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IMPORTANCE Low-value care is prevalent in the United States, yet little is known about the
downstream health care use triggered by low-value services. Measurement of such care
cascades is essential to understanding the full consequences of low-value care.

OBJECTIVE To describe cascades (tests, treatments, visits, hospitalizations, and new
diagnoses) after a common low-value service, preoperative electrocardiogram (EKG) for
patients undergoing cataract surgery.

DESIGN, SETTING, AND PARTICIPANTS Observational cohort study using fee-for-service
Medicare claims data from beneficiaries aged 66 years or older without known heart disease
who were continuously enrolled between April 1, 2013, and September 30, 2015, and
underwent cataract surgery between July 1, 2014 and June 30, 2015. Data were analyzed
from March 12, 2018, to April 9, 2019.

EXPOSURES Receipt of a preoperative EKG. The comparison group included patients who
underwent cataract surgery but did not receive a preoperative EKG.

MAIN OUTCOMES AND MEASURES Cascade event rates and associated spending in the
90 days after preoperative EKG, or in a matched timeframe for the comparison group.
Secondary outcomes were patient, physician, and area-level characteristics associated with
experiencing a potential cascade.

RESULTS Among 110 183 cataract surgery recipients, 12 408 (11.3%) received a preoperative
EKG (65.6% of them were female); of those, 1978 (15.9%) had at least 1 potential cascade
event. The comparison group included 97 775 participants (63.1% female). Those who
received a preoperative EKG experienced between 5.11 (95% CI, 3.96-6.25) and 10.92
(95% CI, 9.76-12.08) additional events per 100 beneficiaries relative to the comparison
group. This included between 2.18 (95% CI, 1.34-3.02) and 7.98 (95% CI, 7.12-8.84) tests,
0.33 (95% CI, 0.19-0.46) treatments, 1.40 (95% CI, 1.18-1.62) new patient cardiology visits,
and 1.21 (95% CI, 0.62-1.79) new cardiac diagnoses. Spending for the additional services was
up to $565 per Medicare beneficiary (95% CI, $342-$775), or an estimated $35 025 923
annually across all Medicare beneficiaries in addition to the $3 275 712 paid for the
preoperative EKGs. Among preoperative EKG recipients, those who were older (adjusted
odds ratio [aOR] for patients aged 75 to 84 years vs 66 to 74 years old, 1.42; 95% CI,
1.28-1.57), had more chronic conditions (aOR for each additional Elixhauser condition,
1.18; 95% CI, 1.14-1.22), lived in more cardiologist-dense areas (aOR, 1.05; 95% CI, 1.02-1.09),
or had their preoperative EKG performed by a cardiac specialist rather than a primary care
physician (aOR, 1.26; 95% CI, 1.10-1.43) were more likely to experience a potential cascade.

CONCLUSIONS AND RELEVANCE Care cascades after preoperative EKG for cataract surgery are
infrequent but costly. Policy and practice interventions to reduce low-value services and the
cascades that follow could yield substantial savings.

JAMA Intern Med. doi:10.1001/jamainternmed.2019.1739
Published online June 3, 2019.

Supplemental content

Author Affiliations: Author
affiliations are listed at the end of this
article.

Corresponding Author: Ishani
Ganguli, MD, MPH, Division of
General Internal Medicine and
Primary Care, Brigham and Women’s
Hospital, 1620 Tremont St, 3rd Floor,
Boston, MA 02120 (iganguli@bwh.
harvard.edu)

Research

JAMA Internal Medicine | Original Investigation | LESS IS MORE

(Reprinted) E1

© 2019 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ Hubnet by Edward Stehlik on 06/04/2019



L ow-value medical services may have sizable down-
stream consequences in the form of further tests, treat-
ments, office visits, hospitalizations, and new diagno-

ses prompted by findings of the initial tests.1-8 Regional studies
and clinical experience suggest that these care cascades
after low-value services can present patient, physician, and
societal harms such as wasted resources and procedural
complications.9-12 Measuring these cascades would help quan-
tify the full extent of low-value care and prioritize efforts to
reduce it. But we know little about the national scope of care
cascades triggered by low-value services.

