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Abstract
Based on a summary of interviews with 18 experts, Verkerk et al defined the seven key factors that promoted low-
value care, which included system, social, and knowledge factors. During the ongoing coronavirus disease 2019 
(COVID-19) pandemic, these key factors have been influential due to the uncertainty of the disease at the beginning 
of the pandemic. Globally, several measures have been implemented to reduce low-value care practices and promote 
high-value care for COVID-19 patients. From huge multicenter, non-industry sponsored or multiplatform trials, to 
the use of social networks sites is an indispensable and effective way to disseminate medical information. Thanks to 
these measures, we have transformed a scenario of ignorance into an evidence-based medical scenario in less than a 
year. Verkerk and colleagues’ proposed key factors are an excellent framework for characterizing and highlighting the 
lessons that can be learnt from how we have fought against the pandemic and low-value practices.
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In healthcare systems, the patients’ needs, expectations, 
and preferences should guide the care. However, these 
are dependent on the skills and knowledge of the health 

professionals, the availability of financial and material 
resources, the commercial interests, or the cultural, social, or 
ethical values. This complexity allows the persistence of low-
value care practices. These practices, which do not improve 
patients’ health nor add value to care, would be unthinkable 
in other areas.

Verkerk et al1 constructed a framework which identified 
the key factors that promoted low-value care. To address this, 
they interviewed experts from three different countries, each 
with a different healthcare payment structure, industry, or 
malpractice policy, which included predominantly privately 
financed (the United States) and predominantly publicly 
financed healthcare systems (Canada and the Netherlands).

The most remarkable contribution of the manuscript was 
the identification and characterization of seven factors that 
promoted low-value care. The factors were classified in three 
groups: (1) system factors, which include the fee-for-service 
system, pharmaceutical and medical device industry, and fear 
of malpractice litigation; (2) knowledge factors, which include 
medical education and biased evidence and knowledge; and 
(3) social factors, which include the “more is better” public 
and medical culture (Figure 1). Although the authors did not 

identify the same factors as the seminar paper of Saine et al,2 
most of them are superimposable and both the frameworks 
seem to be complementary.

The authors aimed to deepen the knowledge of the factors 
that promoted and maintained low-value care. The recent 
coronavirus disease 2019 (COVID-19) pandemic changed 
patient care and lead to an increase in low-value care, at least 
during the first few months. The analysis of these changes 
through the seven key factors proposed by Verkerk et al could 
help us highlight what the pandemic has taught us regarding 
low-value care.

The Impact of the COVID-19 Pandemic on Increased Low-
Value Care
In 2020, all healthcare systems and related professionals 
globally went through a tremendously demanding test 
during the COVID-19 pandemic. The healthcare systems 
were confronted simultaneously with the uncertainty of 
an unknown disease with severe presentation and rapid 
transmission, the lack of useful treatments against the disease, 
the urgent need for drug repositioning, the development 
of protocols and guidelines in a state of constant change, 
the avalanche of manuscripts peer-reviewed or not, and the 
misinformation related to COVID-19, which amplified “good” 
and “bad” science with the widespread use of social networks.

https://orcid.org/0000-0003-0151-5420
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.34172/ijhpm.2022.6887
https://ijhpm.com
https://doi.org/10.34172/ijhpm.2022.6887
http://crossmark.crossref.org/dialog/?doi=10.34172/ijhpm.2022.6887&domain=pdf&date_stamp=2022-04-12


Corral-Gudino 

International Journal of Health Policy and Management, 2022, 11(9), 1967–19701968

During the first months of 2020, these circumstances created 
a perfect storm to replace evidence-based medicine (EBM) 
with Stupor-based Medicine3 and to see the flourishing of low-
value care practices, from the overuse of antiviral treatments 
without evidence against COVID-19 or the use of antibiotics 
without indication for a viral disease, to the underuse of 
immunosuppressive drugs, such as corticosteroids, based on 
previous experiences with other diseases, such as influenza.

However, in less than half a year, EBM knowledge regained 
its place, and most of the low-value care used at the beginning 
of the pandemic was reduced or even de-implemented. For 
example: Hydroxychloroquine was used in the United States 
in more than half the patients in March 2020 and in only 
0.8% of patients in August 2020.4 In Spain, corticoisteroids5 
were used in 51.6% of the severe patients in March 2020 and 
in 85.7% in September 2020, while the inappropriate use of 
antibiotics6 reached 35% in March 2020 and dropped to 28% 
in April 2020. How was it possible to reduce all these low-
value practices within a limited period?

