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ABSTRACT

Two core questions in pediatric ethics concern when and
how physicians are ethically permitted to intervene in paren-
tal treatment decisions (intervention principles), and the goals
or values that should direct physicians’and parents’ decisions
about the care of children (guidance principles). Lainie Fried-
man Ross argues in this issue of The Journal of Clinical Eth-
ics' that constrained parental autonomy (CPA) simultaneously
answers both questions: physicians should intervene when
parental treatment preferences fail to protect a child’s basic
needs or primary goods, and both physicians and parents
should be guided by a commitment to protect a child’s basic
needs and primary goods. In contrast, we argue that no prin-
ciple—neither Ross’s CPA, nor the best interest standard or
the harm threshold—can serve as both an intervention prin-
ciple and a guidance principle. First, there are as many cor-
rect intervention principles as there are different kinds of in-
terventions, since different kinds of interventions can be jus-
tified under different conditions. Second, physicians and par-
ents have different guidance principles, because the deci-
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sions physicians and parents make for a child should be in-
formed by different values and balanced by different (poten-
tially) conflicting commitments.

INTRODUCTION

In “Better than Best (Interest Standard) in
Pediatric Decision Making,” Lainie Friedman
Ross argues that the best interest standard (BIS)
should be neither the goal parents and physi-
cians pursue in treating a child (guidance prin-
ciple) nor the threshold for physicians to inter-
fere with parents’ treatment decisions (interven-
tion principle).? Instead, Ross argues that con-
strained parental autonomy (CPA) can serve as
a principle for both guidance and intervention.
The fundamentals of Ross’s position should be
familiar, since this current article builds on her
previous work by engaging with more recent
debates about guidance and intervention prin-
ciples in pediatrics.?

Ross argues that the BIS is over-inclusive
(physicians would intervene too often), since it
grants parents “minimal leeway or discretion if
a third party disagrees with the way they calcu-
late their child’s best interest.”* She also argues
that the harm threshold (HT) is under-inclusive
(physicians would not intervene enough), be-
cause the harm threshold “does not capture the
breadth of cases in which intervention, at some
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level, is appropriate.” In this way, Ross opens
up space between the interest-based interven-
tion principles embraced by authors such as
Kopelman, Pope, and, more recently, Bester;*
and the harms-focused intervention principles,
like the one embraced by Diekema and recently
endorsed in guidance from the American Acad-
emy of Pediatrics (AAP) about the limits of pa-
rental permission.’

We largely agree with Ross’s comments
about the inadequacies of the interest-based and
harm-based intervention principles others have
supported. But we part ways with her about how
best to move forward. On Ross’s view, the solu-
tion to inadequacies about other people’s inter-
vention principles is to identify a better inter-
vention principle that can also serve as a guid-
ance principle.® We do not think this effort can
succeed.

DIVERSE INTERVENTIONS

Debates in pediatric ethics about ethically
justified interventions in parental decision mak-
ing often focus on the search for correct prin-
ciples for such interventions. These “interven-
tion principles” identify justified interventions
in terms of thresholds for the amount of good
they produce (or harm they avoid). For example,
the harm threshold sanctions interventions that
“prevent significant risk of serious preventable
harm,”® while the best interest standard sanc-
tions interventions that prioritize what is best
for the child.™

Each of these approaches gets something
right about the ethics of intervening in parental
decision making: Whether interventions are jus-
tified depends, in part, on the harms those in-
terventions prevent or the benefits they yield.
But the good consequences of interventions for
patients is just one kind of consideration that
matters. We must also consider the morally rel-
evant costs of those interventions, for example,
to parental freedom, trust, compliance, and to
the therapeutic relationship. Importantly, as we
will argue below, different kinds of interventions
can have widely diverse morally relevant costs.

