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Pediatrics is Different
Herschel Lessin MD, Senior Partner, The Children’s Medical Group, PLLC

If there is one thing that I have learned 
in 36 years of general pediatric prac-
tice, as well as 31 years serving as a 

pediatric expert in malpractice cases, it 
is this: Children are NOT little adults. 

The most common mistake doctors, 
nurses, and attorneys make when dealing 
with pediatrics is to assume that all you 
have to do is to take the same approach 
you take with adults and make it smaller 
to fit children. Unfortunately, the health 
needs of children are neither smaller nor 
the same as those of adults. A completely 
different approach is needed.

A child may have similar problems 
such as sepsis, cancer, heart disease and 
trauma, but the approach to these and 
other problems is vastly different from 
the approach one would take with an 
adult. The presentation, symptoms, 
progression and outcomes are often 
very different. 

To make matters even more complicat-
ed, all of the above factors can change 
dramatically with a difference of a few 
months or years of age. The course and 
prognosis of an illness can be completely 
different in a 1 month old, a 1-year-old, 
a 5-year-old, and a 15-year-old. Can the 
same be said were patient 40, 41, 45, or 
55 years of age? Even though they are 
not often viewed as such, pediatricians 
are specialists, specialists in children. 
The reality is that family practitioners 
only have 3 months training in children, 
rather than the 3 years of pediatricians’ 
residency. PAs, NPs, and ER doctors 
have even less, unless having taken a fel-
lowship in pediatrics along the way. Not 
keeping these facts in mind can result in 
losing a strong case, or accepting a case 
than should never have been brought.

I know the terror I would feel if pre-
sented with a geriatric patient with a 
significant illness. I would not know the 

likely differential, I would not know the 
drugs used nor their dosing, and the 
patients would just appear too “big” for 
me to deal with. Not only are diseases in 
common different, but kids have some 
unique pathologies that occur only very 
rarely, if at all, in adults. Case evaluators 
must be aware of all of these factors.

What I would like to accomplish in 
this discussion is to give LNCs a brief 
overview of why this is so, use some 
illustrative case scenarios, and discuss 
how to select the proper experts in pedi-
atric legal matters. While I am focusing 
more on acute illness, the principles are 
often the same for routine check-ups. 
Evaluating growth and development is 
the prime directive of pediatrics.

“DOES THIS CHILD 
LOOK SICK?”
Believe it or not, this is the first thing a 
pediatrician assesses. After all, the child 
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• Circulatory systems are different. 
They can compensate well for large 
losses of blood volume, but can only 
do so via increased heart rate, not 
increased stroke volume 

Unlike in adults, bradycardia is usually 
due to respiratory compromise. This 
makes them prone to sudden decompen-
sation due to “getting tired” which is why 
sustained tachycardia and tachypnea for 
age cannot be ignored. 

• Immune systems of young children 
are not fully developed. Therefore a 
mild fever in a one month old is an 
emergency, where a much higher one 
in a well appearing 8 month old will 
often not be given much weight. 

The immunization status must be 
recognized. There is not good immunity 
to infections such as pertussis, H.flu, 
and pneumococcus until at least 2 doses 
of the infant series are given. Unimmu-
nized kids should be assumed to have 
some life-threatening bacterial disease 
should they present with fever.

• Laboratory results are also different 
in kids. Nearly all “normals” listed on 
commercial lab reports are ADULT 
normal, not pediatric ones. Further-
more, the normal value may vary 
greatly based on the age of the child. 
A toddler with a hemoglobin of 11+ 
is normal, not anemic. 
A child with a bilirubin indicating 
liver failure is normal if that child is 
only a few days old. 
To make it even more complicated, it 
matters exactly how old in HOURS 

cannot tell us! This does not mean “look 
normal,” it means looking sicker than 
the other sick kids seen. That judgment 
is often made within seconds. This 
gestalt has been the subject of many 
papers over the years. 

