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ABSTRACT
The purpose of this report is to provide a concrete overview of the ideal standards
of behavior and professional practice to which pediatricians should aspire and by
which students and residents can be evaluated. Recognizing that the ideal is not
always achievable in the practical sense, this document details the key components
of professionalism in pediatric practice with an emphasis on core professional
values for which pediatricians should strive and that will serve as a moral compass
needed to provide quality care for children and their families.

INTRODUCTION
Professionalism has been a central and defining feature in medicine since Hip-
pocrates.! The concept of professionalism is now receiving renewed attention
because of advances in technology, managed care and other business arrange-
ments in health care, and a growing sense of the erosion of public trust in the
medical profession.2

Pediatricians have a special status in society as privileged and trusted advocates
for the well-being of children. Pediatricians have a responsibility to use their
knowledge, skills, and influence to advocate for children and their interests in all
domains of society, not just in health care. A child’s health is broadly understood
to include emotional, social, educational, psychological, and spiritual well-being.

As the pediatrician-child/family relationship has been threatened over time
with the imposition of a business model, it has become more important than ever
to adopt a standard of professionalism for pediatricians. The ability to promote
professionalism across the continuum of medical education, from medical school
curricula through continuing medical education for practicing pediatricians, de-
pends on the ability to define and assess professionalism in the context of pediat-
rics.>* Various professional groups have supported the need for a normative
definition of professionalism, and there is considerable overlap in the definitions
that they have formulated.>® The American College of Physicians astutely noted in
its recent iteration of their ethics manual that written guidelines are not a substi-
tute for the experience and integrity of individual physicians but may serve as a
reminder of the shared duties and obligations of the medical profession.? Allowing
that the ideal may not be fully achievable in the practical sense, the purpose of this
document is to provide a background on professionalism in pediatrics that serves
a dual role: (1) to provide a concrete overview of the ideals for which pediatricians
should strive and (2) to describe standards of professional behavior by which
practicing pediatricians and trainees can be evaluated. This document begins with
a general discussion of statements concerning professionalism in pediatrics and
proceeds to the application of these statements in the central relationships in
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pediatric practice—to patients and families, to students
and residents, to other health professionals, to the pro-
fession, and to society in general.

STATEMENTS OF PROFESSIONALISM IN PEDIATRICS

The American Board of Pediatrics (ABP) began its dis-
cussion of professionalism when it defined the optimal
attitudes, knowledge, clinical judgment, technical skills,
and interpersonal skills that applicants should possess in
its 1974 publication Foundations for Evaluating the Compe-
tency of Pediatricians.' Since 1976, residency program
directors have been asked to evaluate interpersonal
skills, work habits, and personal qualities of residents,
and beginning in 1982, the ABP requested that program
directors also evaluate and attest to applicants’ ethical
and moral behavior as it affects their professional per-
formance.

The ABP continued its pediatric-specific efforts to
clarify ethics and professionalism issues in practice with
the pioneering 1987 publication “Teaching and Evalua-
tion of Interpersonal Skills and Ethical Decision Making
in Pediatrics.”!" Admittedly, the content area in ethics is
not straightforward. To assist residents and pediatricians
in practice with difficult ethical decisions, the American
Academy of Pediatrics (AAP) Committee on Bioethics
has been publishing guidelines on key ethical issues
since 1983 (available at http://aappolicy.aappublications.
org). Most recently, the ABP added more specific guide-
lines for the teaching and evaluation of professionalism
as part of the core curriculum for residency training in
pediatrics. The following 8 components of professional-
ism have been endorsed by the ABP as the most appro-
priate for teaching and evaluation'2:

e Honesty and integrity—embody the principles of fair-
ness, the ability to meet commitments and keep one’s
word, and the duty to be intellectually honest and
straightforward in interactions with patients and peers
and in all professional communication.

e Reliability and responsibility—represent accountabil-
ity to children, families, other physicians, medical
staff, community, and ultimately society. They require
acceptance of responsibility for errors made, including
the willingness to acknowledge and discuss errors,
consequences, and alternatives with the family and
with peers.

e Respect for others—involves treating all persons with
respect and regard for individual worth and dignity,
including sensitivity to gender, race, and cultural dif-
ferences as well as maintenance of patient confidenti-
ality when appropriate.

e Compassion/empathy—the ability to understand chil-
dren’s and family members’ reactions to pain, discom-
fort, and anxiety from their point of view, not that of
the physician.
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e Self-improvement—involves a commitment to life-
long learning and education.

e Self-awareness/knowledge of limits—the maturity to
recognize when a problem involves knowledge or
technical skills beyond the experience of the provider
and to ask for consultation or assistance in those sit-
uations.

e Communication and collaboration—involve the rec-
ognition that patients” families and the health care
team must work cooperatively with each other and
communicate effectively to provide the best patient
care and social activism.

e Altruism and advocacy—refer to the unselfish regard
or devotion to the welfare of others. Patient well-
being should be the primary motivating factor in pa-
tient care, ahead of physicians’ own interests and
needs.