It follows, from the fact that different kinds
of interventions have different morally relevant
costs, that we cannot answer questions about
ethically justified interventions with a compre-
hensive intervention principle that has a single
outcome threshold for intervention. Instead, we
need a set of principles, arranged schematically,

that identify different thresholds for the use of
interventions that have different kinds of mor-
ally relevant costs. We cannot identify or ad-
equately defend a full set of those principles in
this commentary. Rather, we hope to outline
enough of our view to motivate skepticism about
the existence of a single comprehensive inter-
vention principle, such as Ross’s CPA.

First, it is necessary to define “intervention.”
Physicians intervene in parental decision mak-
ing when they insert themselves somewhere in
the chains of reasoning and action that connect
parents’ prereflective preferences regarding de-
cisions about their child’s treatment with the
outcomes of those decisions. If we want our
child to play football, skip vaccines, or forgo life-
saving surgery, then someone must intervene if
he or she wants to change our preferences or
prevent them from being actualized.

In bioethics, attention has often focused on
coercive interventions; these are usually the
most controversial and sensational. In pediat-
rics, forcible treatment can take place when a
physician triggers state coercion (for example,
guardianship, child protective services) aimed
at ensuring treatment that parents refuse. But
there are many ways to intervene other than
through force. For example, Blumenthal-Barby
argues that there are morally important differ-
ences between forcible treatments, omissions (of
choices or information), reason-countering in-
fluences (including uses of social norms and
affect), reason-bypassing influences (including
framing and default nudges), and reason and
argument.!* The traditional view has been to
group all nonrational noncoercive influences—
everything between forcible treatments and rea-
son and argument—under the banner of
manipulation.'? But these kinds of influences
can be very different from each other, from a
moral point of view in particular, with respect
to their effect on autonomy. And these differ-
ences matter for questions about when different
kinds of interventions can be justified.

Physicians who invoke social norms to over-
come parents’ hesitancy to agree to treatment
intervene with a reason-countering nudge. The
same is true of physicians who attempt to in-
voke guilt, shame, or other emotional states to
get otherwise recalcitrant parents to accede to
physicians’ recommendations. In these cases,
physicians are intervening to influence parents’
decisions in ways that parents likely are aware
of, and against preferences parents have previ-
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ously identified. These kinds of reason-counter-
ing nudges are less of an attack on parental free-
dom than forcible treatment (or omitting choice
and information), but nonetheless may under-
mine autonomy to a significant degree.

In contrast, consider physicians who inten-
tionally present statistical data in terms of posi-
tive outcomes, rather than adverse ones, in or-
der to knowingly push otherwise skeptical par-
ents toward a treatment that the physicians be-
lieve is in the best interest of the child. This use
of a framing nudge likely bypasses parents’ rea-
soning in ways that undermine their ability to
make autonomous choices.’ But this kind of in-
tervention likely does less to undermine paren-
tal freedom than does a reason-countering
nudge.

Finally, we think that physicians also per-
form an intervention when they provide infor-
mation and engage in reasoning with parents
about how to treat their child. Such efforts surely
have the potential to affect the chains of reason-
ing and action that connect parents’ prereflec-
tive preferences regarding decisions about their
child’s treatment with the outcomes of those de-
cisions. While such efforts do not undermine
parental liberty and can even support parents’
autonomy, they nonetheless intervene in paren-
tal decision making.

Someone might object to our pluralistic ac-
count of interventions (and their moral costs)
by asserting that only forcible acts qualify as in-
terventions. This kind of belief may be a back-
ground assumption for some proponents of the
HT, according to which physicians should in-
tervene in parental decision making only to pre-
vent a child from experiencing “significant risk
of serious preventable harm.” But this is clearly
an ad hoc conception of what counts as an in-
tervention, and not even Diekema seems com-
mitted to it.’* Some interventions can block, re-
direct, delay, or mitigate parental preferences or
their bad consequences for a child’s health with-
out being coercive or forcible. Importantly, Ross
acknowledges—following Buchanan and
Brock—that interventions in parental decision
making can take forms other than forcible treat-
ment sanctioned by judicial authorities.® We
think she is correct to embrace a broader con-
ception of interventions, but, as we discuss be-
low, this actually pushes away from the possi-
bility of not only a single principle for both guid-
ance and intervention, but for a single principle
for intervention itself.

