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Teaching Pediatric High-Value Care Strategies at
the Bedside

Emily Wong, MD, Chad Vercio, MD

“A 4 month-old previously healthy,
full-term female is brought to the ED

for difficulty breathing and decreased
feeding. She is found to be RSV positive,
mildly dehydrated, and hypoxic on room
air. She is admitted for treatment of
bronchiolitis.”

Case:

A4 month-old previously healthy, full-term female is brought to the
ED for difficulty breathing and decreased feeding. She is found to
be RSV positive, mildly dehydrated, and hypoxic on room air. She
is admitted for treatment of bronchiolitis.

On hospital day 3, she requires a high-flow nasal cannula at 7
LPM 40% FiO2. She has been unable to be weaned from this lev-
el for the last two days. The night resident is paged to speak with
the father at the bedside. The father is worried about his daugh-
ter’s lack of improvement and requests a chest x-ray because one
has not been done during the admission, and he feels the medical
team has not been thorough enough.

What would you advise your learner to do? What resources
could you point him or her towards?

The concepts of medical over-diagnosis, over-treatment, and
overuse or low-value care, long important topics in adult medi-
cine, have received increasing attention in pediatrics (1,2). How-
ever, promoting and teaching high-value care in pediatrics, with
value defined as quality over cost (3), has met unique challenges.
There can be a perception that because the medical spending on
children is significantly smaller than adults, it is less valuable to
spend time in an already crowded curriculum to focus on high-
value care. It can also be perceived that when focusing on high-
value care, one is claiming that children use too much of a shared
resource, which would be seen as socially undesirable (4). How-
ever, we believe modeling high-value care practices in children is
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critical because it focuses on unnecessary and potentially harmful
interventions as well as decreasing the overall costs in pediatrics.
Expectations for what constitutes appropriate evidence-based
care practices are set early, both for medical learners as well as
for families and patients themselves. Once set, expectations are
difficult to change.

Furthermore, the SARS-CoV-2 pandemic is highlighting the ease
with which low-value treatments can be inadvertently thrust into
the spotlight through politicization. Politicians have inaccurately
touted positive responses to unproven remedies such as Regen-
eron and hydroxychloroquine as “cures.” This can create a pub-
lic perception that treating a patient always involves medication,
leading to even more medical waste as well as the potential for
harm (5). However, a clinician must communicate clearly with pa-
tients and their families and, at times, protect them from unneces-
sary interventions they may desire.

Potential barriers to providing high-value care are multifactorial
and can include: lack of evidence; poor familiarity with existing
guidelines; local culture; time pressures relating to productivity;
time required to explain to patients why tests or treatments are not
indicated; and pressures to practice defensive medicine (6). With
a relative weakness of evidence-based and large randomized
clinical trials in pediatrics, it is even more important to stay aware
of existing practice guidelines and professional resources and to
teach learners early to seek these out. To address our case, the
clinical practice guidelines for bronchiolitis by the American Board
of Pediatrics is a good starting point for clinicians and medical
trainees alike (7). Choosing Wisely, the American Board of Inter-
nal Medicine campaign to encourage physicians and patients to
reconsider specific medically unnecessary interventions has also
grown rapidly in recent years to include many general pediatric
and pediatric subspecialty recommendations (8).

“Choosing Wisely, the American

Board of Internal Medicine campaign

to encourage physicians and patients
to reconsider specific medically
unnecessary interventions has also
grown rapidly in recent years to include
many general pediatric and pediatric
subspecialty recommendations (8). ”

Fear of malpractice litigation is a commonly cited concern among
physicians who knowingly order low-value interventions, such that
up to 93% of physicians surveyed in Pennsylvania reported prac-
ticing defensive medicine (9). However, the reality is that prac-
ticing defensive medicine does not necessarily protect against
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malpractice claims, which can be arbitrary — nearly 40% of injury-
related malpractice claims in one study were found not to involve
medical errors (10). This is an important concept to impart upon
medical learners, as perceptions surrounding malpractice are
formed early in training. Instead, behaviors to prevent malpractice
should focus on nurturing good communication and bedside man-
ner: listening to families and patients carefully, accurate and timely
documentation of decision-making, discussion of side-effects and
risks of tests and treatments. When mistakes do occur, it is es-
sential to communicate openly. While historically, physicians have
been conflicted about error disclosures due to fear of litigation or
embarrassment, standards issued by the Joint Commission on
Accreditation of Healthcare Organizations identify disclosure of
harmful medical errors as an ethical obligation. Prominent open
disclosure programs throughout the nation have demonstrated a
significant reduction in litigation expenses and payouts (11).

A major component of combating medical overuse involves man-
aging patient expectations. It is a common perception that more
testing leads to better care. This is at times exacerbated by legiti-
mate pressures the clinician may face about patient satisfaction,
which is often tied to reimbursement. Effective communication
will often contribute more to the parent/patient’s satisfaction than
the management plan itself. Elements of discussion should cen-
ter around the fact that parents/patients desire a clear diagnosis,

shared decision-making, and acknowledgment that their concerns
are valid (Figure 1).

“As pediatricians and medical
educators, we are unique in advocating
for children in the national dialogue
about overtreatment and overdiagnosis.

s

As pediatricians and medical educators, we are unique in advo-
cating for children in the national dialogue about overtreatment
and overdiagnosis. This process begins with addressing self-iden-
tified barriers to practicing high-value care, utilizing professional
and educational resources, cultivating one’s ability to hold pro-
ductive conversations with patients and families about low-value
interventions and testing, and setting appropriate expectations
about care by modeling this behavior for medical learners and
young patients.
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Figure 1: Tips for talking to patients about doing less

e “What do you think is going on?”
e “What are you most worried about?”’

Show the patient you are on their side

Respond calmly to resistance

do not feel obligated to fill it.

Determine the patient or family’s primary concerns

e Consider unique barriers: financial, transportation, etc.

Explain your reasoning clearly while acknowledging the patient’s concerns
e “[understand why you would be worried about [diagnosis], but the good news is you
don’t have any concerning signs or symptoms.”

e “I'wish I could prescribe you antibiotics, but it may make the situation worse.”

Create a clear follow-up plan; review red-flag signs and symptoms
e “My colleague is on call this weekend and can discuss with you if things change.
Please call or be seen in urgent care if [X,y,z].”

e [f attacked: take a breath; attack likely has a deeper cause and has nothing to do with
the clinician. Resist the urge to retort or walk away.
e [f met with silence: ask open-ended questions. Seek to understand. Some silence is ok;
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