Many different scales have been weakly 
validated, but when the chart describes 
the child’s general appearance, it must 
be given weight. There is a difference 
between happy and playful, tired, irrita-
ble, lethargic, or toxic. Pediatricians will 
generally prefer irritable over lethargic. 
Children are rarely happy to be in a 
medical situation and are often irritable, 
even when well. 

One thing is sure: along with general 
appearance, the pediatrician must assess 
work of breathing and circulation to the 
skin. A subtle increase in the work of 
breathing and any evidence of diminished 
perfusion are red flags in children. Nearly 
all arrests in children are respiratory in 
nature or related to dehydration, not a 
cardiac etiology often seen in adults.

History quality and nature are also dif-
ferent. Children either cannot tell you 
anything because they are non-verbal, 
or are poor historians based on their 
developmental age. Parents may be poor 
historians as well. It is up to the pedi-
atrician taking the history to ask and 
document enough questions to make a 
proper determination. Lack of asking 
proper questions has caused many a 
missed diagnosis. 

The next problem is that most kids are 
healthy. Serious illness is rare. Clinicians 
seeing children often suffer from the 
mentality is that no one is really sick. 
While the vast majority of the illness 
may be “just a virus,” obtaining a history 
and observing physical findings that 
are not routine makes all of the differ-
ence. If, for example, increased work of 
breathing (tachypnea, mild intercostal 
retractions, or diminished perfusion) is 
noted, a diagnosis of “viral syndrome” 
cannot be made.

SIZE, AGE, 
DEVELOPMENTAL STAGE
All pediatric dosing is weight-based; 
this is a challenge and errors are easily 
made. An ED must have the proper size 
pediatric equipment for all ages. 

Normal vital signs are highly variable 
with age. While no child should be 
breathing faster than 60 times a minute, 
unlike an adult, a one-year-old breath-
ing 12 times a minute would worry me 
a great deal. An adult with a heart rate 
of 120 could often be of concern; not so 
much in a young child. An adult with 
a BP of 80/40 would be alarming, but 
not a small child. An adult with the 
temperature of 104degF would be a 
much bigger concern that a child with 
the same temperature; pediatricians are 
nowhere near as “fever phobic” as other 
health care professionals. I have seen 
many cases flagged as deviations for 
vital signs that are either normal or of 
much less concern for age.

PHYSIOLOGICAL SYSTEMS 
IN CHILDREN
• Surface area is larger, so they are 

more easily prone to dehydration

• Relative blood volume is larger, but 
their absolute volume is smaller and 
a loss of 100 ml of blood in a 5 kg 
infant is 20% of their total

• Airways are small and less rigid, 
making them more prone to collapse 
and obstruction with even small 
changes in airway diameter from 
respiratory infection

Many normal adult laboratory findings and 
physical measures can be of great concern 
in a child, and vice versa. Always consider 
these variations when assessing deviation 
from SOC.



|  8  |      THE JOURNAL OF LEGAL NURSE CONSULTING

FEATURE

admitted to the hospital and treated 
with IV antibiotics until all cultures are 
negative. Conversely, the presence of a 
high fever in a well appearing child is 
not evidence of serious disease when the 
entire picture is considered.

Hip dysplasia  Signs and symptoms 
differ by age. The typical findings of 
unstable hips (the Ortolani and Barlow 
maneuvers) are no longer useful in all 
infants; range of motion restriction 
of abduction at the hip becomes the 
primary symptom after four months of 
age. Also, the definition of dysplasia has 
changed from congenital to developmen-
tal, reflecting the concept that hips can 
dislocate at any time, and making neg-
ligence much harder to prove. There is 
also controversy about when treatment, 
especially in later diagnoses, can make a 
difference in outcome.

Rapid deterioration  I have reviewed 
several cases where a child died just 
a few hours after being seen with a 
“viral” diagnosis. The problem here is 
this can happen without any warning 
in a child who appears well just a few 
hours earlier. This is often a maloccur-
rence, not malpractice. Treatment for 
influenza or RSV (respiratory syncytial 
virus) discovered at autopsy would be 
very unlikely to have made a difference. 
The same can be said even in invasive 
bacterial disease with rapid progression. 
Sometimes, bad things happen and 
there was no way to tell based on the 
appearance of the child or history and 
physical findings.