System Factors
Changes in industry and defensive medicine, two of the 
three key system factors, have been the main driving forces 
behind the reduction of low-value care during the COVID-19 
pandemic.

While vaccines and new drugs specific for COVID-19 have 
been developed by the pharmaceutical industry, multiple 
“old” treatments have been repositioned for their use 
against COVID-19 worldwide. For months, cases series or 
retrospective studies with conflicting results and inadequate 
designs were the only source of “evidence.” This led to the 
development of local protocols, most of which were clearly 
inadequate according to current knowledge. However, a few 
key trials published from the summer of 2020 were able to 
achieve the implementation or de-implementation of the 

Figure 1. Seven Key Factors That Promoted Low-Value Care (Verkerk et al 
Framework).

different drugs and homogenize COVID guidelines according 
to real EBM. The questions are: who were the researchers 
who put forth the initiatives to test the drugs used against 
COVID-19 without funding of the pharmaceutical industry, 
and how the results of these key trials were introduced in 
clinical practice so quickly? 

An initiative, known as RECOVERY7 has entirely changed 
our way of conceiving the development of clinical trials not 
funded by the pharmaceutical industry. This trial integrated 
tools from clinical trials, such as randomization, into routine 
clinical care with the provision of an adaptive clinical trial 
design. Most of the safety assessments and efficacy of the 
different repositioned drugs for COVID-19 were derived from 
this study. It is true that there were a few more international 
initiatives, such as the World Health Organization’s (WHO’s) 
SOLIDARITY trial,8 and hundreds of small local or regional 
initiatives. However, none of them had the importance of this, 
both for the originality of its design and the power of its results. 
This type of mega study not linked to the pharmaceutical 
industry should be applied to other pathologies.

The other systemic factor modified during the pandemic 
was the publication of official documents to support the 
rational use of resources. The overwhelming magnitude of the 
health crisis at the beginning forced medical societies to take 
a firm stance on the care that could or could not be provided. 
For example, the Italian Society of Anesthesia Analgesia 
Resuscitation and Intensive Care published a document9 for 
healthcare professionals that could be used as a reference for 
medico-legal assessment in cases of dispute. The publication 
of such documents for the different wisely recommended 
choices could reassure the clinicians against the fear of being 
sued and reduce the practice of defensive medicine.

Knowledge Factors
Medical education and evidence were the two knowledge 
factors described in Verkerk and colleagues’ framework. 
From the beginning, different organizations developed sets 
of COVID-19 recommendations based on the usual choice 
of campaigns to reduce low-value practices.10 Regrettably, 
the only publication of these recommendations did not 
guarantee their implementation. The use of multicomponent 
interventions targeting clinicians proved to be more effective 
than the dissemination of recommendations to reduce the use 
of low-value health services.11

In a situation where there was a need for urgent diffusion of 
clinical evidence, the promotion of medical conferences was 
an intervention of utmost importance to disseminate these 
recommendations. Usually, medical conferences are expensive 
and requires a need to travel and take days off work. In 
addition, the funding of medical conferences depends largely 
on the pharmaceutical industry. Due to the travel restrictions 
imposed for the COVID-19 pandemic and the urgent need to 
develop COVID-19 monographic conferences, we witnessed 
the accelerated development of online or online plus local 
(hybrid) medical conferences. These kinds of conferences 
brought at least four important advantages: (1) the conference 
price was reduced dramatically, and was free for the remote 
version, (2) most conferences were organized and funded 
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by medical societies or government agencies. Hence, they 
eliminated the need for funding from the pharmaceutical 
industry and thus were able to avoid commercial interests, (3) 
most sessions were recorded, which allowed the conference 
attendees to watch the sessions on demand at any time 
after the live session, and (4) the recorded sessions created 
a repository of information that could be shared and used 
by a larger audience, instead of just the congress attendees. 
The possibility of online attendance with a much lower 
registration price, the creation of an online repository of 
the recorded sessions available to the medical community, 
and the development of the role of government agencies as 
main funders for medical conferences are changes that should 
remain. This is to ensure that medical congresses do not 
become ivory towers to which individuals can go only when 
invited by the industry or by spending parts of their research 
funds. In recent years, medical education has moved from a 
scenario where education is reduced to faculty classrooms to 
a much broader scenario where the web plays a leading role. 
The recorded medical sessions could be part of the learning 
tools used to promote autonomous learning.