PEDIATRICIANS’ RESPONSIBILITIES TO PATIENTS, FAMILIES,
AND COMMUNITIES

The connotation of “good doctor” historically brings to
mind a physician who embodies both the art and science
of medicine. The concept is epitomized in the pediatri-
cian who can give advice without being patronizing,
who is concerned about how an illness and its conse-
quences (financial, emotional, psychological) will affect
the family, and who strives to help the child and/or
parent understand a disease process and its natural his-
tory (compassion/empathy). This doctor is thorough and
technically skillful and continually incorporates new
knowledge into his or her practice (self-improvement).!?
To other physicians, a “good pediatrician” is a colleague
with whom they would entrust the care of their own
child.

To be effective, the relationship between a pediatri-
cian, his or her patient, other medical professionals, and
the parent or surrogate (hereafter, “parent”) of that child
must be collaborative. The role of the parents is to take
an interest in and responsibility for their child’s health
care, seek attention for medical problems in a timely
manner, and communicate and work effectively with
their child’s pediatrician to create an acceptable treat-
ment plan. In return, the pediatrician’s obligation is to
provide appropriate information regarding the child’s
health care, including the benefits, risks, and costs of all
reasonable treatment alternatives (communication and
collaboration). Parents should have their questions an-
swered, feel free to seek second opinions, and be advised
of the pediatrician’s potential conflicts of interest (hon-
esty and integrity). Pediatricians should communicate to
parents any errors in patient care, including any conse-
quences that have resulted or may result because of the
error (honesty and integrity; reliability and responsibil-
ity).

Children, as patients, should be afforded continuous



access to care. On-call pediatricians should be responsive
in a timely manner, coverage should be available during
absences, and notice of closing a practice or changing
participation in insurance plans is expected (curtailing
access). Except in cases of emergency or in which state
law allows otherwise, the permission of a parent will be
necessary before a pediatrician can offer medical treat-
ment to a child. Parents may accept or refuse a recom-
mended medical treatment on behalf of their child. Pe-
diatricians and pediatric medical subspecialists have a
duty to respect the wishes of the child and family when
these wishes are intended to do good (beneficence) and
avoid harm (nonmaleficence). A child’s parent usually is
the most appropriate person to determine what actions
will be in the best interest of the child (communication
and collaboration; altruism and advocacy). Children and
adolescents who desire to participate should be included
in the decision-making process (patient assent) when
their neurologic status, development, and level of ma-
turity allow, although state laws that affect the minor’s
ability to consent to (provide legally binding authoriza-
tion for) medical care are complex.!>

Resolving Conflicting Goals of Care
Conflicts may occur when the parent, child, and physi-
cian fail to agree on what would be optimal care under
a given set of circumstances. When pediatricians and
parents disagree, the pediatrician should explain the ba-
sis for the disagreement, educate the parent, and attempt
to meet the child’s needs within the constraints that
exist. In these cases, the physician must seek to under-
stand the reason for the disagreement and determine if
the child would be put at significant risk of serious harm
by following the wishes of the child and/or parent. In
cases in which serious harm to a child is likely if the
parent’s wishes are followed, the pediatrician must get a
second opinion and act to protect the best interests of the
child. Institutional ethics committees should be con-
sulted for guidance, education, and advice regarding
unusual or complicated ethical problems that involve
the care and treatment of children.'s

If a physician or other health care professional is
unwilling to honor a family’s refusal of intervention in a
situation in which the family has chosen an established
alternative, he or she should withdraw from the case
and must provide reasonable assistance to the parent in
making alternative arrangements for care. A physician
may not discontinue care of a child as long as additional
treatment is medically indicated or until another physi-
cian has assumed care.

