulation groups had distinct patterns 
in the use of low- value care. Compared to the White population, Asian subpopulation groups had lower utilization of low- value 
medications including benzodiazepines for depression (−11.5 [−15.1, −8.0] to −13.8 [−24.4, −3.3]) and opioids for back pain (−4.4 
[−8.5, −0.3] to −10.1 [−13.6, −6.7]). Latino subpopulation groups had higher utilization of low- value cervical cancer screening 
(5.7 [3.0–8.4] to 24.5 [16.9–32.1]) and lower utilization of magnetic resonance imaging/computed tomography for back pain (−1.6 
[−2.4, −0.8] to −4.9 [−7.1, −2.6]) than the White population.
Conclusions: Despite lower overall health care utilization, Asian and Latino subpopulations do not necessarily use the low- 
value care examined in this study less than the White population. This suggests that lower overall health care utilization among 
Asian and Latino subpopulations may not solely be attributed to lower use of low- value care.
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1   |   Introduction

Asian and Latino populations represent fast- growing demo-
graphic groups within the United States (US) [1, 2]. In 2020, ap-
proximately 24 million Asian individuals and 62 million Latino 
individuals resided in the country, which collectively represent 
nearly a quarter of the general population [3]. This growth trend 
is projected to continue, with estimates indicating that by 2060, 
these numbers will increase to 36 million and 111 million, re-
spectively, and together these populations will compose about 
40% of the population. Research has found that Asian and Latino 
population groups use, on average, fewer health care services 
than the White population. For example, in 2016, the average 
per- person health care spending was substantially lower among 
Asian and Latino individuals than among White individuals 
($4692, $6025, and $8141, respectively) [4]. These disparities are 
partly attributable to unequal access to and use of primary care 
[5]. For example, the likelihood of receiving routine checkups 
was also lower among Asian and Latino individuals compared 
to White individuals [6].

Studies have primarily focused on measuring overall health 
care utilization or preventive care among Asian and Latino pop-
ulations [7–11], which leaves a gap in our understanding of the 
utilization of low- value care among Asian and Latino popula-
tions. Low- value care, which is defined as services with minimal 
or no clinical benefit but incurring health care costs, is wide-
spread in the US [12–15]. Annual spending on low- value care 
was estimated to range from $75.7 to $101.2 billion in 2019 [16]. 
Approximately 10% of US adults received low- value treatments 
[15]. This phenomenon was more pronounced among vulnerable 
populations, including racial and ethnic minorities and individ-
uals with lower income or education levels [17–19]. For exam-
ple, Black individuals on Medicare receive more low- value care 
than White individuals on Medicare [17, 20]. Although Asian 

and Latino populations are also considered minoritized popu-
lations, health care utilization patterns may differ from those of 
Black populations, which indicates that low- value care use may 
not necessarily be high. However, evidence on the utilization of 
low- value care within these groups remains limited.

While Asians and Latino populations are often treated as single 
monolithic groups, these populations are diverse in terms of cul-
ture, language, religion, immigration and migration patterns, 
histories in the US, and several other characteristics [1, 2]. With 
over 50 and 20 Asian and Latino subpopulation groups, respec-
tively, each subpopulation group has unique socioeconomic and 
cultural characteristics that may influence health care access 
and utilization [7–11]. This suggests that substantial variations 
in the utilization of low- value care may exist among different 
Asian and Latino subpopulation groups. Identifying these varia-
tions is critical for developing more targeted approaches tailored 
to the needs of each subpopulation. However, population- based 
surveys often oversimplify by categorizing Asian and Latino 
populations into broad singular groups, which potentially mask 
the diversity within these populations [21]. As a result, less is 
known about the utilization of low- value care among Asian and 
Latino subpopulations.

To address these knowledge gaps, we used a nationally repre-
sentative US population survey for 2013–2021 and conducted 
two central analyses. First, we examined whether general health 
care utilization was lower among Asian and Latino subpopula-
tion groups compared to the White population. Second, we in-
vestigated whether there were differences in the utilization of 
low- value care among Asian and Latino subpopulation groups 
compared to the White population. Our analyses and model fit-
ting were guided by the Andersen behavioral model of health 
care utilization, which is a widely used framework for under-
standing the factors influencing health care service use [22]. 
This model posits that health care utilization is shaped by three 
distinct determinants: predisposing, enabling, and need factors. 
By applying this framework, we aim to gain deeper insights into 
the complexities of health care utilization among Asian and 
Latino subpopulation groups.