Another interesting finding during COVID-19 was 
that multi-country collaborations shared data by creating 
public repositories to present comparable indicators of 
COVID-19. In addition, the development of multiplatform 
trials was a significant advancement. One of the most 
remarkable examples was the collaboration between the 
Randomised, Embedded, Multi-factorial, Adaptive Platform 
Trial for Community-Acquired Pneumonia (REMAP-
CAP), Accelerating COVID-19 Therapeutic Interventions 
and Vaccines (ACTIV-4), and Antithrombotic Therapy to 
Ameliorate Complications of COVID-19 (ATTACC).12 These 
three platforms were able to homogenize their clinical trial 
protocols and run their three clinical trials simultaneously 
to summarize their outcomes, leading to more evidence-
based data. The generosity and extra work involved in such 
a collaboration is a powerful weapon to fight low-value care.

However, not everything has been positive in relation to 
scientific evidence with evolution of the pandemic. Quite 
to the contrary, some authors have demonstrated that 
the pandemic has reduced quality standards of research, 
with the publication of articles with lower methodological 
quality scores and the dissemination of non-peer reviewed 
manuscripts.13

Social Factors
Social and medical culture were the two social factors 
identified by Verkerk et al. Culture is defined by the 
Cambridge dictionary as “the way of life, especially the 
general customs and beliefs, of a particular group of people at 
a particular time.” Social networks are a way to export this way 
of life. COVID-19 generated an avalanche of over-abundant 
information, or an infodemic. The Internet has become the 
easiest and fastest source of health information. However, 
social media is equally efficient in spreading both information 
and misinformation. Therefore, during the pandemic, the 
propagation of misleading information online notably 
increased low-value care. To fight against misinformation, 

most healthcare organizations and physicians had to embrace 
an active and public role in social networks. A set of actions for 
the smart use of social networks was proposed as a response 
to this infodemic.14 This response required swift, coordinated, 
and regular actions on social media, coming from multiple 
sectors, such as healthcare organizations, health professionals, 
and patients. As the body of information grew during the 
pandemic, the rapid dissemination of changing updates to 
communities and individuals through social networks was of 
paramount importance in implementing good practices and 
reducing bad ones. Health educators should act as influencers 
on social media, with attractive, easily readable, and updated 
content. An additional effort should be made not only to 
disseminate good science on social media but also empower 
health professionals and citizens to be able to separate the 
wheat from the chaff when using social media and demand 
trusted evidence-based information.

Social factors could not be reduced to social networks or 
public and medical culture.  Internal mechanism, as biases 
(cognitive or emotional) or imperatives,15 play a key role in the 
promotion or reduction of the use of low-value care practices. 
During the COVID-19 pandemic, the role of psychological 
factors in decision-making have been enhanced due the 
uncertainty generated by facing a disease for which initially 
we had neither evidence nor guidelines.

What the COVID-19 Pandemic Can Teach us About the 
Reduction of Low-Value Care Practices
The COVID-19 pandemic changed the way we understand 
healthcare. Never before have low-value care practices spread 
so quickly globally, as at the beginning of the pandemic. 
Undoubtedly, the use of this kind of practice was reduced 
rapidly and widely in the following months. The seven key 
factors that promoted low-value care identified by Verkerk et 
al are a magnificent tool to analyze the changes in healthcare 

Figure 2. Changes in the Different Key Factors That Promoted Low-Value Care 
During the COVID-19 Pandemic.
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and EBM that emerged during this period and to be able to 
understand the lessons learnt in response to the pandemic. 
The changes in the different key factors during the COVID-19 
pandemic are summarized in Figure 2.

Ethical issues
Not applicable.

Competing interests
Author declares that he has no competing interests. 

Author’s contribution
LCG is the single author of the paper. 

References
1. Verkerk EW, Van Dulmen SA, Born K, Gupta R, Westert GP, Kool RB. 