Preoperative testing for cataract surgery provides an op-
portunity to evaluate cascades that may result from low-
value services. Robust evidence, codified in multiple guide-
lines, makes clear that routine testing before this prevalent,
low-risk, elective surgery does not improve outcomes or lower
the risk of adverse events among Medicare beneficiaries.13-17

But preoperative blood tests, electrocardiograms (EKGs), stress
tests, and echocardiograms are still used often.1,18-24 Preop-
erative EKGs, in particular, may be performed for more than
one-fourth of patients undergoing cataract surgery in the
United States18 and could lead to a number of downstream
tests, treatments, and diagnoses.25-27 Medical record–based
studies of healthy surgical patients have found that up to 43%
of preoperative EKGs have seemingly abnormal findings that
may prompt further services.17,27,28

To expand our understanding of care cascades associ-
ated with an initial low-value service, we evaluated preopera-
tive EKGs for cataract surgery in a national sample of Medi-
care beneficiaries. We measured the prevalence and cost of
cascade events after receipt of preoperative EKG, then ex-
plored patient, physician, and regional factors associated with
these cascades.

Methods
Data Source
This study followed the Strengthening the Reporting of Ob-
servational Studies in Epidemiology (STROBE) reporting
guideline. We used a 20% random sample of fee-for-service
(FFS) Medicare beneficiaries’ inpatient and outpatient claims
data from April 1, 2013, to September 30, 2015. This study was
deemed exempt from review by the institutional review boards
at Dartmouth College and the Harvard T.H. Chan School of
Public Health.

Study Cohort
We identified Medicare beneficiaries aged 66 years or older as
of April 1, 2014, residing in the 50 US states, and alive and con-
tinuously enrolled in fee-for-service Medicare between April
1, 2013, and September 30, 2015, who had cataract surgery be-
tween July 1, 2014, and June 30, 2015. We chose this enroll-
ment window to allow for rolling 12-month look back peri-
ods, preoperative periods of 90 days or fewer, and 90-day
cascade periods relative to cataract surgery. This window also
permitted consistent use of International Classification of Dis-
eases, Ninth Edition coding (before national conversion to the

Tenth Edition coding system in October 2015)29 (eFigure 1 in
the Supplement shows the study timeline).

We identified beneficiaries’ first routine cataract surgery
between July 1, 2014, and June 30, 2015 using Current Proce-
dural Terminology codes 66982-4 associated with an ophthal-
mology or ambulatory surgical center specialty, excluding those
with an International Classification of Diseases, Ninth Edition
code for “history of prior cataract surgery” or a claim for any
type of cataract surgery in the 12 months preceding the index
surgery.22 We included in the study cohort only beneficiaries
with a claim for ocular biometry (Current Procedural Termi-
nology codes 76516, 76519, 92136) within the 90 days preced-
ing cataract surgery. Biometry is the “necessary and final step”
by which ophthalmologists prepare for cataract surgery and
is used almost exclusively for this purpose.22 We used biom-
etry to define the start of the preoperative period, rather than
assume that the preoperative period started 30 days before sur-
gery. This allowed us to include postponed operations for which
a preoperative EKG may have occurred more than 30 days be-
fore surgery, whether or not surgery was postponed because
of abnormal preoperative EKG results.22,27 We excluded ben-
eficiaries with recorded diagnoses of heart disease in the 12
months before the start of the preoperative period (Choosing
Wisely recommendations specify that preoperative EKG has
low value in patients without heart disease) (eAppendix 1 and
eTable 1 in the Supplement). Data analyses were performed
from March 12, 2018, to April 9, 2019.

Preoperative EKG
We used the first ocular biometry claim to establish the start
of the preoperative period. If this claim occurred within 30 days
of the cataract surgery, we defaulted to a 30-day preoperative
period (ie, 30 days before the cataract surgery) consistent with
previous research.22 We then defined a preoperative EKG as
the first EKG that occurred during this preoperative period that
both had a preoperative or cataract-related ICD diagnosis code
and had no diagnosis code, such as chest pain, to suggest a non-
preoperative indication (eTable 2 in the Supplement).

Key Points
Question What are the prevalence and costs of care cascades
after low-value preoperative electrocardiograms for cataract
surgery?