2   |   Methods

2.1   |   Data

We analyzed repeated cross- sectional data from the 2013 to 2021 
Medical Expenditure Panel Survey (MEPS), which is a nationally 
representative survey of the US civilian non- institutionalized 
population. The data are collected from interviews with individ-
ual households and their members and are augmented by data 
provided by hospitals, physicians, home healthcare providers, 
and pharmacies that have offered care to those same subjects 
and by their employers. MEPS collects data from two primary 
sources. The Household Component (HC) collects data from 
individual household members through survey questionnaires, 
and the Medical Provider Component (MPC) collects data from 
a sample of health care providers to MEPS HC respondents. 
The HC data include demographic, socioeconomic, and health 
characteristics. The MPC data include dates of visits or ser-
vices, types of health care services used, and diagnoses codes 

Summary

• What is known on this topic
○ Studies have shown that Asians and Latinos use, on 

average, less health care, including preventive care, 
compared to the White population.

○ Our understanding of how Asian and Latino popu-
lations use low- value services remains limited.

○ Asian and Latino subpopulation groups may experi-
ence significant variations in the utilization of low- 
value care that are not well understood.

• What this study adds
○ All Asian and Latino subpopulation groups used 

health care services less frequently than the White 
population.

○ Some low- value services were reported less among 
Asian and Latino subpopulations, but utilization 
for nearly six of the twelve low- value services was 
similar to or higher than reported for the White 
population.

○ The results suggest that lower overall health care 
utilization among Asian and Latino subpopulations 
may not necessarily be caused by lower low- value 
care utilization.
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for medical encounters. For this study, we used five datasets 
from MEPS: the full- year consolidated data files from the HC, 
outpatient visits files, office- based medical provider visit files, 
prescribed medicine files, and medical conditions files from the 
MPC. The analytic sample consisted of US adults (ages 18 years 
and older) with complete information.

The [redacted] Institutional Review Board deemed this study ex-
empt because it used only publicly available data without patient 
identifiers. This study adhered to the STROBE reporting guide-
lines for cross- sectional studies.

2.2   |   Outcomes

We included two types of outcome measures. First, we con-
structed binary measures of three general health care services: 
outpatient visits, office- based medical provider visits, and pre-
scription drug fills. These services were selected because they 
align directly with the settings in which we define low- value care. 
Office- based visits are appointments that occur primarily in of-
fice settings and clinics and do not include care received in hos-
pitals, nursing homes, or patients' homes. In contrast, outpatient 
department visits take place in hospital outpatient departments, 
where patients access a variety of medical services. Second, 
we followed prior studies that used MEPS data [14, 23–25] and 
constructed binary measures of 12 low- value services across 
the following three categories: (1) low- value cancer screening 
(cervical [26], colorectal [27], and prostate cancer screening 
[28]); (2) low- value medication use (antibiotic for acute upper 
respiratory infection [29, 30], antibiotic for influenza [29], use of 
benzodiazepine for depression [31], use of opioid for back pain 
[32], use of opioid for headache [33], and use of nonsteroidal anti- 
inflammatory drug [NSAID] for individuals with hypertension, 
heart failure, or chronic kidney disease [32]); and (3) low- value 
imaging tests (magnetic resonance imaging [MRI] or computed 
tomography [CT] for back pain [34], radiograph for back pain 
[34], and MRI or CT for headache [35]). Definitions outlining 
the criteria for each outcome measure are presented in Table 1. 
Additionally, we constructed a composite measure for the use 
of any low- value service in each category. Previous studies have 
investigated approximately 40 low- value services using claims 
data [12, 13, 36, 37]. However, due to limited measures in MEPS, 
we were unable to account for all low- value services.

For each low- value care measure, we identified individuals 
who were eligible for the measure (the denominator) based 
on age, sex, and health conditions based on the International 
Classification of Diseases, Ninth Revision, Clinical Modification 
(ICD- 9- CM) or the International Classification of Diseases, Tenth 
Revision, Clinical Modification (ICD- 10- CM). Subsequently, we 
determined whether these eligible individuals received specific 
low- value services (the numerator). The sample size differed for 
each outcome measure.

