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H igh-value care (HVC) is a philosophy and approach to 
medicine that focuses on achieving the best patient 
outcomes through evidence-based practice while 
minimizing harm to patients, wasted healthcare re-

sources, and costs. Incorporating HVC principles in pediatric 
clinical decision-making is particularly important owing to the 
harms of hospitalization, overutilization, and overdiagnosis, as 
well as rising costs of pediatric care.1-4 How can we maintain 
these principles in the face of a global pandemic and new 
emerging syndrome, multisystem inflammatory syndrome in 
children (MIS-C), which has dramatically impacted healthcare 
systems for children?

In this article, we discuss the barriers and opportunities 
around practicing HVC in our evolving approach to novel 
COVID-19 management in hospitalized children. We also draw 
lessons from our experiences on how we can respond to future 
events that rapidly shift our approach to care.

BARRIERS TO PROVIDING HVC FOR  
HOSPITALIZED CHILDREN DURING COVID-19
As children’s hospitals and pediatric providers responded to 
the COVID-19 pandemic, practice recommendations were 
implemented rapidly and changed rapidly. A major challenge 
with an event like this is how we respond to the unknown 
and uncertainty, something most healthcare workers are not 
comfortable doing at baseline,5,6 particularly trainees and  
early-career physicians.7 With the benefit of hindsight, many 
early clinical approaches to care may now be seen as low-value 
care (LVC). For example, COVID-19 test availability was initial-
ly limited, and many hospitals utilized respiratory viral panels 
(RVPs) to potentially eliminate COVID-19 as an etiology of 
symptoms. RVP use increased during this time8; however, stud-
ies have shown that the co-infection rate of SARS-CoV2 with 
other respiratory viruses varies widely, so a positive RVP was of 
uncertain benefit.9 In addition, routine RVP use is often low val-
ue and may lead to overdiagnosis, additional overtesting cas-
cades, and, at times, false reassurance and premature closure  
of the diagnostic workup.10 

As our understanding of COVID-19 has expanded, rapid 
changes in treatment have also occurred. Early data were of-
ten preliminary and based on small trials of adults, and treat-
ments ranged from inexpensive and available (dexametha-
sone) to quite expensive (remdesivir, monoclonal antibodies). 
Pragmatic randomized controlled trials (RCTs) are an important 
tool that may have been underutilized in pediatrics. Similar to 
our adult hospitalist colleagues’ experience,11 the rapid rise 
in cases provided an opportunity to collaborate across in-
stitutions to assess which treatments were most effective. In 
particular, the predictable rise in rates of MIS-C after a surge 
in COVID-19 cases could have provided an avenue to evalu-
ate the relative effectiveness of the various treatments used.12 
However, there were limited pediatric RCTs and thus a missed 
opportunity to establish an evidence-based pediatric stan-
dard of care for COVID-19 and MIS-C. This resulted in the 
development and dissemination of care practices before they  
were fully tested in children. 

Similarly, the medical community has become increasingly 
aware of laboratory findings that may be predictive of clinical 
course.13 The outcomes of COVID and MIS-C are potentially 
severe, so looking for “early warning signs” with diagnos-
tic testing is appealing. Clinicians responding to early data, 
and with a fear of missing something, may order a full panel 
of bloodwork for admitted patients to assist with decision- 
making and may underestimate the perceived minor harms 
and cost of unnecessary testing/admissions.3 However, most 
of the evidence regarding lab values came from the adult pop-
ulation. There is little understanding of how lab values impact 
pediatric-specific outcomes.14 Even for MIS-C, a pediatric- 
specific condition, early protocols emphasize broad testing 
approaches.15 A focus on grave (but rare) outcomes from a 
novel virus may also distract from more common causes of 
symptoms and lead to missed common diagnoses that are 
less severe.16 For both testing and treatment, having this early 
information before clear evidence on how it guided care may 
have caused more harm than benefit. Again, RCTs may have 
helped guide MIS-C therapies and protocol development.

Changing workflows may also create new barriers to HVC. 
One of the recommendations from Choosing Wisely® during 
the COVID-19 pandemic was to batch lab draws17 to reduce 
the risk of exposure to healthcare workers performing phle-
botomy, as well as staff who transport, handle, and process 
bloodwork in the lab. This may inadvertently encourage the 
approach of getting a lab test “in case” we need it with a sin-
gle daily blood draw. In trying to avoid multiple encounters 
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(and conserve personal protective equipment [PPE]), we may 
be taking a less stepwise approach than in prepandemic times.

