
The Great Debates

This CQ department is dedicated to bringing noted bioethicsts
together in order to debate some of the most perplexing contempo-
rary bioethics issues. You are encouraged to contact ‘‘The Great
Debates’’ department editor, D. Micah Hester (hesterdm@uams.ed),
UAMS/Humanities, 4301 W. Markham St. #646, Little Rock, AR
72205, with any suggestions for debate topics and interlocutors you
would like to see published herein.

Adolescent Decisionmaking, Part I: Introduction

D. MICAH HESTER

No one is under the illusion that very young children should have medical
decisionmaking authority. Hallmarks of childhood are immaturity of emotions,
intelligence, and experience. These characteristics bode ill for sound determi-
nations about medical procedures. However, another hallmark of childhood, for
most children at least, is continued development of these characteristics, expand-
ing their abilities and capacities. In the 1970s explicit recognition of these
expanding capacities for medical decisionmaking occurred when the National
Commission supported the idea that, as children grow, they should be allowed to
participate in their care to the degree that they are capable.1 Specifically, the
Commission offered up the concept of ‘‘assent’’ (recognizing that ‘‘consent’’
remained in the authority of parents or other adult guardians) as a way of
capturing the expressed interests of children concerning their participation in
medical research. Over the intervening decades, many others, including the
American Academy of Pediatrics, have applied the concept of ‘‘assent’’ to clinical
decisionmaking as well.2

But this recognition simply begs a question: When should full decisional
authority be granted to individuals as they age? For political and policy reasons,
states determine an ‘‘age of majority,’’ after which point an individual is granted
certain rights and privileges, including medical decisionmaking authority. The
particular age determined within a state has varied over the history of our
nation—younger (even down to 15 or 16) in the 19th century, older (around 21) in
the mid-20th century, and currently 18 in most every state in the United States.
But this history alone demonstrates the fluidity, if not arbitrariness, of setting
a particular age of majority, and surely any one of us can think of persons older
than 18 who we believe are too immature for many kinds of important
decisionmaking, whereas we can probably recall others who, even in their early
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teens, could handle difficult, sophisticated reflection. It is this time of so-called
adolescence3 that, then, asks that we think seriously about what principled
reasons we should rely on in order to determine whether or not any particular
teenager should be able to make medical decisions for and by him/herself. In
fact, although states do determine an age of majority, many states also allow
recognition of ‘‘mature minors’’ when it comes to medical decisionmaking.
Though most state courts have been reluctant to allow mature minor provisions
to be enacted when an adolescent refuses life-sustaining treatments, the judicial
and legislative trends have begun to shift.

The following debate among three prominent scholars focuses specifically on
ethical arguments for and against allowing adolescents decisional authority in
their own medical care. In particular, Lainie Friedman Ross, argues that the shift
by courts and state assemblies to support what she calls ‘‘minor refusals’’ by
adolescents is a mistake. Specifically, Ross is concerned with decisions to forgo
life-sustaining treatments that have proven efficacy. In fact, she argues that
neither minor refusal nor parental refusal of such treatments is ethically justifiable
given that parents are required to protect their children’s ‘‘basic needs.’’

In response, both Jeffrey Blustein and Ellen Wright Clayton contend that Ross’s
position fails to recognize adequately that there are demonstrably mature
adolescents who should be allowed to determine their own life courses. Blustein,
among other issues, is further concerned with Ross’s division between ‘‘effica-
cious’’ and ‘‘inefficacious’’ treatment and is troubled by how this is to be
determined and whether the division is truly capable of playing the role Ross
intends in her argument. Clayton, while in substantive agreement with Blustein,
also wonders whether religious objections are wrongly disparaged by ethicists,
and she emphasizes the need to separate the responsibilities of physicians qua
physicians from those of state agencies and their authority. Further, the exchange
between Ross and Blustein does not end here but will continue for another
iteration in the next issue of Cambridge Quarterly.