Findings This cohort study of 110 183 fee-for-service Medicare
beneficiaries found that 16% of those who received a preoperative
electrocardiogram before cataract surgery experienced a potential
cascade event; this was more likely among older, sicker individuals
who lived in cardiologist-dense areas or had a cardiac specialist
perform the electrocardiogram. There were 5 to 11 cascade events
per 100 beneficiaries, costing up to $565 per beneficiary or
$35 million nationally in addition to $3.3 million for the initial
electrocardiograms.

Meaning Care cascades after low-value preoperative
electrocardiograms are infrequent yet costly; policy and practice
interventions to mitigate such cascades could yield substantial
savings.
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EKG and Comparison Groups
We identified EKG (preoperative EKG) and comparison groups to
estimate cascade-attributable event rates and spending relative
to cataract surgery recipients who did not receive preoperative
cardiactesting.TheEKGgroupincluded12 408beneficiarieswho
received a preoperative EKG using the diagnosis code–based defi-
nition described above. Among the remaining 97 775 beneficia-
ries, a small subset had cardiac tests (EKG, stress test, or echocar-
diogram) in the preoperative period that may still have been
intended as preoperative despite not meeting our diagnosis
code–based definition (consistent with previous preoperative
EKG rate estimates for cataract surgery).18 Because we could not
definitivelyclassifytheseindividualswithambiguousindications
forcardiactesting,weexcludedthemfromouranalysis.Ourcom-
parisongroupthereforeincludedtheremainingbeneficiarieswho
had no EKG, stress test, or echocardiogram in the preoperative
period (eFigure 2 and eAppendix 2 in the Supplement).

Cascade Events
We defined cascade events as follow-up tests, treatments, visits,
hospitalizations, and new diagnoses that would follow plausibly
from the initial service and could be captured reliably in claims
data. Using earlier literature and clinical knowledge,7,17,28,30,31 a
team of 3 physician health services researchers (I.G., N.M., T.D.S.)
and 2 consulting cardiologists defined cascade events within
3 clinical pathways that might arise from an EKG finding: ische-
mic heart disease, structural heart disease, and arrhythmia
(eTables 3-7 in the Supplement).

In the EKG group, we examined incidence of cascade events
in the 90 days after the preoperative EKG.7 In the comparison
group, with no EKG to define the start of the cascade period,
we defined the start of this 90-day period as the mean time
(13 days) from the preoperative EKG to cataract surgery in the
EKG group. We recognized that EKGs, stress tests, and echo-
cardiograms that fell within the cascade period but before cata-
ract surgery could represent diagnostic or preoperative testing
(some may be preoperative tests that were repeated to ensure
that testing fell within 30 days of surgery if the initial preop-
erative tests were done “too early” [ie, more than 30 days be-
fore surgery]).22 For this reason, we only counted EKGs, stress
tests, and echocardiograms as cascade tests if they did not have
a preoperative diagnosis code. In a sensitivity analysis to ac-
count for cases in which physicians intended these tests as pre-
operative but did not use a preoperative diagnosis code, we es-
timated event rates without counting any EKGs, stress tests, or
echocardiograms occurring before cataract surgery as cascade
tests. We used this sensitivity analysis to provide a lower bound
on our cascade-attributable event and test rate estimates.

We estimated beneficiary-level spending using allowed
charges on Medicare claims for both cascade events and total
services during the 90-day follow-up period. Specifically, we
summed the allowed amounts on the relevant claims, which
reflect geographic and institution-specific components of
reimbursement.

Patient and Physician Characteristics
To identify factors associated with potential cascades, we
examined patient- and physician-level characteristics in the

12-month period preceding the start of the preoperative pe-
riod. We used standard Medicare claims classifications to de-
termine beneficiary characteristics including age, sex, race,
disability,32 end-stage renal disease,32 and Medicaid enroll-
ment. We used previous year claims to determine Elixhauser
condition count.33 We used zip codes to characterize benefi-
ciaries’ residential setting (eg, rural vs urban, based on rural-
urban commuting area),34 US region (based on US Census
Bureau divisions), and 1 of 306 hospital referral regions to
assess number of cardiologists per 10 000 residents.2 We cat-
egorized the specialty of the performing physician linked to
the preoperative EKG as primary care, cardiac specialty, or other
using National Provider Identifier records (eTable 5 in the
Supplement).