Finally, children’s hospitals witnessed significant financial 
challenges and reductions in patient volume related to the 
pandemic.18 Reductions in patient volume could present a po-
tential opportunity for practicing HVC (eg, more time to dis-
cuss downstream effects) or alternatively could inadvertently 
incentivize low-value, low-priority care via messaging around 
preserving financial viability. 

For clinicians and healthcare systems, these examples high-
light why we may be predisposed to practicing LVC during a 
pandemic or similar emerging threat. 

STRATEGIES FOR HVC PRACTICE  
DURING FUTURE MAJOR EVENTS
In light of these challenging clinical scenarios and nonclini-
cal factors that predispose us to LVC, how can we reinforce 
a high-value approach to care during a pandemic or similar 
emerging threat? The following five specific concepts may 
help providers and organizations optimize HVC during this 
pandemic and in future situations:

1. Utilize pediatric RCTs to provide evidence-based 
recommendations. In the face of a novel virus with unclear 
manifestations, treatment options were rapidly implemented 
without time for careful evaluation. In the future, collaborative-
ly utilizing shared resources in the research community could 
help rapidly and rigorously evaluate outcomes in the pursuit of 
evidence-based practice. 

2. Use standardization as a tool to mitigate uncertainty. 
Knowing that uncertainty can be a driver of overuse and that 
during emerging threats, evidence is scarce and rapidly chang-
ing, a structured method for standardizing practice across your 
institution or multiple institutions can be helpful in many ways. 
Electronic health record–based orders and guidelines provide 
a standard of care to relieve uncertainty and have been shown 
to reduce overtesting.19 These resources can also be adapted 
rapidly as evidence emerges, reducing the burden on provid-
ers to know the latest evolving best practice. Experts who have 
reviewed the literature should have a method to quickly dissem-
inate these findings through standardized practice, providing a 
venue for rapid learning and implementation.20

3. Plan for active deimplementation from the outset. It is 
inevitable that some practices implemented early in pandem-
ic response may need to be deimplemented later as the evi-
dence and situation evolve. However, there is ample evidence 
that deimplementation can be difficult.21 Building in deimple-
mentation mechanisms, such as standing educational sessions 
or hospital committees dedicated to value that review practic-
es, from the beginning may ease these changes.

4. Take advantage of novel opportunities to improve 
value. Early stop-gap interventions may be wasteful, but the 
upheaval from major events may also create novel opportuni-
ties to improve value in other ways. Some of these efforts, like 
PPE conservation and as-needed follow-up visits, may become 
useful methods to improve value even after the pandemic 
ends.22,23 The decreased pursuit of healthcare during the pan-

demic may also have given us an opportunity to better define 
when delayed diagnosis or even nondiagnosis for certain con-
ditions is acceptable and when it may cause harm.

5. Highlight harms of overuse. While avoiding unnecessary 
costs is an important aspect of reducing overuse, often the 
other human-centered harms of overuse are better motivators 
for HVC. Especially during the response to an emerging threat, 
the impacts of overuse may be compounded. Laboratory re-
sources that are strained to meet COVID-19 testing demand 
will be further stretched by overuse of other laboratory test-
ing. Overuse of ineffective treatments adds stress to nurses, 
pharmacists, and other front-line staff taking care of ill patients. 
Side effects of unnecessary interventions, including those that 
could prolong hospitalization, would also increase strain on 
the system. Reducing overuse is also a way to reduce workload 
for hospital staff during a time of crisis. Improved efficiency of 
practice and less time spent on practices that do not add value 
to patient care can insulate staff against burnout.24 Hospital-
ization and healthcare costs can add to the stress and finan-
cial burden of patients and families.25 Clinicians can highlight 
harms of overuse through openly talking about it on rounds 
with the patients, families, and entire care team and incorpo-
rating it into health system–wide messaging.

CONCLUSION
As vaccine distribution continues, like many clinicians, we are 
hopeful that the worst days of the pandemic are behind us. The 
crucible of the COVID-19 pandemic has undoubtedly changed 
us as clinicians and impacted our future practice patterns. We 
believe there is a need to challenge ourselves to continue to 
think from a value mindset even in times of crisis. Furthermore, 
there are important opportunities to learn from our response 
to the COVID-19 pandemic and find strategies for minimizing 
LVC outside the pandemic. We believe the lessons learned 
around improving value during this pandemic can strengthen 
our response to the next novel, widespread threat and reduce 
waste in our care systems, with a potential to increase the resil-
ience of systems in the future.  
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