Key factors that promote low-value care: views of experts from the 
United States, Canada, and the Netherlands. Int J Health Policy Manag. 
11(8):1514-1521. doi:10.34172/ijhpm.2021.53

2. Saini V, Garcia-Armesto S, Klemperer D, et al. Drivers of poor medical care. 
Lancet. 2017;390(10090):178-190.   doi:10.1016/s0140-6736(16)30947-3

3. Corral-Gudino L. Treatment of the COVID-19 pandemic: preventing 
a missed opportunity. Rev Clin Esp (Barc). 2020;220(6):386-387. 
doi:10.1016/j.rce.2020.04.005

4. Watanabe JH, Kwon J, Nan B, Abeles SR, Jia S, Mehta SR. Medication 
use patterns in hospitalized patients with COVID-19 in California during 
the pandemic. JAMA Netw Open. 2021;4(5):e2110775. doi:10.1001/
jamanetworkopen.2021.10775

5. Balaz D, Wikman-Jorgensen PE, Galvañ VG, et al. Evolution of the use 
of corticosteroids for the treatment of hospitalised COVID-19 patients 
in Spain between March and November 2020: SEMI-COVID National 
Registry. J Clin Med. 2021;10(19):4610. doi:10.3390/jcm10194610

6. Calderón-Parra J, Muiño-Miguez A, Bendala-Estrada AD, et al. 

Inappropriate antibiotic use in the COVID-19 era: factors associated with 
inappropriate prescribing and secondary complications. Analysis of the 
registry SEMI-COVID. PLoS One. 2021;16(5):e0251340. doi:10.1371/
journal.pone.0251340

7. Pessoa-Amorim G, Campbell M, Fletcher L, et al. Making trials part of 
good clinical care: lessons from the RECOVERY trial. Future Healthc J. 
2021;8(2):e243-e250. doi:10.7861/fhj.2021-0083

8. Pan H, Peto R, Henao-Restrepo AM, et al. Repurposed antiviral drugs 
for COVID-19 - interim WHO solidarity trial results. N Engl J Med. 2021; 
384(6):497-511. doi:10.1056/NEJMoa2023184

9. Riccioni L, Ingravallo F, Grasselli G, et al. The Italian document: decisions 
for intensive care when there is an imbalance between care needs and 
resources during the COVID-19 pandemic. Ann Intensive Care. 2021; 
11(1):100. doi:10.1186/s13613-021-00888-4

10. Pramesh CS, Babu GR, Basu J, et al. Choosing Wisely for COVID-19: ten 
evidence-based recommendations for patients and physicians. Nat Med. 
2021;27(8):1324-1327. doi:10.1038/s41591-021-01439-x

11. Cliff BQ, Avanceña ALV, Hirth RA, Lee SD. The impact of Choosing Wisely 
interventions on low-value medical services: a systematic review. Milbank 
Q. 2021;99(4):1024-1058. doi:10.1111/1468-0009.12531

12. Lawler PR, Goligher EC, Berger JS, et al. Therapeutic anticoagulation 
with heparin in noncritically ill patients with COVID-19. N Engl J Med. 
2021;385(9):790-802. doi:10.1056/NEJMoa2105911

13. Jung RG, Di Santo P, Clifford C, et al. Methodological quality of COVID-19 
clinical research. Nat Commun. 2021;12(1):943. doi:10.1038/s41467-
021-21220-5

14. Tangcharoensathien V, Calleja N, Nguyen T, et al. Framework for managing 
the COVID-19 infodemic: methods and results of an online, crowdsourced 
WHO technical consultation. J Med Internet Res. 2020;22(6):e19659. 
doi:10.2196/19659

15. Hofmann B. Internal barriers to efficiency: why disinvestments are so 
difficult. Identifying and addressing internal barriers to disinvestment 
of health technologies. Health Econ Policy Law. 2021;16(4):473-488. 
doi:10.1017/s1744133121000037

https://doi.org/10.34172/ijhpm.2021.53
https://doi.org/10.1016/s0140-6736(16)30947-3
https://doi.org/10.1016/j.rce.2020.04.005
https://doi.org/10.1001/jamanetworkopen.2021.10775
https://doi.org/10.1001/jamanetworkopen.2021.10775
https://doi.org/10.3390/jcm10194610
https://doi.org/10.1371/journal.pone.0251340
https://doi.org/10.1371/journal.pone.0251340
https://doi.org/10.7861/fhj.2021-0083
https://doi.org/10.1056/NEJMoa2023184
https://doi.org/10.1186/s13613-021-00888-4
https://doi.org/10.1038/s41591-021-01439-x
https://doi.org/10.1111/1468-0009.12531
https://doi.org/10.1056/NEJMoa2105911
https://doi.org/10.1038/s41467-021-21220-5
https://doi.org/10.1038/s41467-021-21220-5
https://doi.org/10.2196/19659
https://doi.org/10.1017/s1744133121000037