Nondiscrimination, Societal Obligations, and Continuity of
Care

The AAP believes that the medical care of infants, chil-
dren, and adolescents should be delivered or directed by
well-trained pediatricians who provide primary care and

help to manage and facilitate essentially all aspects of
pediatric care.'” A pediatrician has broad authority to
enter into or decline a medical relationship with a family
except in emergency situations. Once a relationship is
established, however, the pediatrician should assume
responsibility for the medical care of the child and also
recognize when the child needs to be referred to a pe-
diatric medical subspecialist, pediatric surgical specialist,
or other physician or qualified clinician for diagnosis or
treatment of a condition or symptom complex outside of
the physician’s scope of practice (self-awareness/knowl-
edge of limits).!s

Pediatricians or pediatric subspecialists who offer
their services to the public should not refuse to accept
children into their practice because of race, color, reli-
gion, national origin, disability, sexual orientation, or
any other basis that would constitute discrimination (re-
spect for others). Pediatricians should not refuse to care
for acutely ill children on the basis of the ability of the
family to pay for services rendered. However, practice
overhead expenses preclude the provision of compre-
hensive health services for every child whose family
requests routine or preventive health services unless
there is some means of compensation. The AAP believes
that the medical care of infants, children, and adoles-
cents should be accessible, continuous, comprehensive,
family centered, coordinated, compassionate, culturally
effective, and provided according to the medical home
concept.'” Pediatricians have a special obligation to work
together to help secure access to health care for all
children, including those who are uninsured or under-
insured.!®

Pediatricians have an obligation to refrain from pro-
viding nonbeneficial interventions and should also be
good stewards of health care resources by using the most
efficient means to diagnose a condition, using resources
of optimal quality wisely, and helping to ensure that
resources are available equitably.® A pediatrician may
not refuse to treat a child whose condition is within the
physician’s current realm of competence solely because
the child has a communicable disease. A pediatrician
should honor requests for second opinions and should
be available to provide guidance to the parents and child
after they have obtained opinions from other physicians.
Pediatricians and subspecialists to whom they refer their
patients should make every effort to communicate effec-
tively and in a timely manner with each other about
their assessments of the patient and coordinate their
treatment plans (reliability and responsibility).

Boundaries in Patient Care

Compassionate and empathetic care for the child histor-
ically has been balanced with the need to remain objec-
tive and avoid becoming overinvolved. Boundary viola-
tions can pose a serious threat to professional
judgment.2 An increase in trust and change in bound-
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aries is likely to occur as a child/family-pediatrician re-
lationship evolves. Boundary transgressions might in-
clude abusive behaviors, sexual behavior between the
physician and the patient or members of the patient’s
family, a physician who treats family members, and
gift-giving between a family and the physician.?->* The
development of strong empathetic and nonromantic,
nonsexual feelings of affection for a patient or family do
not constitute boundary violations and are deeply val-
ued by patients and families, and it provides an oppor-
tunity for personal growth for the pediatrician.

The pediatrician may wish to continue providing care
for a patient who is an adolescent or a young adult (eg,
during high school and college matriculation or for older
children with special health care needs) to minimize
fragmentation of care. The pediatrician, the family, and
the patient should discuss whether, for any reason, the
patient might instead wish to change physicians. Mature
patients should be encouraged to take increasing respon-
sibility for their personal health care by communicating
directly with the pediatrician and making their own
appointments while informing parents of these appoint-
ments. As the new patient-physician relationship
evolves, it may be appropriate to develop an option
under which the adolescent can obtain confidential care
it needed.>*+*

One of the most common and difficult boundary is-
sues occurs when a pediatrician treats his or her own
family members. Because the close relationship carries a
potential for the pediatrician to lose objectivity or fail to
explore sensitive issues and areas with the patient, fam-
ily members should be encouraged to seek another pe-
diatrician. Exceptions include underserved areas in
which there may be only 1 pediatrician, which would
make this impractical, or in the case of an emergency.
Regarding nonurgent care rendered to minor patients,
the American Medical Association (AMA) has stated, “In
particular, minor children will generally not feel free to
refuse care from their parents.”!® This same concern may
carry over to medical care that is provided to minors by
other relatives.

Occasionally, a pediatrician may receive a gift from a
patient or the parents of a patient. Small gifts given in
gratitude may sometimes be accepted if they do not
affect professional clinical judgment. Repeated attempts
at gift-giving or the offer of expensive gifts may repre-
sent an attempt by the family to consciously or uncon-
sciously control the patient-physician interaction. Larger
or more expensive gifts are clear and serious boundary
transgressions unless they are given as a charitable do-
nation to a nonprofit institution.2¢ There is also a poten-
tial conflict of interest when patients who make large
contributions to medical institutions receive preferential
treatment (eg, they are seen immediately, moved to the
top of the operating room schedule, etc).
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Privacy and Access to Health Information

Respecting the privacy of patients and their families,
including protecting the confidentiality of patient infor-
mation, is a central feature of professionalism in pediat-
ric practice. The importance of privacy has been under-
scored by federal regulation, known as the Privacy Rule,
issued pursuant to the Health Insurance Portability and
Accountability Act (HIPAA).>728 HIPAA was intended to
create national standards to protect individual personal
health information and give patients or their surrogates
increased access to their medical charts.