2.3   |   Key Independent Variables

Our primary independent variable was self- reported race and 
ethnicity. Participants were asked to provide information 
about their race and ethnicity based on categories listed in the 

questionnaire. We categorized individuals into 12 mutually 
exclusive population and subpopulation groups: non- Latino 
“White” individuals, non- Latino “Asian” individuals (Asian 
Indian, Chinese, Filipino, and Other Asian), and “Latino” indi-
viduals (Central/South American, Cuban, Dominican, Mexican, 
Other Latino, and Puerto Rican). The categories of “other Asian” 
or “other Latino” include those who self- identified as Asian or 
Latino but not as any of the specified subpopulation groups. 
Black individuals and individuals of other races and ethnic 
groups were excluded from our analyses. We selected White in-
dividuals as the reference, as this population has been shown 
to have greater health care use compared to minoritized groups 
[4–11].

2.4   |   Covariates

We used the Andersen behavioral model of health care utiliza-
tion to guide covariate selection for statistical modeling [22]. The 
model posits that health care use is determined by predisposing, 
enabling, and need factors. Thus, we categorized the individual- 
level characteristics into three categories: predisposing (age and 
sex), enabling (employment status, marital status, education, 
family income, and health insurance), and need factors (number 
of chronic conditions from a total 20 conditions).

2.5   |   Statistical Analyses

We calculated sample characteristics by race and ethnicity. We 
then estimated eligible sample sizes and unadjusted proportions 
for each low- value care measure within these racial and ethnic 
categories. To quantify differences in the utilization of both 
general health care services and low- value services across these 
groups, we ran a linear probability model after controlling for 
individual- level characteristics and year- fixed effects as follows:

where i indexes individuals, t  indexes year, and Y  represents an 
outcome measure for individual i at year t . Race∕ethnicity is an 
indicator of mutually exclusive self- reported racial and ethnic 
subpopulation groups. X  is a vector containing the predisposing, 
enabling, and need factors described earlier. V  is a year- fixed ef-
fect. � is an error term.

Using the marginal effects from these models, we estimated 
the mean adjusted values of the outcomes for each racial and 
ethnic group and subpopulation group while holding all other 
variables constant except the variable of interest. Furthermore, 
we estimated the adjusted differences in outcomes among 
Asian and Latino subpopulations relative to the White popu-
lation. Recognizing potential variations in the association of 
individual- level characteristics with outcomes among Asian 
and Latino population groups, we conducted separate analy-
ses for each group. These estimates represent differences in 
outcomes, assuming that individuals in each racial and ethnic 
group have, on average, the same characteristics included as 
the covariates—except for race and ethnicity—highlighting 
the differences attributable to race and ethnicity. This ap-
proach facilitates clearer comparisons but may underestimate 

Yit = � + Race∕ethnicityit + Xit� + Vt� + �it
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existing disparities, as factors like income and employment 
status were also accounted for in the adjustment process. The 
Institute of Medicine defines disparities as differences in utili-
zation influenced by various factors beyond health status and 
personal preferences, including socioeconomic and environ-
mental factors [38]. To address this limitation, we performed 
sensitivity analyses by only adjusting for predisposing factors 
(age and sex) and need factors (number of chronic conditions). 
As a result, the former estimates can be interpreted as the 
lower bound of racial and ethnic disparities, while the latter 
estimates represent the upper bound.

For all analyses, we used survey weights to generate nation-
ally representative estimates. Since the MEPS sample was se-
lected using various survey designs, including stratifications, 
clustering, multiple stages of selection, and disproportionate 
sampling, we accounted for this complex survey design in our 
standard error estimation by using MEPS survey weights to 
produce estimates and employing an appropriate technique 
to derive standard errors associated with these weighted es-
timates. This approach helps ensure that our standard error 
calculations accurately reflect the true uncertainty in our re-
sults. Data were analyzed using Stata statistical software ver-
sion 16.1 (StataCorp).

3   |   Results

3.1   |   Sample Characteristics

The unweighted sample consisted of 153,379 individuals (mean 
[SD] age, 48.4 [18.0]; 51.3 female). Racial and ethnic popula-
tion groups included 96,013 White, 2849 Asian Indian, 2554 
Chinese, 2047 Filipino, 4681 other Asian, 7160 Central/South 
American, 2256 Cuban, 1732 Dominican, 27,845 Mexican, 2542 
other Latino, and 3700 Puerto Rican individuals. Sample char-
acteristics and unadjusted outcomes are presented in Appendix 
Table A and Table 2, respectively.