Statistical Analyses
We created unadjusted, beneficiary-level Poisson regression
models to estimate cascade event rates and linear regression
models to estimate Medicare spending.35 We then created a se-
ries of multivariable regression models to determine event
and spending rates adjusted for age, sex, race, Medicaid, Elix-
hauser condition count, and residential setting. We deter-
mined cascade-attributable event rates and spending by sub-
tracting estimates in the comparison group, which represented
baseline event rates and spending among cataract surgery re-
cipients, from those in the EKG group.

Among patients who received the preoperative EKG, we
performed t tests or χ2 tests, as appropriate, to compare pa-
tient-, physician-, and area-level characteristics of patients who
did or did not experience a potential cascade. We then cre-
ated a multivariable logistic regression model with hospital re-
ferral region random effects to identify patient, physician, and
geographic factors associated with the experience of a poten-
tial cascade. Reported P values were 2 sided and P < .05 rep-
resented statistical significance. The results shown were not
adjusted for multiple testing; however, we confirmed that our
conclusions did not change when we did so (ie, set a false dis-
covery rate of 5% and calculated a new statistical significance
threshold at P < .009).36,37 We used SAS 9.4 statistical soft-
ware (SAS Institute Inc) for the analyses.

Results
Our study population included 4 485 118 Medicare beneficia-
ries. Within this group, 158 641 underwent cataract surgery pre-
ceded by biometry between July 1, 2014, and June 30, 2015.
We excluded 42 573 beneficiaries with a previous diagnosis of
heart disease and 5885 beneficiaries with ambiguous cardiac
testing indications (ie, those who did not meet our inclusion
criteria for preoperative EKG receipt but underwent an EKG,
stress test, or echocardiogram during the preoperative pe-
riod). Of the remaining 110 183 in our sample, 12 408 (11.3%)
received a preoperative EKG (eFigure 2 in the Supplement).

Beneficiaries receiving preoperative EKGs were older, had
more medical conditions on average, and were more often ur-
ban dwellers compared with those not receiving preopera-
tive EKGs (Table 1).38 We found that 1978 (15.9%) of beneficia-
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ries who received a preoperative EKG experienced at least
1 potential cascade event. Of these 1978 beneficiaries, 43.5%
(861) experienced 1 potential cascade event, 421 (21.3%) had
2, 201 (10.2%) had 3, and 495 (25.0%) had 4 or more. The most
common potential cascade event was a cardiac test (1673
[84.6%] of those experiencing any potential cascade event),
followed by cardiac specialist visit (950 [48.0%]), and car-
diac treatment (40 [2.0%]). These categories were not mutu-
ally exclusive. Two hundred sixty-one (13.2%) EKG recipients
with potential cascade had cardiac specialist visits alone, 1057
(53.4%) experienced further testing or treatment of an ische-
mic, structural, or arrhythmia issue, and 660 (33.4%) experi-
enced further testing or treatment of multiple such issues
(Figure 1).

When we compared event rates between the EKG and com-
parison groups, we found an adjusted cascade-attributable
event rate of 10.92 (95% CI, 9.76-12.08) (Table 2). Relative to
the comparison group, the EKG group incurred an additional
$565 (95% CI, $348-$781) per beneficiary in cascade event–
specific expenditures and an additional $1707 (95% CI, $1358-
$2055) in all Medicare expenditures during the 90-day cas-
cade period. Accounting for the 20% sample, this amounted
to a rough estimate of cascade-associated spending of

$35 025 923. In comparison, the estimated overall spending for
the preoperative EKGs alone was $3 275 712, based on mean
EKG charges of $50.80 in 2014 and $54.80 in 2015.