Under the HIPAA Privacy Rule, parents have new
rights to control and have access to the health informa-
tion about their minor children, with limited exceptions.
When a minor has the right to consent to care or a
parent has agreed that the minor may receive confiden-
tial care, the minor may exercise his or her own rights to
access and control protected health information. How-
ever, state or other applicable law governs if it has ex-
plicitly addressed disclosure of a minor’s health informa-
tion or medical charts to a parent. If state or other law
does not define the parent’s ability to access the child’s
health information, a licensed health care professional is
allowed to exercise discretion to grant or deny such
access.

The HIPAA Privacy Rule also dictates the need for
privacy regarding patient identification that extends to
inpatient rounds, patient charts, and telephone and ca-
sual conversations that formerly might have been con-
ducted in public places such as elevators and hall corri-
dors. Teaching conferences, computerized presentations,
and radiographic exhibits all must avoid the use of pa-
tient identifiers and preferentially take place in areas
where strict confidentiality can be preserved. Physicians
are expected to take a leadership role in safeguarding the
patient’s privacy in contracts and organizational policies
and procedures.?”

Advocacy

At the very heart of professionalism is the pediatrician’s
commitment to put the interests of children and their
families above his or her own. Altruism may be the
defining feature of professionalism and the one that is
most at risk with the corporate transformation of Amer-
ican health care. In particular, managed care arrange-
ments can intensify the inherent conflict between the
health care interests of children and the pediatricians’
financial interests.?

Financial incentives to reduce or limit access to care
are viewed by many as particularly problematic?3° and
are a source of growing distrust of both pediatricians and
managed care organizations. Pediatricians must not al-
low financial considerations to affect clinical judgment
about a child’s health and welfare. Managed care, with
its emphasis on primary and preventive care, has the
potential to increase access to a full range of pediatric



clinicians and services but can also result in underutili-
zation of appropriate services.>°

Pediatricians must be advocates for their patients.
They should facilitate access to appropriate and effective
pediatric services and challenge treatment-authorization
policies that delay or deny needed treatments, including
mental health services, social work services, develop-
mental evaluations, occupational and physical therapy,
child life interventions, dental services, and vision, hear-
ing, and speech and language services. It is permissible
and even desirable for pediatricians to discuss their con-
cerns about specific insurance policies with parents and
to ask parents to help by bringing these concerns to the
attention of their insurance companies to effect a reso-
lution.

Pediatricians should exercise due diligence in con-
tracting with payers to avoid assuming legal or financial
obligations that would put them in conflict with the
health and well-being of their patients.>! Physicians are
legally responsible for the claims submitted for their
professional services and for the accuracy and complete-
ness of information in the medical chart. Pediatricians
should ensure that coding and billing appropriately re-
flect the level of services provided to the patient.>2 To do
so, some pediatricians choose to implement compliance
programs in accordance with the guidance from the
Office of Inspector General.’>** If an insurance company
is perceived to be conducting business unethically, it
should be reported to the relevant state board of insur-
ance.

As advocates, pediatricians play a necessary role in
quality assurance. This may include the need to provide
feedback to referring physicians. A pediatrician should
make every effort to determine all of the facts in a
specific case before making a judgment about the quality
of care that was rendered by another physician, partic-
ularly if opinions are being sought by the parents. Gen-
erally, feedback can and should ultimately be provided
in an educational and noncritical manner to both pro-
vider and parent. The pediatrician receiving feedback
should recognize this is an opportunity for learning.
Qualifying feedback as a source of continuing education
rather than criticism will help pediatricians care for fu-
ture patients. Pediatricians, pediatric medical subspecial-
ists, and pediatric surgical specialists should all respect
one another as critical partners in the optimal delivery of
care.

Information and Education

Pediatricians should inform and educate patients and
parents and help them understand clinical recommen-
dations and make informed choices among all reason-
able care options and referrals. “Gag orders” or insurance
policy clauses that prohibit the primary care physician
from full disclosure of medical options and/or specialty
referrals are never appropriate. Pediatricians are obli-

gated to disclose the full range of medically, scientifi-
cally, legally, ethically, and practically acceptable treat-
ment options, even those that are not included in the
family’s insurance coverage and those with which the
pediatrician may philosophically disagree. Health plans
must disclose all relevant information about benefits,
including any restrictions in coverage and financial in-
centives that might negatively affect a child’s access to
care.>>3¢ Descriptions should be clear, simply written,
and easy for any family to understand. It remains the
obligation of parents to understand their children’s in-
surance benefits. Pediatricians cannot and should not be
expected to counsel parents on the details of their insur-
ance plans. Parents bear the ultimate responsibility to
understand who and what is covered or not covered. In
the inpatient setting, social workers and case managers
often can assist with these issues.

