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Editorial

Parental discretion
Richard D W Hain    

INTRODUCTION: PRINCIPLES
In children, respect for autonomy is 
secondary to an obligation to consider a 
child’s interests and to make them para-
mount.1 What happens to the child will 
inevitably impact on the whole family.2 
A parent’s exercise of personal autonomy 
does not, however, extend directly to 
making decisions about a child, because, 
whether or not she can express them, the 
child has some interests which are sepa-
rable from those of her parents.

Where the child herself cannot express 
those interests, they must be articulated 
by surrogate decision- makers. ‘Interests’ 
encompasses medical outcomes, such 
as chance of recovery, as well as wider 
benefits and harms in social, emotional 
and spiritual domains. While doctors are 
qualified to evaluate some interests, it is 
parents who are best placed to evaluate 
others. Furthermore, a child’s interests are 
usually best served by a collegiate relation-
ship between parents and paediatrician 
and are jeopardised by any breakdown 
in that relationship.3 For both reasons, 
if a child’s interests are to be made para-
mount, paediatricians must ensure parents 
are invited to help evaluate what those 
interests are.

In this article, I argue that the paedia-
trician’s obligations go beyond resolving 
conflict between acting in a child’s inter-
ests and respecting her parents’ autonomy. 
I suggest that paediatricians are under 
a third obligation, that of truth telling, 
which requires them to be honest with 
a child’s parents and to make clear from 
the outset that decisions about their child 
must be made in dialogue with the health-
care team. I propose four practical ways 
in which the paediatrician can meet the 
obligations of all three ethical principles.

PRINCIPLES IN TENSION
Parents and the healthcare team usually 
agree on what is best for a child, identi-
fying a course of action that simultaneously 
keeps the child’s interests paramount and 
respects parental autonomy. Sometimes, 
however, parents prefer a course of action 
that the paediatrician feels would harm 

the child, and the two principles seem to 
be in tension.

The paediatrician’s perception that 
harm will ensue is not necessarily correct 
in an objective sense. The outcome of 
medical interventions is often uncertain, 
and the range of factors relevant to a 
child’s interests, taken with the diversity 
of perspectives and judgements on each 
of them, means that what is perceived as 
harm might merely reflect differences in 
judgement by parent and paediatrician. 
Paediatricians might prefer one course 
of action, and parents another, without 
either being unreasonable considered as a 
way of serving a child’s interests.

There are, however, other occasions 
when the paediatrician is right to believe 
that the course parents prefer is unrea-
sonable: that is, the likelihood and extent 
of harm to the child that it offers is too 
great relative to its benefit. Under such 
circumstances, the paediatrician’s first 
responsibility is to the child, and there 
is the potential for conflict with parents. 
Paediatricians find such conflict extraordi-
narily uncomfortable. In the past, it was 
acceptable to avoid it by making decisions 
unilaterally. Today, we may be so hesitant 
to challenge parents that we delay doing 
so until the last possible moment or even 
defer uncritically to their preferences.4

One solution is to invite parents to make 
a decision but resolve only to act on it if 
parents make the choice preferred by the 
healthcare team. The paediatrician then 
need only challenge parents if they make 
the ‘wrong’ decision. At first sight, that 
seems a sensible and pragmatic approach. 
It includes parents in decision- making and 
carries a good chance of avoiding conflict 
without sacrificing the child’s interests.

It is, however, in direct conflict with a 
third ethical principle to which doctors 
should be committed; that of candour. 
A duty of candour articulates doctors’ 
obligation actively to disclose what is 
true. In Principles of Biomedical Ethics, 
Beauchamp and Childress point out that, 
while veracity is not necessarily a funda-
mental principle in itself (it is possible to 
envisage circumstances under which it 
might be wrong to tell the whole truth), in 
practice most patients do expect health-
care professionals to be honest.5 The 
UK’s General Medical Council explicitly 
expects doctors to be committed to truth 
telling, on the grounds that good medical 

care relies on a patient being able to trust 
her doctor.6

Leaving parents with the impression 
that they are making decisions, when in 
reality they are being manipulated, is a 
clear failure to meet the obligations of 
candour. It also reinforces the false idea 
that parents’ authority to make medical 
decisions over their child is unrestricted. 
One practical consequence can be that it is 
only as the child nears death that parents 
learn for the first time that what they 
believed were instructions to doctors were 
only preferences; that the medical team’s 
primary responsibility will not be to act in 
accordance with those preferences, but to 
act in the interests of the child. For some 
parents, that discovery, made at the most 
traumatic moment in their lives, provokes 
intense anger born of grief, frustration and 
powerlessness. For others, on the other 
hand, it comes as a great relief, especially if 
discussed early in the course of the child’s 
illness when there is time to explore it in 
a sensitive and well- paced manner. The 
Welsh Paediatric Advance Care Planning 
documentation includes the phrase: ‘You 
won’t have to take the decision on your 
own. There will be many opportunities 
to explore with the healthcare team what 
you feel is the best thing to your child, and 
for them to do the same’.