Cascade-attributable events—in particular, cascade tests
and cardiac specialist visits—peaked within 2 weeks after the
preoperative EKG but continued throughout the 90-day cas-
cade period (Figure 2). The most common new diagnoses were
identical in the EKG and comparison groups (eTable 9 in the
Supplement). In multivariate analysis, beneficiaries who were
older (adjusted odds ratio [aOR], for 75-84 vs 66 to 74 years,
1.42; 95% CI, 1.28-1.57), had more chronic conditions (aOR for
each additional Elixhauser condition, 1.18; 95% CI, 1.14-1.22),
or lived in higher cardiologist-density areas (aOR, 1.05; 95%
CI, 1.02-1.09) were more likely to experience a potential cas-
cade. In addition, a cardiac specialist performing the EKG,
rather than a primary care physician, was associated with
greater odds of potential cascade (aOR, 1.26; 95% CI, 1.10-
1.43) (Table 3).

In the sensitivity analysis that assumed that all EKGs,
stress tests, and echocardiograms done after the preoperative
EKG but before surgery were intended as preoperative tests
(and were therefore not cascade events), we estimated 14.7%
of preoperative EKG recipients had a potential cascade event
with 5.11 events per 100 beneficiaries (95% CI, 3.96-6.25)
including 2.18 (95% CI, 1.34-3.02) tests per 100 beneficiaries.
In this analysis, our spending estimates ($559 per benefi-
ciary; 95% CI, $342-$775) and analysis of characteristics asso-
ciated with cascades were nearly identical (eTables 10 and 11
in the Supplement).

Discussion
Among Medicare beneficiaries who received preoperative EKGs
before cataract surgery, up to 16% experienced cascades of
downstream care at sizeable cumulative expense—10 times that
of the initial EKGs. We estimated between 5 and 11 cascade-
attributable events per 100 beneficiaries, including cardiac
catheterizations, cardiac specialist visits, and new diagno-
ses, in the 90 days after their preoperative EKGs. Our results
build on a study showing that patients in Ontario, Canada, who
received an EKG as part of a wellness visit were more likely to
receive additional cardiac tests, visits, or procedures than those
who did not.7 This work also substantiates the concern de-
scribed in a recent US Preventive Services Task Force state-
ment that screening EKG in low-risk, asymptomatic patients
can lead to harms including “unnecessary invasive proce-
dures, overtreatment, and labeling.”25

We did not distinguish high- from low-value downstream
services in this study. Although we purposefully chose an ini-
tial service whose low value at a population level is well es-
tablished in the literature, in some individual cases, the test
may have resulted in care that improved health.39 But on av-
erage, such cascades are likely to come at a cost to patients,
clinicians, and payers9-12: in addition to the financial cost, pa-
tients might experience anxiety, risks associated with treat-
ment, inconvenience, and opportunity costs owing to time
spent on office visits or procedures9,11,40-42 or from the bur-

Table 1. Characteristics of Fee-for-Service Medicare Beneficiaries
Without Documented Heart Disease Undergoing Cataract Surgery
by Receipt of Preoperative Electrocardiogram

Characteristic

Group, No. (%)
EKG
(n = 12 408)a

Comparison
(n = 97 775)

Age, y

66-74 6858 (55.3) 56 374 (57.7)

75-84 4653 (37.5) 35 430 (36.2)

≥85 897 (7.2) 5971 (6.1)

Female sex 8145 (65.6) 61 649 (63.1)

Race

White 10 533 (84.9) 84 555 (86.5)

Black 696 (5.6) 5553 (5.7)

Hispanic 567 (4.6) 3876 (4.0)

Other 612 (4.9) 3791 (3.9)

Medicaid enrollment 720 (5.8) 5491 (5.6)

Elixhauser condition count,
mean (SD)

1.10 (1.35) 1.06 (1.35)

Disabilityb 728 (5.9) 6852 (7.0)

ESRDb 43 (0.4) 339 (0.4)

Setting of residence

Metropolitan 10 346 (83.4) 71 493 (73.1)

Micropolitan 1135 (9.2) 12 890 (13.2)

Suburban 524 (4.2) 7521 (7.7)

Rural 403 (3.3) 5871 (6.0)

Cardiologists per 10 000
residents in HRR, mean (SD)c

7.39 (2.05) 6.46 (1.75)