Appeals Processes

Patients and families should have access to fair appeals
processes, and pediatricians should be child advocates
within that system. However, health plans are not obli-
gated to pay for treatments that are not justifiable on
clinical or scientific grounds even if some patients might
desire them. Pediatricians should take an active role in
the development of practice guidelines and familiarize
themselves with the attributes/recommendations that
will enable them to distinguish medical management
guidelines that are based solely on cost/utilization data
from those that are based on scientific evidence.?”

MEDICAL SCHOOL TEACHING FACULTY RESPONSIBILITIES TO
RESIDENTS AND STUDENTS

The obligations of medical school academic and clinical
faculty to residents and students should include:

e Instructional development of academic competency—
adequate, up-to-date academic preparation of resi-
dents and students to be competent and ethically re-
sponsible pediatricians.

e Modeling appropriate behaviors—using systems or
standards that nurture professionalism, interdiscipli-
nary collaboration, respect, and partnership with child
and family, including a humane working environ-
ment.

® A caring and compassionate environment for learn-
ing—active involvement in bedside teaching, with fos-
tering of an appropriate learning environment, includ-
ing faculty treatment of residents and students.

e Fair assessment processes—fair assessment of profes-
sionalism, including remedial education, and one-on-
one direct oversight with interim evaluations if there
are problems.
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Communication

Pediatric training should focus on providing a core foun-
dation of knowledge, attributes, skills, and competencies
to all pediatric residents regardless of their future career
paths. Communication is a key element of medical prac-
tice. Clinicians should be capable of effective, respectful,
and compassionate 2-way communication with patients,
parents, and other members of the health care team.
Health care communication must be formally taught,
learned, and evaluated. Students and residents should be
taught the principles of cultural effectiveness to enhance
their understanding of the child and family in the con-
text of the medical home.

Modeling Appropriate Behavior
Within pediatric training programs, residency program
directors and pediatric faculty members must model the
professional behavior they seek to instill in their train-
ees. Recently, both informal and formal residency cur-
ricula have become more challenging as a consequence
of the 80-hour workweek limitation on house officers.
Opportunities to model behavior can occur in the clinic,
at the bedside, on the telephone, or in the patient’s
chart. Being able to communicate clearly in the medical
chart and document medical care concisely and correctly
are equally important as verbal communication with
families, patients, physicians, and other health care pro-
fessionals. Medical liability risk managers have described
this as an area of professionalism that is in need of
improvement and recommend use of the acronym OL-
FACTORY to help physicians improve their documenta-
tion skills: O = original, L = legible, F = factual, A =
accurate, C = consistent, T = timely, O = objective, R =
rational, and Y = yours.3®

Clinical teachers must teach by example and be ca-
pable of demonstrating how to manage difficulties that
occur in relationships with patients, medical staff, or
colleagues; effectively and compassionately communi-
cate with patients, families, colleagues, and members of
the interdisciplinary team; gracefully and honestly ac-
knowledge errors; confront poor practice in a colleague
or trainee; and explain to children and parents when
things have “gone wrong.” Mentors of pediatric house
officers and medical students should be aware of the
process of socialization that exists and the various ways
that trainees learn and internalize professional and hu-
manistic values, attitudes, and behaviors. Students and
residents may be more influenced by what is known as
the “hidden curriculum” (what is taught by observing
the daily behavior of health care professionals, both
good and bad) than by formal training in ethics, al-
though formal curricula in both ethics and professional-
ism are still valuable.>* When pediatricians behave in
ways that are contrary to ethical standards taught in
formal courses, they reinforce the view that medicine is
a profession that lacks integrity.* Perhaps more impor-
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tantly, when pediatricians keep silent in the face of
inappropriate behavior, the implication is that the status
quo is acceptable, and the opportunity to discuss the
professional behavior in the clinical context is lost. Cur-
rently, unprofessional and unethical physician behavior
is often tolerated when it should not be. Students and
residents should be encouraged and advised to evaluate
faculty members as teachers of ethics, knowledge, and
attitude, and faculty members should be encouraged to
evaluate each other on the basis of professionalism as
well as academic productivity.

