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Opening vignette
John is a 16-year-old boy who is currently 
schooling and preparing for his upcoming 
national examination. He is known to 
place unrealistically high expectations on 
himself, and his stress is made worse by 
parental expectations. John is currently 
experiencing severe anxiety from 
academic stress and has trouble sleeping. 
He visited a clinic recently to seek medical 
advice and was referred to the psychiatry 
department, where he was diagnosed 
with generalised anxiety disorder. John 
is keen to start treatment with oral 
anxiolytics. During the consultation, John 
specifically requested for the doctor to 
not inform his parents as they would not 
understand, inferring that they are part 
of the problem. The psychiatry team has 
several concerns regarding his request: 
(a) whether John, an adolescent, has the 
capacity to give consent on his own; and 
(b) whether involving his parents without 
his consent would be in his best interest.

Introduction
In medical practice, the legal basis 
permitting doctors to provide any form of 
medical intervention is informed consent. 
Every adult patient of sound mind has 
the right to self-determination. Medical 
interventions with a person’s body are 
unlawful battery unless the patient has 

voluntarily given informed consent.1 The 
age of majority is the age at which an 
individual is legally considered an adult 
with full legal rights. In Singapore, that 
age is 21 years old under the common law. 
An adult aged 21 and above, barring any 
physical or mental incapacity, is legally 
empowered to provide consent or refuse 
medical treatments.2

However, for those below 21, Singapore 
has no statute law that defines the legal 
age for medical consent.3 Under Singapore 
law, there is no presumption of capacity 
for adolescents, and most hospitals have 
consent processes that involve parents 
or guardians for adolescents.4 However, 
with the rising incidence of mental health 
disorders in adolescents, they may not 
want to involve their parents in the 
consultation process for such sensitive 
and stigmatising matters.2 This presents a 
conundrum for healthcare professionals 
(HCPs) when adolescents do not wish 
to involve their parents: whether to 
respect the adolescent’s wishes, involve 
the parents nonetheless, or act according 
to what the HCPs believe is in the 
adolescent’s best interest.

There are also scenarios where 
relying on parental authority for consent 
may be impractical or undesirable: 
parents may be uncontactable or may 
make treatment decisions against the 
best interest of the adolescent; or the 
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adolescent may have concerns they wish 
to keep confidential from their parents. 
Hence, this article aims to outline the 
perspectives of various stakeholders 
involved in adolescent medical 
decision-making, as well as ethical and 
legal considerations in accordance 
with statutes and professional ethical 
codes and guidelines. This article has 
relevance for doctors, clinicians, parents, 
adolescents, as well as policymakers. Let 
us first understand the background and 
perspective of the main stakeholders in 
adolescent health. 

Stakeholder perspectives 
The key stakeholders involved in 
adolescent medical decision-making 
are the adolescent, the parent and the 
healthcare professional.

1.	 The adolescent: The key underlying 
principle is that adolescents have an 
evolving capacity to participate, and 
naturally, they should be supported 
as active participants in decisions 
about their health. However, an 
adolescent should have a certain 
level of maturity and understanding 
so as to avoid making decisions 
that risk harming themselves and to 
participate constructively in making 
medical decisions. 

2.	 The parent: Parents have an obligation 
of beneficence to optimise the welfare 
of the adolescent. In order to exercise 
this responsibility, they must be 
given certain authority and access to 
information, because society expects 
them to be responsible for their child’s 
welfare. Traditionally, parents are 
expected to make treatment decisions 
on behalf of minors.5 However, parental 
authority is not absolute and is subject 
to the “best interest” standard. The 
general presumption is that parents, as 
caregivers of the minor, would know 
what is best for their child and would 
act in the child’s best interest. The 
courts retain the authority to intervene 
when a parent or guardian fails to 
protect the interests of the adolescent.5