3.2   |   Health Care Utilization

Compared to the White population, all Asian and Latino subpop-
ulation groups had lower utilization of general health care ser-
vices, with more pronounced differences observed among Asian 
subpopulation groups. Specifically, the likelihood of having out-
patient visits, office- based provider visits, and prescription drug 
fills among Asian subpopulation groups relative to the White 
population was lower by −7.0% points (95% CI: −10.9, −3.2) for 
Asian Indian individuals to −9.4% points (95% CI: −10.1, −8.7) 
for other Asian individuals, −9.0% points (95% CI: −11.8, −6.1) 
for Asian Indian individuals to −12.4% points (95% CI: −15.2, 
−9.6) for Filipino individuals, and −11.3% points (95% CI: −15.7, 
−6.8) for Filipino individuals to −19.1% points (95% CI: −21.6, 
−16.7) for Chinese individuals, respectively (Figure 1 Panel A). 
The likelihood of having outpatient visits, office- based provider 
visits, and prescription drug fills among Latino subpopulation 
groups relative to the White population was lower by −3.2% 
points (95% CI: −3.9, −2.4) for Central/South American individ-
uals to −9.8% points (95% CI: −10.5, −9.1) for Cuban individuals, 
−5.2% points (95% CI: −5.9, −4.5) for other Latino individuals to 

−11.7% points (95% CI: −16.7, −6.7) for Dominican individuals, 
and −5.2% points (95% CI: −6.7, −3.8) for Puerto Rican individu-
als to −14.2 (95% CI: −17.4, −11.1) for Cuban individuals, respec-
tively (Figure 1 Panel B).

3.3   |   Low- Value Care

While certain low- value services were used less among Asian 
and Latino subpopulation groups, utilization rates for more than 
half of the low- value services examined were similar to or even 
higher than those observed in the White population. Among 
Asian subpopulation groups, of 12 low- value services, signifi-
cantly lower utilization of low- value care was observed in five 
services for Asian Indian, seven for Chinese, six for Filipino, and 
four for other Asian individuals, respectively (Figure 2 Panels 
A, B, and C and Appendix Table B). Among Latino subpopula-
tion groups, of 12 low- value services, significantly lower utiliza-
tion of low- value care was observed in six services for Central/
South American, three for Cuban, two for Dominican, five for 
Mexican, two for other Latino, and four for Puerto Rican indi-
viduals (Figure  3 Panels A, B, and C and Appendix Table  C). 
The majority of the differences were observed in low- value 
medication use. In the sensitivity analysis, we found that, while 
enabling factors contributed to reducing differences, the results 
remained relatively consistent (Appendix Tables D and E).

While notable differences were observed in some low- value 
services, the patterns of use of low- value care differed within 
Asian and Latino subpopulation groups. Among Asian subpop-
ulation groups, the use of low- value care was more pronounced 
in low- value medications: antibiotics for acute upper respiratory 
infection (ranging from −6.9% points [95% CI: −10.7, −3.2] for 
other Asian individuals to −10.8% points [95% CI: −16.7, −5.0] 
for Asian Indian individuals), benzodiazepines for depression 
(ranging from −11.5% points [95% CI: −15.1, −8.0] for Chinese 
individuals to −13.8% points [95% CI: −24.4, −3.3] for Filipino 
individuals), opioids for back pain (ranging from −4.4% points 
[95% CI: −8.5, −0.3] for Asian Indian individuals to −10.1% 
points [95% CI: −13.6, −6.7] for other Asian individuals), opioids 
for headache (ranging from −1.9% points [95% CI: −2.4, −1.4] for 
Asian Indian individuals to −3.4% points [95% CI: −4.9, −1.9] 
for Chinese individuals), and NSAID use for hypertension, heart 
failure, or kidney disease (ranging from −5.1% points [95% CI: 
−7.1, −3.1] for Chinese individuals to −14.6% points [95% CI: 
−18.4, −10.8] for Other Asian individuals) (Figure 2 Panels A, 
B, and C and Appendix Table  B). Additionally, significantly 
lower utilization was observed in some cancer screening and 
imaging use: −2.4% points (95% CI: −4, −0.8) for cervical can-
cer screening among Chinese individuals, −3.2% points (95% CI: 
−4.0, −2.3) for colorectal cancer screening among Chinese indi-
viduals, −14.1% points (95% CI: −22.4, −5.8) for prostate cancer 
screening among Asian Indian individuals, −2.5% points (95% 
CI: −4.1, −1) for radiographs for back pain among Filipino indi-
viduals, and −2.7% points (95% CI: −3.6, −1.8) and −2.7% points 
(95% CI: −5.2, −0.1) for MRI/CT for headache among Asian 
Indian and Filipino individuals.