Caring and Compassion
Caring and compassion are central to the effective prac-
tice of pediatrics. Students and residents must be taught
to attend to the emotional, spiritual, and practical real-
ities of illness and its effects on children and families as
well as themselves.*! Historically, medicine has defined
its mission in terms of “curing” disease while overlook-
ing illness (ie, the patient’s experience of disease). Pa-
tients and families require a caring physician who is
empathetic and strives to understand the illness experi-
ence of each child and affected family. How does one
teach or remediate sensitivity and caring? Personal re-
flection, small-group discussions,*>*> participation in
family conferences, and longitudinal experiences with
families who are living with chronic illness* are all
examples of key strategies that may be used in nurturing
professionalism among trainees. More focused methods
include role modeling, one-on-one discussion, closer su-
pervision, observation of resident interactions with fam-
ilies under stressful situations, and feedback sessions in
which the resident specifically asks for guidance about
how they could or should have handled difficult inter-
actions with parents or patients.*> Exposure to parent
panels, former patients, and siblings of patients through
small-group discussion; support group attendance;
grand-rounds formats; use of standardized patients in
teaching venues; and supervised role-playing are other
ways.4¢

Because students and residents develop their profes-
sional identities over time, professionalism should be
viewed as a developmental process across all stages of a
medical career.#”#¢ More emphasis on stress manage-
ment is essential, and incoming residents might benefit
from improved orientation regarding the demands of
residency and ways of coping. In addition to learning
how to care for others, young physicians also must learn
to care for themselves.** Those who have their personal
needs met are, in turn, more supportive of their patients’
and families’ needs,”® and this self-nurturing will pro-
mote the ability to show compassion and empathy for
others.* Those who create pediatric training programs
need to be mindful of the ways that students and resi-
dents are treated. It is more likely that pediatricians in
training will become caring and compassionate toward



their patients if they feel that they are treated in a caring
and compassionate manner.

Fair Assessment Processes
Students and residents are expected to treat patients,
families, medical staff, and colleagues fairly. In return,
they must be treated fairly in the educational system.
This will require developing clear expectations for per-
formance, providing adequate opportunities to learn ex-
pected competencies and receive clear and frequent
feedback, and providing remediation when neces-
sary.>>!-33 There should be a safe mechanism for students
and residents to appeal evaluations with which they
disagree, including those related to professionalism.
Documentation of deficiencies, mentoring, and per-
sonal counseling sessions are critical in the process. The
principles and practice of professionalism that are being
taught must be in place continually during the process of
counseling and remediation. It is inappropriate for train-
ing directors and medical school faculty members to
allow residents who have failed to develop appropriate
professional skills despite counseling and remediation to
complete the training program and qualify for the ABP
examination process.

PEDIATRICIANS’ RESPONSIBILITIES TO OTHER HEALTH CARE
PROFESSIONALS: TEAM RESPECT AND COMMUNICATION
Pediatricians must treat each other and all other health
care professionals with integrity, honesty, and respect in
their daily interactions, because effective patient care
depends on effective team functioning.>* All health care
professionals share a primary bond in their mutual eth-
ical concern for patients. Respectful treatment includes
being truthful and responsible, following through on
commitments, honoring the expertise of other health
care professionals, being open to learn from others, and
being collaborative in patient care. Pediatricians should
raise concerns about trainees, colleagues, and individual
health care professionals directly with the relevant par-
ties instead of verbalizing issues in front of patients,
families, and/or staff. There should be no tolerance of
verbal or physical abuse on the part of either physician
or staff members, because it undermines credibility and
effectiveness with patients and other health care profes-
sionals.

Pediatricians also have obligations to provide appro-
priate supervision and referral. The AAP acknowledges
the crucial role that nonphysician health care profes-
sionals play in pediatric care and stresses the importance
of working collaboratively with nurses, social workers,
chaplains, nurse practitioners, physician assistants, and
others.>>¢ Pediatricians should respect the contributions
of other health care professionals but also acknowledge
the appropriate limitations and roles of these profession-
als. The AAP states that the relationship among pediatric
professionals is one of interdependence.>¢ Incorporation

of the input of these colleagues into the plan of care
instead of treating it as separate and unrelated ensures
effective, coordinated care.