Another objection may claim that an act is
an intervention only if it confronts parents’ ex-
plicit refusal. This would rule out anticipatory
or preventive efforts to change parents’ prefer-
ences, on the grounds that an intervention must
respond to conflict, rather than prevent it. How-
ever, this also seems like an ad hoc constraint
on what counts as an intervention. Consider that
the AAP has recently recommended that physi-
cians consider using “presumptive communi-
cation” (rather than open-ended conversations)
to forestall vaccine hesitancy.’ This kind of de-
fault nudge (a reason-bypassing intervention)
prevents conflict; it does not overcome it.'” But
it is surely an intervention, and the AAP explic-
itly identifies it as such.

MORALLY RELEVANT COSTS AND
BENEFITS OF DIFFERENT INTERVENTIONS

Different interventions—in different con-
texts—can implicate parental freedom to differ-
ent magnitudes (by undermining autonomy, lib-
erty, or both), as we note above. Furthermore,
different kinds of interventions can also have
differing impacts on other values such as trust,
respect, compliance, et cetera. For example, Cco-
ercive interventions likely sever trust between
physicians and parents, while merely provid-
ing information is much less likely to do s0.'* A
reason-bypassing nudge—like the provaccina-
tion “presumptive communication” identified
by Opel and colleagues—seems to fall some-
where in between on this score.?® Arguably, the
most important value for justifying pediatric in-
tervention in parental decision making is the
impact that interventions have on protecting or
promoting a child’s medical interests. In some
contexts, an intervention may prevent parents
from placing a child at a “significant risk of se-
rious harm.” In other contexts, an intervention
may protect some of a child’s basic needs or pri-
mary goods, but without rising to the level of
preventing “significant risk of serious prevent-
able harm.” And in still other contexts, an in-
tervention may promote a child’s interests, even
when the child’s basic needs or primary goods
are not at stake.

When we give appropriate attention to how
different kinds of interventions can implicate
different kinds of values to different degrees, we
may sketch the following rough schema for jus-
tifying interventions with parents’ decision mak-
ing in pediatrics (see table 1). Each line of this
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schema identifies a minimum magnitude of
positive consequences a child patient would
have to experience from a kind of intervention
for the costs associated with that kind of inter-
vention to be outweighed by its benefits. This
schema can also be read hierarchically, such that
one ethically may use a less “costly” interven-
tion in contexts in which more “costly” inter-
ventions would be justified. For example, au-
tonomy-preserving interventions are justified to
promote patients’ medical best interests (3C), but
also to prevent significant risk of serious harm
(3A), or to protect a child’s basic needs or pri-
mary goods (3B). In contrast, state-mediated
coercion is not justified to promote a child’s best
interests (1C).

We cannot elaborate a full justification for
our schema in this short commentary, but we
hope to have illustrated our main idea: Differ-
ent kinds of interventions in parental decision
making can be justified in response to different
kinds of threats to a child’s interests. This is not
an entirely new idea. For example, Brock and
Buchanan suggest that no one intervention prin-
ciple is sufficient for pediatric ethics, because
parental choices can be suboptimal in different
ways. So, for example, when parents are abu-
sive, incompetent, or have a conflict of interest,
they can be disqualified from decision making.
In contrast, when a child is especially vulner-
able, a decision is especially momentous, or
there is a high likelihood of a conflict of inter-
est, parents can be subject to special scrutiny.*

Our arguments in this commentary have am-
plified this pluralistic orientation towards pe-
diatric intervention principles, by focusing on
differences in the morally relevant costs of dif-
ferent kinds of interventions. We conclude, con-
tra Ross, that it is not possible to justify all jus-
tifiable pediatric interventions in terms of a
single threshold of good outcomes for a child.
This insight has significant upshot for debates

about intervention principles in pediatric eth-
ics, and for debates about the relationship be-
tween intervention and guidance principles.