Abbreviations: EKG, electrocardiogram; ESRD, end-stage renal disease;
HRR, hospital referral region.
a The EKG and comparison groups had statistically significant characteristic

differences at P < .05 with the exception of Medicaid enrollment and ESRD.
b Disability and ESRD refer to initial reason for Medicare eligibility.
c Dartmouth Atlas, 2011.38
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den of a new diagnosis.43,44 Meanwhile, physicians may feel
distress, decision-making conflict, or burden from the added
work of following up the initial abnormality.10,11,40,42

We found that factors associated with cascades mirrored
those associated with the low-value services themselves. Our
results confirm findings from earlier work that preoperative
testing for cataract surgery is more common among older,

sicker individuals who live in urban areas and that there is
greater use of low-value services in areas with more special-
ists and spending per capita.1,18,19,23,24 In parallel, we show that
older, sicker patients who lived in more cardiologist-dense areas
or saw a cardiac specialist for their initial EKG had greater odds
of experiencing the downstream cascades. Given these find-
ings, mechanisms such as more aggressive care for patients who

Figure 1. Potential Care Cascade Event Pathways Among Medicare Fee-for-Service Beneficiaries
Receiving Preoperative Electrocardiogram (EKG) for Cataract Surgerya

10 430 No care cascade event
(84.1%)

1978 Potential care cascade
events (15.9%)

261 Cardiac specialist visits only (13.2%)

726 Tests, treatments, hospitalizations, 
or new diagnoses related to 
ischemic heart disease (36.7%)

88 Tests, treatments, hospitalizations, 
or new diagnoses related to structural 
heart disease (4.4%)

243 Tests, treatments, hospitalizations, or
new diagnoses related to arrhythmia
(12.3%)

660 Tests, treatments, hospitalizations, 
or new diagnoses related to 
>1 cardiac issue (33.4%)

12 408 Beneficiaries received 
preoperative EKG

a Mutually exclusive and
comprehensively exhaustive
outcomes experienced by
beneficiaries who received
a preoperative EKG.

Table 2. Care Cascade-Attributable Event Rates and Spending After Preoperative Electrocardiogram
for Cataract Surgery

Event Rate
per 100 Beneficiaries

Group, No. (%) Cascade-
Attributable
Event Rate

Adjusted
Cascade-Attributable
Event Rate (95% CI)a

EKG
(n = 12 408)

Comparison
(n = 97 775)

All

Events 6259 (50.4) 36 173 (37.0) 13.4 10.92 (9.76-12.08)b

Tests 3654 (29.5) 19 488 (19.9) 9.6 7.98 (7.12-8.84)b

Treatments 74 (0.6) 368 (0.4) 0.22 0.33 (0.19-0.46)b

Tests and treatments

Electrocardiogram 1697 (13.7) 10 471 (10.7) 3.0 1.81 (1.20-2.42)b

Stress test 503 (4.1) 1928 (2.0) 2.1 2.03 (1.74-2.32)b

Echocardiogram 859 (6.9) 3625 (3.7) 3.2 2.90 (2.51-3.28)b

Myocardial perfusion test 259 (2.1) 1065 (1.1) 1.0 0.94 (0.73-1.15)b

Event/Holter monitor 204 (1.6) 916 (0.9) 0.71 0.68 (0.49-0.88)b

Cardiac catheterization 28 (0.2) 121 (0.1) 0.10 0.15 (0.07-0.23)b

Visits and hospitalizations

All cardiac specialist visits 1196 (9.6) 7060 (7.2) 2.4 1.27 (0.78-1.76)b

New patient cardiac
specialist visit

336 (2.7) 1146 (1.2) 1.5 1.40 (1.18-1.62)b

Cardiac specialist visit
for abnormal finding

122 (1.0) 262 (0.3) 0.72 0.57 (0.46-0.68)b

Cardiac hospitalization 49 (0.4) 284 (0.3) 0.10 0.15 (0.04-0.26)b

Diagnoses

New cardiac diagnosis 1286 (10.4) 8973 (9.2) 1.2 1.21(0.62-1.79)b

Medicare spending per
beneficiary, mean (SD), $

Allowable charges related to
cascade events in 90-d period

1789 (14 489) 1201 (10 999) 588 565 (348-781)b

Total Medicare allowable
charges in 90-d period

11 666 (22 235) 9880 (18 021) 1786 1707 (1358-2055)b

Abbreviation:
EKG, electrocardiogram.
a The multivariable model included

the following covariates: age, sex,
race, Medicaid enrollment,
Elixhauser condition count,
disability (if reason for Medicare
eligibility), end-stage renal disease
(if reason for Medicare eligibility),
and setting of residence.

