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PERSPECTIVES IN HOSPITAL MEDICINE
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W ith the escalating need for academic health 
centers to control costs, high-value care ini-
tiatives targeted at residents have exploded. 
Recent estimates suggest that more than two-

thirds of internal medicine residency programs have high-val-
ue care curricula.1 This growth has been catalyzed, in part, 
by compelling evidence suggesting that where the residents 
undergo training is strongly associated with their future utili-
zation.2 Although we encourage, support, and participate in 
high-value care education, as hospitalists, there are potential 
consequences of the high-value care movement in medical 
training.

Minimizers – physicians who underestimate the signs and 
symptoms of a patient, hastily concluding that they have the 
most benign condition possible – have always existed within 
residency training. The ethos of “doing nothing” has been 
around since at least the days of the widely read medical satire 
House of God.3 However, the increasing focus on high-value 
care creates a socially acceptable banner for minimizers to 
hide behind when defending inappropriately doing less. For 
an inpatient with unexplained localized abdominal pain not re-
sponding to conservative therapy, a minimizing resident may 
report to the attending, “They’re fine. I am trying to practice 
high-value care and avoid getting a CT scan.”

In their 2011 book, Your Medical Mind, Groopman and Hartz-
band described how people naturally fall on a scale between 
medical maximizing and minimizing and how this influences 
their approach toward healthcare.4 Researchers have expand-
ed this construct to create a “Maximizer-Minimizer Scale,” 
which has been used for studying patients and how these 
traits affect the degree of medical care they receive.5 Similar 
approaches could be used for identifying physicians and train-
ees at risk of too much minimizer behavior. Although the vast 
majority of trainees are not minimizers, and overuse continues 
to be the bigger problem in the majority of academic settings, 
it is important to understand how the high-value care move-
ment could facilitate minimalist behavior in some residents. 
Although this article focuses on the educational system, the 
potential for minimization exists at all levels of clinical prac-

tice, including faculty and practicing physicians. Tackling this 
problem requires understanding the factors that promote the 
creation of minimizers, how patients and trainees are affected, 
and the solutions for preventing the spread of minimizers.

FACTORS THAT PROMOTE THE CREATION  
OF MINIMIZERS
Several factors may predispose a resident physician to become 
a minimizer. For example, resident burnout and overwhelming 
caseloads can contribute to the desire to decrease work by 
any means necessary. There are several ways a minimizer can 
accomplish this goal on inpatient rounds. First, a minimizer 
may present an important or acute problem as an “outpatient 
issue” that does not require inpatient workup. Second, min-
imizers may avoid requesting necessary consults, particularly 
those associated with intensive workups such as neurology, 
infectious disease, and rheumatology. Minimizers would claim 
that this is because of a concern of an unnecessary “costly 
workup,” when in reality they fear discovery of new problems, 
more tests to follow-up, and a potentially prolonged length 
of stay. Ironically, an institutional focus on hospital throughput 
can reinforce minimizers since the attending physicians or the 
hospital administrators may applaud them for avoiding “extra 
nights” in the hospital.

In addition to high workloads, inadequate clinical expertise 
favors the creation of minimizers. Although resident physicians 
may be aware that the probability of a rare disease is low, they 
may not recognize when ruling it out is appropriate. Thus, they 
could dismiss subtle cues or patterns that point to the need 
for further workup. Although attending physicians serve as a 
safety net, it could take time for them to recognize a resident 
minimizer who may be presenting biased information that 
influences their clinical decisions. Moreover, attending physi-
cians may avoid further probing so that they are not perceived 
as promoting overuse and waste.

DANGERS OF MINIMIZERS
There are several dangers posed by minimizers, but the most 
concerning is the impact on patients. Missed diagnoses are 
a common source of patient maltreatment and contribute to 
avoidable deaths.6 Patients treated by minimizers may contin-
ue to experience their acute problem or have to be readmit-
ted because of inadequate treatment. These patients may also 
lose faith or their trust in the medical system because of inat-
tention to their problems. In fact, minimizing behaviors could 
have the greatest negative impact on the most vulnerable pa-
tients, who often cannot advocate for themselves or who may 
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face conscious and unconscious biases, such as assumptions 
that they are “pain medication-seeking.”

In addition to harming patients, minimizers can jeopardize 
learning opportunities. A minimizer resident squanders the 
chance to recognize and contribute toward caring for a patient 
with a rare disease, diminishing their overall clinical develop-
ment. Other trainees lose the opportunity to learn due to con-
sultations or procedures never obtained. Lastly, as inappropri-
ate attitudes and practices of minimizers spread through the 
hidden curriculum, particularly to medical students beginning 
their training, the overall clinical learning environment suffers.

SOLUTIONS FOR PREVENTING THE CREATION 
OF MINIMIZERS
There are specific techniques that academic hospitalists and 
teaching attending physicians can use to help curb the creation 
of minimizers and promote a clinical learning environment that 
counters these behaviors. First, instead of focusing on financial 
costs, it is important for educators to teach the true concept 
of healthcare value and the primary importance of improving 
patient outcomes. Embedding appropriateness criteria, such 
as those from the American College of Radiology, into daily 
workflows can enable residents to consider not just the cost of 
imaging but rather the appropriateness given a specific indica-
tion.7 Training programs can provide residents with a closed-
loop feedback on patient outcomes so that they can recognize 
whether a diagnosis was missed or a necessary test was not 
ordered. Additionally, it is critical for residents to understand 
that improving healthcare value requires taking a big picture 
view of costs, particularly from the perspective of patients.8 A 
patient readmitted after receiving a minimalist workup is more 
costly to both the patient and the healthcare system.

Second, it is important for the hospitalist faculty to empha-
size when a patient has failed a conservative approach and a 
more specialized, and sometimes intensive, workup or man-
agement strategy is appropriate. The classic example is a pa-
tient transferred from a community hospital to a tertiary center 
for further evaluation. Such patients are outside the scope of 
well-established guidelines. It is precisely these patients that 
Choosing Wisely™ or “Less is More” recommendations often 
do not apply. In contrast, transfer patients often do not end 
up receiving the specialty procedures that they were originally 
referred for9; it is important that all remain vigilant and com-
mitted to high-value care to avoid overuse in these situations.

Exposing residents to cognitive biases is equally important. 
For example, anchoring can lead to early closure, an easy path 
for a minimizer to follow. Given the recent focus on the harms 
related to diagnostic errors, more training in these biases can 
help promote better patient outcomes.10

Lastly, it is critical that hospitalists emphasize the importance 
of prioritizing a patient’s overall health to learners. Although it 
is tempting for trainees to focus only on acute episodes of a 
hospital stay, a holistic approach to patients and their quality 
of life can avoid the minimizer trap. The recent proposal to use 
home-to-home days in lieu of the routine length of hospital 
stay is a wonderful example of “measuring what matters to 
patients” and removing incentives for inappropriately shifting 
care to other clinicians or venues.11 Likewise, alternative pay-
ment models for emphasizing patient outcomes over time can 
create systems that reinforce holistic views of patient health.

CONCLUSION
The increasing focus on delivering high-value care has created 
a socially acceptable excuse for minimizers, who could thrive 
relatively unchecked in the clinical learning environment. To 
counter this unintended consequence, hospitalists must learn 
to identify minimizing behavior and actively guard against 
these tendencies by highlighting the value of appropriate care, 
not just doing less, and always striving to provide the best care 
for patients.
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