Covid-19: Exposing the Lack of Evidence-
Based Practice in Medicine

by JONATHAN REISMAN and ANNA WEXLER

n mere weeks, the Covid-19 pandemic has thrown into

stark relief the difference between evidence-based medi-

cal care and traditional aspects of care that lack a strong
evidentiary component. To slow the spread of Covid-19,
all “nonessential” in-person medical visits were either can-
celed or conducted via telemedicine. Before scheduling any
in-person appointment or procedure, physicians have now
been forced to consider, is this truly necessary?

Nowhere is this clearer than in prenatal care. In the
United States, women with uncomplicated pregnancies typ-
ically make twelve to fourteen in-person visits to an obstetri-
cian’s office prior to delivery—not including trips to the lab
for bloodwork and an anatomy scan conducted at approxi-
mately twenty weeks.! For most of these visits, little is done
except measuring blood pressure, weight, and uterine size
and assessing the fetal heartbeat via a Doppler monitor; pe-
riodically, urinalyses are done. Providers discuss new symp-
toms, reassure patients, and provide counseling on topics
such as nutrition, breastfeeding, and childbirth education.

Due to Covid-19, in March 2020, various organizations
and institutions published altered antenatal appointment
schedules, with many recommending that in-office visits be
reduced to just four or five essentials: the initial appoint-
ment, the anatomy ultrasound at twenty weeks, and visits at
twenty-eight, thirty-six, and potentially thirty-nine weeks.”
In between, they suggested, obstetricians should conduct
virtual visits, with patients monitoring their weight and
blood pressure with at-home scales and cuffs that can be
purchased at pharmacies. These reduced schedules, which
cut down in-office appointments by approximately two-
thirds, are in line with patient preferences for fewer prenatal
visits and increased at-home monitoring.> Whereas an in-
office appointment can easily take three hours—often re-
quiring time off from work or finding childcare—a virtual
visit can be conducted in ten minutes.
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To a large extent, the revised prenatal schedules are an ac-
knowledgement of what prior literature has borne out: that
extensive in-office prenatal care does not improve maternal
or neonatal outcomes.* Indeed, multiple studies have shown
that fetal heart rate monitoring and routine urine tests have
litele predictive value or clinical utility.®

Covid-19 has exposed the lack of evidence-based practice
in other areas of medicine, as well. For example, prior to
Covid, physicians routinely recommended follow-up visits
at one to two weeks for patients being discharged from the
hospital. During the pandemic, hospitalists have been rec-
ommending later follow-up visits—and evidence indicates
that most patients do not meaningfully benefit from early
follow-up.® Similarly, urologists looking for recurrence of
prostate cancer in patients have, during the pandemic, been
forgoing digital rectal exams, which have long been recog-
nized as less useful than imaging.” Additionally, even though
telemedicine has not been widely adopted, studies of many
patient groups—such as those with chronic neurological
disorders,® people with asthma,” and children with fever and
respiratory disorders'®—have shown that care delivered via
telemedicine is comparable in quality and more cost-effec-
tive than that delivered via in-person visits.

Why has medicine, as an institution, retained certain
practices even though they may lack a strong evidence base
and be less cost efficient? First, there is significant social
and cultural inertia: many physicians still wear white coats
even though the evidence shows that they are frequently
colonized with virulent bacteria,'" annual physical exams are
still performed even though they do not improve patient
outcomes,'? and cardiac catheterization for stable coronary
artery disease is still the standard of care even though its
clinical utility has been questioned.” Second, the economic
model of health care in the United States relies heavily on
in-office and in-hospital visits. Even though telemedicine
has existed for decades, it has been adopted only haltingly
because insurance companies have not provided comparable
compensation for virtual visits as for in-person ones. More
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A new post-Covid inertia may develop as both physicians and

patients become accustomed to more efficient and convenient health

care, especially if data show that patient outcomes are clinically

comparable.

than other industries, health care has been shielded from the
typical pressures of customer satisfaction and cost efficiency
due to a byzantine system of billing and reimbursement.
Third, in such a litigious society, where the medical liability
system costs tens of billions of dollars annually, physicians
have become accustomed to practicing so-called defensive
medicine—ordering more tests, procedures, and follow-up
visits in an attempt to shield themselves from malpractice
claims."

But Covid-19 has shaken medicine to its core. Because
the pandemic has suddenly made in-person interactions
risky for both patients and health care workers, there is an
increased urgency to eliminate or postpone unnecessary
medical care. Follow-up and routine visits are now being
conducted virtually, if at all—and insurance is covering such
visits, but only on an emergency basis during the pandemic.

The extent to which current changes will persist beyond
the emergency stage of the pandemic is not clear. Will physi-
cians continue to curtail in-office visits and other procedures
that lack a strong evidence base? Will telemedicine become
the standard of care, with patients monitoring their vital
signs at home? Most importantly, will insurance companies
continue to reimburse for telemedicine post-Covid, and un-
der what circumstances? Such policy shifts may require new
regulation that dictates an industry-wide change in billing
policy.

One thing, however, is certain: the longer the pandemic
continues, the more difficult it will be for providers and
patients to return to pre-Covid norms. A new post-Covid
inertia may develop as both physicians and patients become
accustomed to more efficient and convenient health care,
especially if data show that patient outcomes are clinically
comparable.

The goals of our health care system should be to pro-
vide high-quality, evidence-based care while maximizing
convenience and minimizing cost. This pandemic may be
the push that finally forces an old, creaking system into the
twenty-first century.
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