b Statistically significant at P < .05.
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appear (or who are) more medically complex and supply-
induced demand may drive both the initial low-value ser-
vices and their downstream cascades.45-47 This builds on
previous work suggesting that cascades after incidental
findings may be driven by clinician desire to have more infor-
mation, ensure patient safety, assuage medicolegal risk, or
meet the perceived or real expectations of patients or other
clinicians.1,11,12,18,40-42,48-52

Although we cannot pinpoint in this claims-based analy-
sis which potential cascade events followed directly from the
preoperative EKG (eg, the most prevalent new diagnoses were
identical in our EKG and comparison groups, reflecting car-
diac conditions common in the Medicare population), we note
that recipients of preoperative EKGs had higher rates of car-
diac specialist visits coded with primary diagnosis of an un-
specified “abnormal finding.” Similarly, a medical record re-
view of ophthalmic preoperative examinations found that these
examinations uncovered EKG abnormalities such as first-
degree atrioventricular block and bradycardia,27 diagnoses that
can be of limited clinical importance yet have the potential to
lead to further testing and treatment.

Finally, we found that although patients who received a
preoperative EKG had additional cascade event–specific spend-
ing up to $565 per patient, their total Medicare spending per
patient during the cascade period was substantially higher as
well, even when controlling for observed patient characteris-
tics. These differences may represent spillover of cascades from
preoperative EKGs into unanticipated areas or greater unmea-
sured medical need among recipients of preoperative EKG.

Limitations
Our work has limitations similar to those of other low-value care
studies using administrative claims. We did not have certain

clinical information such as physical examination findings to
confirm intentions behind billed services. To address this, we
used conservative estimates whenever possible, biasing our re-
sults to the null. For example, we used a diagnosis code–based
definition of preoperative EKG, which likely contributed to find-
ing lower preoperative EKG rates than previously reported, and
limited our analysis to the 90 days after the preoperative EKG,
when related downstream events would most likely occur. We
further limited our analysis to beneficiaries who underwent cata-
ract surgery within 90 days of initial evaluation (biometry),
thereby missing beneficiaries for whom a cascade after preop-
erative EKG may have caused postponement of the surgery be-
yond this time frame or outright cancellation.

Despite these precautions, some EKGs meeting our pre-
operative EKG definition (ie, those with a preoperative diag-
nosis code and no recorded diagnosis code for a relevant symp-
tom or cardiovascular condition) may still have been intended
as diagnostic EKGs. We further acknowledge that unmea-
sured confounders may contribute to our findings. For ex-
ample, despite selecting for patients without existing cardiac
conditions and controlling for patient comorbidities among
other variables, patients with suspected but undocumented
conditions may have been more likely both to receive a pre-
operative EKG from a cardiac specialist and to experience a po-
tential cascade. Finally, we were unable to capture other ele-
ments of cascades, such as new prescriptions, complications
from cascade events (eg, radiation exposure from imaging), or
financial, physical, psychological, or social consequences for
patients, all of which will be important to address in future
work.9,25,26

This study highlights the importance of policy efforts to
target both low-value services and the cascades that follow.
Despite Choosing Wisely campaign efforts to publicize the low

Figure 2. Cascade-Attributable Event Rates After Preoperative Electrocardiogram (EKG) for Cataract Surgery
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value of preoperative EKGs for cataract surgery, these tests
persist.1,2,18,22 To reduce use of these services, payers could
limit reimbursements or steer patients toward clinicians with
lower rates of low-value ordering. Likewise, primary care cli-
nicians could refrain from referring patients to ophthalmolo-
gists who require such testing. Given the role of institutional
culture and physician preference in driving low-value test-
ing, quality improvement efforts might target physician and
institutional outliers for intervention using techniques such
as peer comparison, clinical decision support, and physician
notifications.23,24,53,54