Latino subpopulation groups had similar patterns of lower utili-
zation of low- value medications as Asian subpopulation groups; 
however, the overall difference was less pronounced: antibiotics 
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for acute upper respiratory infection (ranging from −7.2% points 
[95% CI: −13.0, −1.5] for Central/South American individuals to 
−7.7% points [95% CI: −14.4, −1.1] for Cuban individuals), ben-
zodiazepines for depression (−4.2% points [95% CI: −5.2, −3.2] 
for Mexican individuals), opioids for back pain (−2.3% points 
[95% CI: −3.2, −1.4] for Mexican individuals), opioids for head-
ache (ranging from −2.2% points [95% CI: −3.6, −0.7] for Puerto 
Rican individuals to −14.0% points [95% CI: −15.9, −12.2] for 
Cuban individuals), NSAID use for hypertension, heart failure, 
or kidney disease (ranging from −4.2% points [95% CI: −5.8, 
−2.6] for Puerto Rican individuals to −9.3% points [95% CI: 
−13.7, −5.0] for Cuban individuals) (Figure 3 Panels A, B, and 
C and Appendix Table C). Lower utilization in imaging services 
was also evident: MRI/CT for back pain (ranging from −3.3% 
points [95% CI: −5.9, −0.8] for Central/South American individ-
uals to −5.5% points [95% CI: −8.4, −2.5] for Mexican individu-
als), and radiographs for back pain (ranging from −1.6% points 
[95% CI: −2.4, −0.8] for Central/South American individuals to 
−4.9% points [95% CI: −7.1, −2.6] for Dominican individuals).

Some instances of low- value care were more frequently observed 
among Asian and Latino subpopulation groups compared to 

the White population. Notably, higher utilization of low- value 
cancer screening was observed among Latino subpopulation 
groups. Cervical cancer screening was more prevalent among 
other Asian, Central/South American, Cuban, Dominican, and 
Puerto Rican individuals, with increases of 1.8% points (95% CI: 
0.1, 3.4), 14.5% points (95% CI: 11.0, 18.0), 17.2% points (95% CI: 
10.1, 24.4), 9.6% points (95% CI: 9.1, 10.2), and 10.6% points (95% 
CI: 3.0, 18.2). However, there were no or small differences in col-
orectal and prostate cancer screening. Additionally, there were 
differences observed in the use of low- value medication and im-
aging, albeit they were modest. Antibiotics for influenza were 
more frequently observed among Central/South American and 
Mexican individuals, with increases of 8.4% points (95% CI: 6.3, 
10.5) and 3.4% points (95% CI: 2.3, 4.4). Benzodiazepine use for 
depression and opioids for headache was higher among Cuban 
individuals, with increases of 13.8% points (95% CI: 1.2, 26.4) 
and 2.7% points (95% CI: 1.8, 3.5). Additionally, opioid use for 
headache was higher among other Asian individuals, with an 
increase of 5.1% points (95% CI: 3.0, 7.3), and MRI/CT for head-
ache was more common among Chinese and Central/South 
American individuals, with increases of 12.5% points (95% CI: 
6.0, 18.9) and 3.4% points (95% CI: 1.9, 5.0).

FIGURE 1    |    Adjusted differences in outpatient visit, office- based provider visit, and prescription drug fill among Asian and Latino subpopulations 
relative to White population. Panel (A) Asian subpopulations relative to the White population. Panel (B) Latino subpopulations relative to White 
population. To quantify differences in the utilization of general health care services across Asian and Latino subpopulation groups, we ran a linear 
probability model after controlling for individual- level characteristics and year- fixed effects. Using the marginal effects from these models, we es-
timated the mean adjusted values of the outcomes for each racial and ethnic subpopulation group while holding all other variables constant except 
the variable of interest. Furthermore, we estimated the adjusted differences in outcomes among Asian and Latino subpopulation groups relative to 
the White population.
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FIGURE 2    |    Adjusted differences in use of low- value care among Asian subpopulation groups relative to White population. Panel (A) Low- value 
cancer screening. Panel (B) Low- value medication use. Panel (C) Low- value imaging use. To quantify differences in the utilization of low- value care 
services across Asian subpopulation groups, we ran a linear probability model after controlling for individual- level characteristics and year- fixed 
effects. Using the marginal effects from these models, we estimated the mean adjusted values of the outcomes for each Asian subpopulation group 
while holding all other variables constant except for the variable of interest. Furthermore, we estimated the adjusted differences in outcomes among 
Asian subpopulation groups relative to the White population.
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4   |   Discussion