Child abuse  Presentation varies tre-
mendously by age. I have had multiple 
cases against pediatricians for failure to 
report suspected abuse. Age is critical, 
as any trauma in a non-ambulatory 
child is suspicious by nature and should 
not be ignored. Also, a history inconsis-
tent with the nature of the injury must 
be reported. Clinicians are mandated 
reporters in all states and cannot incur 
liability by making a report of suspicion. 
(Ed. note: See Fregia, page 12)

age, size, and level of development. In 
evaluating a case, the factors mentioned 
above and others must be considered 
when assessing deviation from the stan-
dard of care.

MEDICATIONS
A great many pharmaceuticals have 
neither been tested nor approved in 
children, yet are used as the standard 
of care, so pharmacological treatment is 
fraught with problems. If pediatricians 
were restricted to using drugs “on label,” 
we would have very few drugs to use. 
Therefore just having a non-approved 
use is in no way proof of negligence. An 
age-related black box warning, such as 
the one on antidepressants increasing 
the risk of suicide in children, is only 
significant if it is not addressed and dis-
cussed with the parent and a plan made. 
These meds are commonly used in chil-
dren of all ages despite the black box.

A FEW SELECTED 
SCENARIOS
Fever  I have seen several cases where 
fever in a child less than 4 weeks old was 
treated as exactly the same as that in an 
older child. A child of this age should be 
assumed to have serious bacterial illness 
until proven otherwise and should be 

the infant is in assessing the level of 
concern as well as the form (direct 
or indirect bilirubin). Pediatricians 
do not diagnose UTI’s solely on the 
urinalysis, as it is very unreliable in 
kids. Mild abnormalities of cells do 
not impress us. We insist on a culture 
of anything before starting antibiot-
ics. A “normal” creatinine in an adult 
might be highly elevated based on age 
in an infant.

The need for frequent follow up is 
different than in adults. Since kids can 
change so quickly and since the second-
ary observations of parents are the only 
source of history, kids usually need to be 
followed much more closely, depending 
on the level of documented symptoms 
and signs.

Many kids are developmentally chal-
lenged for a variety of reasons and the 
approach to them must recognize this 
fact. Their baseline clinical appearance 
may not be normal nor their ability to 
cooperate. The clinician must consid-
er specific associations with various 
syndromes, such as the high incidence 
of hypothyroidism and congenital heart 
disease with Down syndrome.

The list goes on and on with each and 
every bodily system influenced by 
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STANDARD OF CARE
As an Ivy League-trained, actively prac-
ticing community pediatrician I must 
comment on the exclusive use of academ-
ic pediatricians as witnesses in general 
pediatric cases, especially concerning 
standard of care opinions. A community 
pediatrician has a far better perspective 
on the standard of care than does an 
academic with very limited time spent 
in general pediatrics in very different 
circumstances. Academic primary care 
clinics bear little resemblance to the real 
world practice of pediatrics. The volume 
is less, the time available to spend is 
greater, and resources are directly at 
hand and assumed available where they 
are often not available in the community.

Specialty physicians in or out of 
academia are often needed to establish 
causation; relying solely on primary care 
experts for causation can often be inad-
equate and dangerous. Such specialists 

to access past medical history, and diffi-
culty assuring follow up, they often have 
a difficult time with general pediatric 
problems. Family nurse practitioners 
and general physician assistants without 
specific residency or experience in pedi-
atrics also have very limited training. 
Even if a pediatrician will not be called 
to testify due to same specialty rules in 
various venues, one can be invaluable in 
pointing out areas for which those same 
specialty experts can focus.

Depending on the rules regarding 
supervision in different venues, pedi-
atricians can and should comment on 
the care provided by mid-level provid-
ers whose care can often exceed their 
expertise and ability to know what they 
don’t know. To be fair, however, many 
physicians who may not be up to date 
suffer from the same malady. It is not 
appropriate for mid-levels to comment 
on the standard of care of pediatricians.