Sexual harassment in the workplace and in educa-
tional settings creates an environment that demeans
people and has a negative effect on individual perfor-
mance and effectiveness as well as organizational pro-
ductivity and unit morale. It is incumbent on employers,
organizations, and institutions to represent all their con-
stituents, male and female, and provide education and
guidance that discourages this destructive behavior. In
particular, medical schools and training programs must
be aware of the prevalence of the problem and have
action plans available.5”

PEDIATRICIANS’ RESPONSIBILITIES TO THE PROFESSION

Peer Review

Professional self-regulation is a privilege, not a right, and
has to be earned continuously to sustain public confi-
dence in the profession.’® Work toward a system of
medical regulation that combines professional, organiza-
tional, and patients’ perspectives should be aimed at
making the medical profession accountable for its per-
formance.

The use of explicit standards (such as clinical practice
guidelines that are based on evidence evaluation), the
adoption of collective and personal responsibility for
observing standards of practice, effective local medical
regulation that is based on quality reviews, a systematic
process for ensuring continuing medical education, and
swift and effective strategies for dealing with physician
misconduct are integral to maintaining a professional
practice.

Tronically, science and technology have provided the
medical profession with powerful tools that empower
and enable physicians to extend and improve quality of
life while exposing patients to the potential for iatro-
genic harm."> Although members of the public appreci-
ate what medical technology can achieve, they also have
heightened awareness of the risk of medical errors® and
the historic reluctance of the medical profession to admit
to these errors. Professionalism demands that each
health care professional know and accept his or her own
limits. It is our responsibility to be open about risks and
variations in performance, to communicate effectively,
to act promptly to protect pediatric patients from poor
practice, and to admit to the errors that are an expected
and everyday occurrence in judgment-based clinical de-
cision-making.!>¢0

There is a general reluctance of doctors to report
colleagues whose performance falls below a minimum
standard because of a lack of absolute clinical guidelines,
the question of what constitutes an acceptable degree of
variation in practice and outcome, the influence of case
mix on outcomes, and other variables. Poor performance
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or substandard performance can have protean causes
including stress, burnout, the effects of physical or men-
tal illness, death of a loved one, chronic fatigue, com-
munication or systems-of-care failure, and others. Ex-
amples include lack of attention to detail, failure to
return telephone calls or pages in a timely fashion when
on call, or failure to follow-up with families regarding
test results when promised. Addressing these issues re-
quires active intervention tempered by concern, com-
passion, and understanding, because the primary profes-
sional obligation of patient safety is at stake.

Clear evidence of what constitutes poor or unsafe
practice is more certain and widely recognized. Exam-
ples include practicing medicine under the influence of
drugs or alcohol or with untreated mental health disor-
ders, falsifying medical information, or intellectual dis-
honesty with colleagues or patients.!® Physicians have an
ethical obligation to report such behavior in accordance
with the legal requirements in each state, and the pro-
fession should show its determination to confront poor
practice. Alcohol or drug impairment should be reported
to the hospital’s in-house impairment program, the chief
of pediatrics, or the chief of the hospital staff. Some
medical societies or state licensing boards have external
impaired-physician programs to which individuals can
be referred. Issues of incompetence and remediation
should be addressed by the appropriate clinical author-
ity. The hospital peer-review body should be notified
when appropriate, and sentinel events should be dis-
cussed thoroughly and reported to the Joint Commis-
sion. A sentinel event is defined by the Joint Commis-
sion as an unexpected occurrence that involves death or
serious physical or psychological injury or the risk
thereof. Serious injury specifically includes loss of limb
or function. The phrase “or the risk thereof” includes
any process variation for which a recurrence would
carry a significant chance of a serious adverse outcome.
Incompetence that poses an immediate threat to the
health of children should be reported directly to the state
licensing board. Physicians who are under investigation
or have been charged should be protected from destruc-
tive gossip and rumors, and communication should be
governed by the rules of confidentiality until such
charges are proven or the physician is exonerated.

We are in the midst of a professional evolution in
which the language of professional quality review and
improvement is replacing professional solidarity. Medi-
cal societies” ethics committees, hospital credentials and
utilization committees, morbidity and mortality reviews,
and other forms of peer review have long been estab-
lished by organized medicine to scrutinize physicians’
professional conduct. Pediatricians in both academic and
private practice should welcome and support these
methods of ensuring good medical practice. They bal-
ance the pediatricians’ right to exercise medical judg-
ment freely with the obligation to do so wisely, compas-

e1130 AMERICAN ACADEMY OF PEDIATRICS

sionately, objectively, and temperately.! They also
demand acceptance of the tenet that mistakes happen,
can affect any system and, thus, involve any doctor,
have to be discussed openly, and provide critical oppor-
tunities for learning and creating systematic improve-
ment. In states where peer review is considered “discov-
erable” by state law, which allows physicians who are
engaged in good-faith peer-review activities to be sued
after case review, the peer-review process is undermined
by the lack of confidentiality, and the effectiveness of
peer review is limited.