RESOLVING THE TENSION: PARENTAL 
DISCRETION
The ‘zone of parental discretion’ (ZPD) 
represents the extent to which a paedi-
atrician should act in accordance with 
parental preferences, even when she feels 
they are not for what is ideal.7 The ZPD 
affirms that there are some courses of 
action that parents might prefer but which 
doctors should not take. But where ‘harm’ 
is open to reasonable interpretation, it is 
not clear that the outcome of what parents 
prefer is properly considered harm at all, 
and the ZPD indicates that a paediatrician 
should set her own preferences aside in 
favour of those of the child’s parents.

A more contentious illustration of 
parental discretion is the idea that it might 
sometimes be reasonable for a paediatri-
cian to allow harms to a child in order 
to meet the needs of parents. While a 
‘trivial’ harm need not be weighed in an 
interests calculus because its impact on a 
child’s interests is inconsiderable, I take 
‘tolerable’ harms to be unequivocally 
against the best interests of the child and 
yet paediatricians should, under certain 
conditions, be prepared to allow them. 
Such harms are ethically permissible, not 
because they are trivial (though they must 
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be minor), but because they are justified. 
Oncologists will, for example, sometimes 
organise an uncomfortable and techni-
cally unnecessary MRI scan in a child 
with a progressive brain tumour in order 
to demonstrate further progression and 
help parents on their emotional journey. 
Extending parental discretion to include 
avoidable harms to the child should be 
rare and is justified only when the toler-
ated harm is minor, and the benefits to 
parents great enough to justify it.

PARENTAL DISCRETION IN PRACTICE
There are four practical ways in which 
paediatricians can ensure the decisions 
they make are simultaneously consistent 
with obligations of candour, keeping a 
child’s interests paramount, and respect 
for autonomy:

 ► We must be honest from the outset 
that paediatricians will not act uncriti-
cally on parental preferences.

 ► Make only keepable promises to 
parents. It is reasonable to promise 
that ‘We will always treat you with 
respect as colleagues who are expert in 
your child’, but the promise ‘We will 
always do what you ask’ is an empty 
one which paediatricians cannot and 
should not always keep.

 ► If parents’ preferences are reasonable, 
paediatricians must be prepared to set 
aside their own preferences. A willing-
ness to accommodate other reason-
able courses of action should usually 
extend to being prepared actively to 
support parents in arranging for it to 
happen. To do otherwise would be 
a form of coercion, since it is only 
because some parental preferences are 
unreasonable that a paediatrician can 
claim the moral authority to set them 
aside.

 ► There are rare occasions when the 
certainty of minor harm to a child 
might be outweighed by the chance of 
avoiding greater harm to her parents.

SUMMARY
In medical ethics concerning children, the 
guiding principle is keeping the child’s 
interests paramount. Some interests are 
best set out by parents, others by doctors. 
Parents are entitled to advise doctors on 
what some interests are, and to define 
and evaluate the importance of those 
interests. Paediatricians should usually 
accommodate parental preferences, both 
in the name of compassion for parents and 
because doing so will often be in the inter-
ests of the child.

Respect for parental autonomy does 
not, however, absolve paediatricians from 
the responsibility to make decisions in a 
child’s interests. There will be times when 
parents express a preference for a course 
which a paediatrician must not enact 
because it will probably result in unjustifi-
able harm to the child. The obligations of 
candour mean we must not pretend that 
all parental choices are permissible, nor 
should we manipulate parents to make the 
decisions we feel are correct.

It is important to grant parents some 
discretion in how the principles apply 
to individual children, particularly by 
recognising when the course of action we 
personally prefer is not the only reason-
able one. In the name of candour, paedi-
atricians should make only promises that 
can be kept, and be honest from the outset 
about the limits, as well as the extent, of 
parents’ role in decision- making.
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