Of course, this introduction does not do justice to the positions expressed,
and so I invite you to read the exchange itself in depth. Like all the ‘‘Great
Debates,’’ the following, then, was developed with substantive give-and-take
before finalizing the positions and responses for publication. It is our hope, as
always, that this debate not only proves interesting, but stimulating and
fruitful.

Notes

1. National Commission for the Protection of Human Subjects of Biomedical and Behavioral
Research. Research Involving Children: Report and Recommendations. Washington DC: U.S.
Government Printing Office; 1977.

2. American Academy of Pediatrics Committee on Bioethics. Informed consent, parental permission,
and assent in pediatric practice. Pediatrics 1995;95:314–17 (reaffirmed in 2006).

3. It is worth noting that the concept of ‘‘adolescence’’ was not employed by scholars until the late
19th century (G. Stanley Hall was the pioneer of adolescent psychology) and not seriously
constructed as a theory of development until the mid-20th century (cf. Perret-Catipovic M,
Ladame F, Slotkin P. Adolescence and Psychoanalysis: The Story and the History. London: Karnac
Books; 1998). It was around the same time (mid-20th century), that pediatric medicine began to
focus on teenagers specifically (see Prescott HM, A Doctor of Their Own: A History of Adolescent

Medicine. Cambridge, MA: Harvard University Press; 1998). Some, like Jeffery Spike (from
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a presentation to the Florida Bioethics Network in October 2008), have argued that a more useful
(because it is less ambiguous) designator to use is ‘‘teenager,’’ as the term is specifically delimited
by age.

doi:10.1017/S0963180109090471

Against the Tide: Arguments against Respecting a Minor’s
Refusal of Efficacious Life-Saving Treatment

LAINIE FRIEDMAN ROSS

In October 1994, Billy Best, a 16-year-
old adolescent from Boston, made na-
tional television skateboarding in Texas.
Billy had been diagnosed with Hodg-
kin’s disease earlier that year. After
five sessions of chemotherapy, he had
lost 20 pounds and his hair.1 Billy had
observed his aunt die after chemother-
apy made her sick, and he too felt the
chemotherapy was killing him. He de-
cided to run away after he was told
that most of the cancer was gone, but
that he would need to continue che-
motherapy and receive radiation ther-
apy over the next four months.2

A self-described born-again Chris-
tian, Billy packed his skateboard and
$300 into a small duffle bag, left home,
and ‘‘put his life in God’s hands.’’3 His
parents, heartbroken and stricken with
fear, made an appeal in the national
media for him to come home and
promised not to force more chemother-
apy on him.4 When Billy returned from
Houston to Boston, he and his parents
met with the oncologists and explained
that they would seek out complemen-
tary and alternative medicines (CAM)
and use prayer. The physicians re-

ported the family to the Department
of Social Services, which tried to have
Billy removed from his parents’ custody
and to have treatment forced upon
him.5 The State of Massachusetts dis-
missed the case after intense media
coverage of the case.6 Although ini-
tially the claim was that Billy would
probably die without treatment,7 the
physicians eventually acknowledged
that he had received enough chemo-
therapy that he had a good chance of
survival.8 Billy and his family, on the
other hand, claim that he was cured by
the CAM and prayer.9

Fourteen years later, Billy is, accord-
ing to his own web site, healthier than
ever.10 He takes two to four ounces of
Essiac a day ‘‘to keep his immune sys-
tem boosted’’ and also does at least
two 21-day cycles of 714X per year for
the same reason. Billy avoids processed
food, red meat, dairy products, and
sugar and takes lots of Shaklee supple-
ments. He also continues to enjoy skate-
boarding. On his web site are links to
his book, published by his parents, and
to 714X and Essiac herbal formula.11

Billy Best is not the only adolescent
to make the media for treatment re-
fusal. In 2005, 15-year-old Starchild
Abraham Cherrix was diagnosed with
Hodgkin’s disease.12 He underwent
chemotherapy but was told in 2006 that

I would like to thank Daniel Brudney, Walter
Glannon, Ann Dudley Goldblatt, Erin Talati, and
an anonymous reviewer for their thoughtful
comments on earlier drafts of this manuscript.
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