In this nationally representative study, we observed that Asian 
and Latino subpopulation groups used fewer health care ser-
vices than the White population, which is consistent with prior 
findings [7–11]. However, we also discovered that these groups 
used approximately six out of 12 low- value services similarly to 
the White population. These findings indicate that the lower 
overall health care utilization among Asian and Latino subpop-
ulations may not solely be attributed to the use of low- value care. 
Studies have identified significant barriers to accessing health 
care among Asian and Latino populations, such as language and 
cultural barriers, limited health literacy, lack of health insur-
ance, and immigration status [39–41]. Nonetheless, our findings 
suggest that these factors may not fully explain differences in 
the use of low- value care. Other studies have found that these 
groups use preventive services at lower levels than the White 
population [8, 11], which potentially contributes to lower health 
care utilization. Taken together, the utilization patterns among 
Asian and Latino subpopulation groups were observed to differ 
between high-  and low- value care, which aligns with previous 
research on immigrant populations [42].

Moreover, our study found variations in low- value care utiliza-
tion within Asian and Latino subpopulation groups. One notable 
finding was the consistent lower utilization of low- value medi-
cations among Asian subpopulation groups. This observation 
could be partly explained by lower prescription drug use among 
Asian subpopulation groups [43], particularly pain medications, 
which may include a reduced use of low- value pain medications. 
Conversely, Latino subpopulation groups had higher utiliza-
tion of low- value cancer screenings than the White population. 
This result could be attributed to high enrollment rates in 
managed care plans among Latino subpopulation groups [44], 
which typically encourage the uptake of preventive services. 
However, certain cancer screenings provide significant benefits 
for some age groups while providing limited value for others. 
Indeed, screening for cervical, colorectal, and prostate cancers 
has been deemed low- value for elderly adults [26–28]. As indi-
viduals often lack awareness of the distinction between high- 
value and low- value screenings, greater access to high- value 
care might inadvertently lead to greater use of low- value care 
[17]. Understanding the underlying mechanisms behind this 
observation is important. Although we could not fully investi-
gate these mechanisms, our findings indicate that individual- 
level factors have only a minor impact on the use of low- value 
care, which suggests that provider- related factors may be more 
influential.

Our findings should be interpreted with caution. To the best of 
our knowledge, there is a limited literature providing a compre-
hensive list of low- value services. As a result, it is difficult to 
quantify the proportion of the 12 services we analyzed within 
the broader category of low- value services or to determine the 
extent to which the overall lower health care utilization observed 
among Asian and Latino populations compared to Whites is at-
tributable to differences in low- value service use. However, sev-
eral institutions or organizations have attempted to define and 
estimate low- value care. For example, the MedInsight Health 
Waste Calculator examined more than 48 low- value services 
using claims data. Additionally, recent studies have examined 

26, 32, 40, and 41 measures, respectively [12, 13, 36, 37]. This 
suggests that our analyses account for only about 25% of the 
measurable low- value care documented in the literature. Due 
to the limited availability of measures in MEPS, we could not 
account for all low- value services, indicating that Asian and 
Latino populations may have used even fewer low- value services 
not included in our study. Therefore, further research is needed 
to determine whether these findings are consistently observed 
in other contexts of low- value care.