3.	 Healthcare professionals: HCPs have 
a duty to act in the best interest of the 
minor and to safeguard their welfare, 
respecting their views and upholding 
their desire to participate in decisions 

about their health. Where it is in the 
adolescent’s best interests, HCPs would 
involve both the parent and the minor 
in making medical decisions. While 
consent for minors is typically obtained 
from a parent or legal guardian, as 
outlined in the professional ethical 
codes and guidelines, HCPs should still 
inform the minor about their medical 
condition and give due consideration 
to their views.5 

Although there is no specific legal 
age for minors to give consent, an 
adolescent under the age of majority 
(21 years) can independently consent to 
treatment if they are “Gillick competent” 
and demonstrate sufficient maturity 
and understanding. Under routine 
circumstances, HCPs should be able to 
assess the capacity and maturity of the 
adolescent. In complex cases where there 
is uncertainty in assessing an adolescent's 
level of maturity, HCPs should seek 
guidance from a senior colleague, 
psychiatrist or psychologist.5

The “best interest” principle
Rather than just defaulting to parental 
authority in adolescent medical decision-
making, the starting point for minors 
should be the “best interest” principle. 
This overarching legal principle, as 
written in the Children and Young 
Persons Act, states that the minor’s 
welfare, care and protection must be 
the first and paramount consideration.6 
When deciding what is in the best 
interest of an adolescent, the decision-
maker must not rely solely on the 
minor’s age, appearance, or assumptions 
drawn from an aspect of the minor’s 
behaviour.7 Best interest can be defined 
as a comprehensive evaluation that 
takes into account the adolescent’s 
medical, psychological, emotional, 
moral, religious and overall well-being 
in both the short and long term.4 Taking 
corollary from the Mental Capacity Act, 
in applying the “best interest” principle, 
reasonable consideration must also 
have been given to the past and present 
wishes, as well as the views of the parent 
or legal guardian and significant others, 
in so far as they have been involved in 
the adolescent’s care.7 This approach is 
often called the “Checklist and Balance 
Sheet” method, where the checklist 

refers to the collection and collation of 
data and the balance sheet refers to the 
weighing of the benefits and harms to 
the minor’s best interests.8 

In practice, pursuing the 
adolescent’s best interest should 
involve a collaborative care model that 
emphasises open communication, active 
listening and negotiation between 
all stakeholders: the adolescent, the 
parent and the HCP. The collaborative 
care model is more likely to produce 
better clinical outcomes and build 
lasting trustworthy relationships.9 In 
this collaborative care model, more 
skills and effort are necessary, as 
adolescent medical decision-making 
can be complex and contested due to 
diverging stakeholder interests and 
power asymmetries. The adolescent 
phase is marked by an evolving sense of 
autonomy and identity, which begins a 
change in the doctor-adolescent-patient 
relationship.10 Adolescents who are on 
the verge of legal adulthood have a 
growing desire to express autonomy 
and self-determination, which may 
be inevitably encroached by parental 
responsibility seeking to protect them.10 

Where the adolescent, the parent 
and/or the HCP hold differing views, a 
third party (such as an ethics committee, 
a senior colleague, or a judge) may be 
called upon to determine an appropriate 
course of action. Before referring to the 
third party, HCPs must make a structured 
effort to understand the perspectives 
and interests of the stakeholders so as 
to harmonise and reach a consensus. In 
such cases, it is essential to understand 
the principles, interests and point of 
contention of all stakeholders involved in 
adolescent medical decision-making. 

Legal basis of Gillick competency
Gillick competency is an English Law 
concept from the House of Lords Decision 
in Gillick v West Norfolk and Wisbech 
Health Authority [1986], which addressed 
whether girls under the age of 16 could 
obtain contraceptive advice or treatment 
without parental knowledge or consent.11 
In its judgement, the court found that 
under certain provisions, the adolescent 
may be legally competent to give valid 
consent independently: the adolescent 
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must be able to understand the doctor’s 
advice and weigh the benefit and risk; 
identify and distinguish important 
relevant information from non-factual, 
inaccurate misrepresentations; and have 
a level of maturity and intelligence that 
enables him/her to arrive at an informed 
and reasoned conclusion.11 Maturity 
can be defined as psychological or 
emotional development which involves 
several criteria: self-awareness and 
understanding one’s own thoughts and 
emotions; self-regulation and managing 
emotional reactions; and ability to decide 
on the best approach to cope with 
challenging situations. 