Not considering the growth curve  Well-
child care providers are often tasked 
with looking for developing problems. 
Falling off the typical age-related growth 
curves may indicate many chronic 
diagnoses that are difficult to pick up 
unless deviations are taken seriously. 
Patterns or discrepancies can also vary 
by age, diet and methods of feeding, and 
psychosocial factors. 

Scoliosis  Treatment and consideration 
is quite age-dependent. In a teenager, 
mild degrees are common and need to 
be followed most closely during periods 
of rapid growth, which also vary by age. 
Juvenile scoliosis, on the other hand, has 
a much higher risk of progression and 
poor outcome. The clinician must know 
the difference.

Statute of limitations  The statute for 
children is much longer than the few 
years allowed an adult. In children it 
is usually 2 years after majority, often 
20-23 years.

These are only a few scenarios. There-
fore it is critical for the case evaluator 
to double-check and correlate the signs, 
symptoms, presentation, prognosis, and 
outcome with the child’s age, develop-
ment, and history.

PEDIATRIC EXPERTS
It is very important to get pediatric 
input in nearly all cases involving 
children. Family practitioners, adult 
emergency medicine physicians, and 
EMTs often have extremely limited 
pediatric training and experience. In 
areas where pediatricians are common, 
family practice doctors may not see the 
volume of pediatric patients needed to 
realize that kids sometimes are indeed 
seriously ill. ED physicians may be quite 
competent for medical emergencies, but 
given the default in many areas of the 
country to use the ED for primary care, 
they are often ill equipped to handle the 
day-to-day primary care seen by a pedi-
atrician. Lacking the relationship, ability 

A child can die without warning despite 
appearing well just a few hours earlier. This 
is often a maloccurrence, not malpractice. 
Sometimes bad things happen.
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standable jargon-free language, rather 
than the pediatric trainees they are used 
to addressing.

SUMMARY
The take-home message is that children 
are often very different than adults. 
They have different illnesses that 
present and progress differently based 
on size, age, and developmental status. 
The basis of evaluation of presentation, 
including the history, also varies by size, 
age, and development. Their vital signs 
are different. The prognostic impact of 
various diseases varies by age. Kids who 
are injured by medical negligence have 
a very long time to develop problems 
and require support, thus accounting 
for the much higher recoveries in kids, 
ever though the frequency of claims is 
far less frequent than in adult medicine. 
The emotional impact of a sick child 
to a jury generally far exceeds that of a 
sick adult.

It is a mistake not to consider all of 
these factors when reviewing cases 
involving children as the validity of the 
claim and defensibility of the case often 
depends upon them.

Dr. Herschel Lessin has 
been a full-time practicing 
pediatrician since 1982 and 
has served as an expert 
witness in pediatric malprac-
tice litigation since 1987, 

working for both plaintiff and defense. He 
a founding member and Vice President of 
one of the larger single specialty pediat-
ric practices in the United States, The 
Children’s Medical Group, PLLC, with 
9 offices and 24 practitioners in NY’s 
Hudson Valley. His practice includes 
children from birth through college. 
Dr. Lessin is active on a national policy 
level, having been co-lead author on 
several American Academy of Pediatrics 
policy statements and technical reports, 
as well as being a member of the 
authoring committee on several others. He 
can be contacted at KidMD3@yahoo.com.

will not defer to opinions regarding 
primary care. Their opinions have little 
relationship to the standards outside of 
academia. Furthermore, primary care 
pediatricians must have an excellent 
bedside manner and ability to educate 
in order to survive in the current health-
care environment. Academicians are far 
more insulated and often less adept at 
talking to parents, and jurors, in under-

opining on community standard of care, 
however, can easily be impeached. I have 
often commented on how their opinions 
concerning the 1% complex specialized 
cases that are referred to them have little 
to do with the 99% of cases that the 
general pediatrician sees in practice that 
the academician never encounters. 

I have no problem deferring to specialty 
opinions about specialty expertise, but 
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