Our findings underscore the need for a multifaceted approach 
to address low- value care utilization. Prior research has high-
lighted that the utilization of low- value care is influenced by 
both patient and provider factors. Thus, interventions consist-
ing of multiple components targeting both patient and provider 
roles hold the most promise for decreasing the use of low- value 
care [45]. Specifically, public awareness initiatives, such as the 
“Choosing Wisely” campaign and “U.S. Antibiotic Awareness 
Week,” are essential for addressing misconceptions about low- 
value services and promoting informed decision- making [46]. 
Provider training based on evidence- based guidelines can 
further support efforts to minimize the use of low- value care. 
Additionally, integrating technology- based tools into clinical 
workflows can aid providers in making evidence- based deci-
sions at the point of care. For instance, electronic health records 
with built- in clinical decision support tools can assist providers 
in identifying and avoiding low- value services [47]. Moreover, 
transitioning to value- based care reimbursement models, such 
as the Accountable Care Organization models, can address the 
systemic factors driving low- value care utilization [48]. The 
Centers for Medicare and Medicaid Services aims to enroll all 
Medicare beneficiaries and most Medicaid beneficiaries en-
rolled in accountable, value- based care programs by 2030 [49], 
underscoring the urgent need for effective policy development to 
achieve these goals.

These approaches, however, may have varying impacts among 
Asian and Latino subpopulation groups. Improving general 
awareness about low- value practices may decrease the use of 
low- value care [46], but Asian and Latino subpopulation groups 
have lower awareness, which could potentially lead to higher 
utilization of low- value care. Therefore, it is essential to develop 
culturally competent strategies with language supports to dis-
courage low- value care in these populations. Moreover, our 
study highlights that the utilization pattern of low- value care 
varied considerably across different measures and racial/ethnic 
groups, suggesting a singular corrective intervention is unlikely 
to be universally effective. Indeed, each subpopulation group 
has unique socioeconomic and cultural characteristics that may 
influence health care utilization [7–11]. Nonetheless, there is 
limited understanding of the mechanisms that drive the use of 
low- value care among Asian and Latino subpopulation groups. 
Thus, further research is needed to explore the underlying 
mechanisms within each specific subpopulation, which will in-
form the development of targeted policy and practice strategies.

4.1   |   Limitations

First, our study focused on specific low- value care services, 
and, thus, our findings may not be applicable to other low- value 
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FIGURE 3    |    Adjusted differences in the use of low- value care among Latino subpopulation groups relative to the White population. Panel (A) 
Low- value cancer screening. Panel (B) Low- value medication use. Panel (C) Low- value imaging use. To quantify differences in the utilization of low- 
value care services across Latino subpopulation groups, we ran a linear probability model after controlling for individual- level characteristics and 
year fixed effects. Using the marginal effects from these models, we estimated the mean adjusted values of the outcomes for each Latino subpopula-
tion group while holding all other variables constant except the variable of interest. Furthermore, we estimated the adjusted differences in outcomes 
among Latino subpopulation groups relative to the White population.
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care services. Second, as our measures of low- value care were 
self- reported, there is a possibility of reporting errors. In partic-
ular, low- value care may be underreported among minoritized 
populations, such as Asian and Latino groups, due to inconsis-
tent data collection. Third, our ability to identify all relevant 
exclusions for low- value care measurement was constrained. 
MEPS reports health conditions based on 3- digit ICD- 9- CM or 
ICD- 10- CM diagnosis and procedure codes, which may limit the 
ability to identify competing diagnoses or exclude conditions 
associated with clinical red flags. Consequently, misclassifi-
cation of individuals and conditions may have occurred in our 
measurement of low- value care. Fourth, we did not distinguish 
Asian and Latino subpopulation groups by citizenship or docu-
mentation statuses, as MEPS does not provide measures on these 
demographics. Fifth, our study period included the COVID- 19 
pandemic, which could impact our findings. Further research is 
warranted to explore the pandemic's effect on the utilization of 
low- value care among different racial and ethnic groups. Finally, 
while we adjusted for differences in sample characteristics, re-
sidual differences in individual- level characteristics may have 
persisted. For instance, English language proficiency may be a 
primary factor influencing health care utilization. However, due 
to limited measures in MEPS, we were unable to include all rele-
vant factors in our study.

5   |   Conclusions

Despite low overall health care utilization, Asian and Latino 
subpopulation groups do not necessarily use low- value care less 
frequently than the White population. This suggests that the 
lower overall health care utilization patterns among Asian and 
Latino subpopulation groups cannot solely be attributed to re-
duced use of low- value care. Therefore, simply improving health 
care access may not be sufficient. Additionally, vulnerable 
populations face barriers to accessing health services, yet they 
often rely on low- value care. This dual challenge underscores 
the complexity of addressing inequities in health care utilization 
among these groups.
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