First, the existing literature may reflect less
disagreement about the conditions in which in-
terventions are justified than is generally sup-
posed. For example, suppose that Diekema is
right that physicians may trigger state coercion
to prevent parents from allowing their child to
suffer “significant risk of serious harm” (1A in
table 1). This does not contradict Ross’s claim
that physicians may use nonforcible means to
restrict parental autonomy in ways that protect
a child’s basic needs or primary goods (2B). And
neither of those claims is contradicted by the
idea that it can be ethically permissible to use
minimally intrusive interventions to promote a
child’s best interests (3C), even when the child’s
basic needs or primary goods are not at stake.
Ultimately, much of the supposed disagreement
about intervention principles disappears if one
focuses on the conditions in which particular
kinds of interventions can be justified.

Relatedly, it follows from our arguments that
there cannot be a single comprehensive inter-
vention principle. Diekema, Ross, Bester, Kop-
elman, and Pope each may correctly identify a
context in which some kinds of interventions
are justified. But none of them has identified
the contexts in which all kinds of justifiable in-
terventions are justified.

GUIDANCE PRINCIPLES AND
DIFFERENTLY POSITIONED AGENTS

We have so far argued that there cannot be a
single comprehensive intervention principle.
But what about guidance principles?

If there is not a single comprehensive inter-
vention principle, then it follows (as a trivially
true point of logic) that there is no single com-
prehensive intervention principle that is iden-

TABLE 1. A Schema for intervention principles in parental decisions about pediatric treatment

Kind of intervention

Context of justification

1. State-mediated forcible treatment

2. Manipulation (omitting information/choices;
reason-countering nudges)

3. Autonomy preserving or promoting
(reason-bypassing nudges; reason and argument)

A. Prevent significant risk of serious harm
B. Protect basic needs or primary goods

C. Promote best interests
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tical to the correct guidance principle. More sub-
stantively, the same attention to context-specific
moral facts that motivates Ross’s critical re-
sponse to harm-based and interest-based inter-
vention principles can also be targeted at at-
tempts to identify a single comprehensive guid-
ance principle for pediatrics.

Parents and physicians are responsible for
different sets of people, and even for the same
person (the child patient) in very different ways.
For example, parents are responsible for all of
their children, not just the patient under the
pediatrician’s care; physicians are responsible
for all of their patients, not just the parent’s child.
Also, parents are responsible for raising their
child in accordance with their best judgment
about how the child may function well in the
world, in light of the family’s values. In contrast,
physicians are responsible for protecting and
promoting the child’s medical best interests.

We have argued elsewhere that there are
good reasons for physicians to sometimes defer
to parental preferences, even when those seem
suboptimal from the point of view of the child’s
medical best interest.?? It does not follow from
the fact that physicians should sometimes not
interfere with parents’ preferences—for ex-
ample, to allow families to pursue their religious
or cultural values—that physicians should in-
ternalize those values into their practice guide-
lines. This would blur important lines in the di-
vision of responsibilities between physicians
and patients/families. Ultimately, the divergent
sets of people to which they have ethical obli-
gations, and the fundamentally different posi-
tions they have vis-a-vis a particular child pa-
tient, suggest that the stakeholders involved in
the care of children—primarily parents and phy-
sicians, but perhaps others as well—cannot be
identified by the same principle. This is analo-
gous to the animating idea behind our criticism
of intervention principles: Just as the existence
of diverse kinds of interventions (with different
morally relevant costs) rules out a single com-
prehensive intervention principle, the diverse
moral commitments of engaged stakeholders in
pediatrics rules out a single comprehensive
guidance principle.
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