To limit cascades, policymakers might consider includ-
ing preoperative testing as part of surgical bundles to reduce
incentives to order both the initial tests and the cascade
services.55 Malpractice tort reform may reduce physician need
to order owing to perceived liability, although evidence on this
is weak.56-59 Specialist e-consultations could help generalists
obtain timely, informed advice to expedite resolution of
cascades.60 Longer visits, shared–decision making aids, and
other tools to facilitate needed patient-clinician conversa-
tions may encourage more conservative approaches to clini-
cal uncertainty, for example, choosing active surveillance of

a potentially harmless EKG abnormality rather than invasive
testing.48 We also need rigorous, multimodal research to
understand if and how interventions might reduce low-value
care and associated cascades, as well as unintended conse-
quences of these interventions.53,61

Conclusions
Cascade events are relatively infrequent, but the cumulative
cost of these events eclipses that of the initial low-value ser-
vices. In future work, we should characterize cascades after
other low-value services and determine whether they have
similar incidence and cost. In addition, understanding how cli-
nicians think about these cascades could inform interven-
tions to mitigate their potential harm. For example, initial
low-value services may be easier to limit than cascades that
clinicians feel obligated to pursue. Our work demonstrates that
low-value services that appear financially benign may have
large downstream consequences; we should consider these cas-
cades when measuring the consequences of low-value care and
prioritizing efforts to reduce it.

Table 3. Characteristics Associated With Experience of Potential Care Cascade Among Fee-for-Service
Medicare Beneficiaries Receiving Preoperative EKG for Cataract Surgery

Characteristic

Potential Cascade, No. (%)

Adjusted OR (95% CI)a
Experienced
(n = 1978)

Did Not Experience
(n = 10 430)

Age, y

66-74 938 (47.4) 5920 (56.8) 1 [Reference]

75-84 859 (43.4) 3794 (36.4) 1.42 (1.28-1.57)b

≥85 181 (9.2) 716 (6.9) 1.54 (1.29-1.84)b

Female sex 1277 (64.6) 6868 (65.8) 0.93 (0.84-1.03)

Race

White 1643 (83.1) 8890 (85.2) 1 [Reference]

Black 134 (6.8) 562 (5.4) 1.13 (0.92-1.39)

Hispanic 101 (5.5) 458 (4.4) 1.17 (0.93-1.47)

Other 92 (4.7) 520 (5.0) 0.91 (0.71-1.15)

Medicaid enrollment 145 (7.3) 575 (5.5) 1.19 (0.97-1.46)

Setting of residence

Metropolitan 1672 (84.5) 8674 (83.2) 1 [Reference]

Micropolitan 157 (7.9) 978 (9.4) 0.91 (0.75-1.10)

Suburban 84 (4.2) 440 (3.2) 1.09 (0.85-1.39)

Rural 65 (3.3) 338 (3.2) 1.12 (0.85-1.48)

Elixhauser condition count,
mean (SD)

1.39 (1.48) 1.04 (1.31) 1.18 (1.14-1.22)b

Physician ordering preoperative EKG

Primary care physician 1364 (69.0) 7557 (72.5) 1 [Reference]

Cardiac specialist 374 (18.9) 1701 (16.3) 1.26 (1.10-1.43)b

Other 240 (12.1) 1172 (11.2) 1.14 (0.97-1.33)

Practice region

Northeast 705 (35.6) 3379 (32.4) 0.98 (0.82-1.18)

South 634 (32.1) 3352 (32.1) 1.03 (0.87-1.22)

West 326 (16.5) 1877 (18.0) 1.00 (0.82-1.22)

Midwest 313 (15.8) 1822 (17.5) 1 [Reference]

Cardiologists per 10 000
residents in HRR, mean (SD)c

7.57 (2.1) 7.36 (2.0) 1.05 (1.02-1.09)b

Abbreviations:
EKG, electrocardiogram;
HRR, hospital referral region;
OR, odds ratio.
a Among beneficiaries who received

a preoperative EKG, we compared
those who did or did not experience
a potential cascade using univariate
analyses and multivariable logistic
regression in which the primary
outcome was experience of the
cascade and the covariates were all
characteristics included in the table
and HRR random effects.

b Statistically significant at P < .05.
c Dartmouth Atlas, 2011.38
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