Medical Testimony

Pediatricians are often called to court to testify on behalf
of children in cases of suspected abuse and/or neglect.
Whether as expert witnesses or witnesses of fact, pedi-
atricians have ethical obligations to give honest, objec-
tive, and accurate information and should not accept a
commitment as an expert witness outside their defined
area of expertise. When medical malpractice is an issue,
an expert witness is key to ensuring a fair hearing for the
physician in question as well as for the patient and
family. The AAP has articulated recommendations for
pediatricians who provide expert witness testimony in
medical malpractice cases.®' It is unethical for expert
witnesses to base their fees for testifying contingent on
the outcome of the case.52¢> Reliable, objective, and ac-
curate expert witness testimony and a truthful analysis
of the standard of care are extremely important in pedi-
atric cases in which juries can be manipulated out of
compassion for injured children and their families.¢!

A witness of fact who, in the case of medical malprac-
tice, is the treating physician, whether as the defendant
or the previous or subsequent treating physician, has an
ethical obligation to be adequately prepared and to tes-
tify honestly and truthfully to the best of his or her
medical knowledge. A witness of fact is not to be an
advocate or a partisan in the legal proceeding.

PHARMACEUTICAL AND OTHER INDUSTRIES AND POTENTIAL
CONFLICTS OF INTEREST

Issues of professionalism and the integrity of the profes-
sion as a whole are raised when pediatricians are the
recipients of special marketing incentives such as gifts
and other perquisites from representatives of the health
care industry. Such behavior challenges the physician’s
clinical objectivity®#¢> and poses a conflict of interest
between the patient’s welfare and the physician’s finan-
cial interests. Also, issues of justice are raised as the
increased costs of marketing are passed on to children
and their families. Despite these concerns, the AMA
acknowledges the fact that gift-giving has been a cus-
tomary practice in medicine with a beneficial educa-
tional and service function to physicians and patients.
The AMA recently launched an initiative to educate
physicians and members of the health care industry



about the AMA guidelines on appropriate gifts from
industry. The AAP has endorsed the AMA guidelines
regarding gifts to physicians from industry. The AMA
guidelines do not prohibit gifts outright but offer 7 basic
guidelines for their appropriatenessse:

® Any gifts should primarily entail a benefit to patients
(eg, education to improve patient care) and should not
be of substantial value.

e Individual gifts of minimal value should be related to
the physician’s work (eg, pens, notepads).

e Meetings should be primarily dedicated, in both time
and effort, to promoting scientific and educational
activities and discourse.

e Subsidies for meetings should be accepted by the con-
ference’s sponsor, not individual participants.

e Subsidies should not be accepted directly or indirectly
to pay for the costs of travel, lodging, or other personal
expenses of physicians attending conferences, includ-
ing compensation for the physician’s time.

e Scholarship funds are permissible as long as the selec-
tion of students is made by the academic or training
institution.

e No gifts should be accepted if there are “strings
attached.”

The American College of Physicians took a slightly
different approach in its ethics manual,”® and strongly
discouraged the acceptance of all types of individual
gifts, hospitality, trips, and subsidies from the health care
industry. The American Medical Student Association
took the toughest policy stand on gifts from the health
care industry and advocated for outright prohibition.
Their recently initiated PharmFree Campaign urges
medical students to take a pledge to accept no money,
gifts, or hospitality from the pharmaceutical industry; to
seek unbiased sources of information; and to avoid con-
flicts of interest in their medical education and practice.¢’

The Compliance Program for Pharmaceutical Manu-
facturers of the Office of Inspector General provides clear
examples of the expectations regarding the manufactur-
ers’ conduct and relationships with purchasers, research
funding for educational programs, and potential conflicts
of interest.®8 It is advisable for physicians to heed this
guidance as it pertains to the professional relationship
between physicians and representatives of pharmaceu-
tical manufacturers.

SUMMARY

The provision of health care in contemporary society is
increasingly complex. Pediatricians are being asked to
care for more patients with more complicated medical
and social histories, using more technology, and often
with less time and compensation for the care of each
patient. The degree of bureaucratic oversight is growing

exponentially. In the practical sense, this leaves pedia-
tricians at risk of losing sight of what called them into the
health profession in the first place—a desire to care for
children and their families. This report outlines the key
components of professionalism in pediatric practice in
the belief that an emphasis on core professional values
will serve as a moral compass in these turbulent times
and will invigorate pediatric practitioners with the en-
thusiasm to strive to provide the quality care to which
they committed and for which they trained and sacri-
ficed when they began their medical careers.
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