The level of maturity required to 
be Gillick competent depends on the 
gravity of the specific medical decision 
in question and the context in which it is 
made. An adolescent may be capable of 
making minor decisions independently, 
while major decisions (such as consenting 
to heart surgery) may require external 
support.12 Furthermore, the level of 
maturity and understanding varies widely 
between adolescents depending on age, 
the presence of physical or psychological 
comorbidities, as well as the support 
system available to the adolescent. An 
adolescent is not Gillick competent simply 
because he/she has reached a certain 
age threshold. Rather, Gillick competence 
is an assessment of the adolescent’s 
maturity, intelligence and ability to make 
an informed medical decision.

The legal precedent in Singapore 
concerning Gillick competence is not 
extensive. Singapore’s first judgement 
came in 2021, where a disagreement 
between parents about whether their 
16-year-old daughter should receive the 
COVID-19 vaccination was resolved in 
court. In deciding whether the vaccine 
was in the adolescent’s best interests, 
the court gave “full weight” to the 
daughter’s preferences after finding her 
Gillick competent and sufficiently mature 
to make an informed decision about being 
vaccinated. The court’s recognition that 
Gillick-competent adolescents can consent 
to treatment represents a constructive 
development in Singapore statute, yet 
there remains no general legislative 
guidance on consent to medical treatment 
by adolescents under 21.4

Professional basis of  
Gillick competency
The ethical ethics basis of adolescent 
medical decision-making rests on the 
principles underpinning the doctor-
patient relationship: primacy of patient’s 
welfare, respect for persons, duty of care, 
non-abandonment and confidentiality. 
Involving the adolescent in decisions 
about their health is necessary to 
respect their need to know about their 
medical conditions, to be heard, and 
to participate in decisions regarding 
their care.13 According to the Singapore 
Medical Council (SMC) Handbook on 
Medical Ethics, HCPs should give due 
consideration to the opinions of minors 
who are able to understand and decide 
for themselves.5 It also recognises Gillick 
competence as an ethical matter, stating   
that young children may have the capacity 
to understand medical information 
sufficiently to make their own decisions 
about their care.5

Professional practices for 
consent in adolescence
In clinical practice, HCPs should encourage 
adolescents to involve their parents or 
caregivers in medical decisions. If they 
refuse, HCPs should explore why, and 
if appropriate, discuss how they could 
help inform their parents or caregivers. If 
they remain resolute about not involving 
their parents or legal guardians, the Gillick 
principle and Fraser guidelines should then 
be considered.

The assessment of capacity in 
adolescence is not far different from 
that used in adults. HCPs can gain a 
better understanding of the adolescent’s 
intellectual and emotional maturity 
by asking open-ended questions and 
observing their responses. These include, 
but are not limited to:

•	 The adolescent's understanding of the 
medical issue, relevant information 
and alternatives.

•	 The adolescent’s ability to weigh  
and evaluate the benefits and risks 
of treatment, both in the short and 
long term.

•	 The adolescent’s ability to reason, 
consolidate and come to a 
reasoned conclusion.

•	 The adolescent’s ability to clearly 
communicate and express their 
decision.

•	 Whether the adolescent is under any 
undue external influence or pressure 
that is affecting the their decision.

HCPs can use the teach-back 
technique to assess if the adolescent has 
correctly understood the information and 
advice given. They can also use the ICE 
tool (Ideas [and beliefs on their illness], 
Concerns and Expectations) during 
the consultation to elicit and better 
understand the adolescent’s knowledge, 
understanding, values and preferences. 
HCPs should clearly document the 
assessment process, including the 
adolescent’s responses, thought 
processes and decision-making ability.

In addition, HCPs can make use of a 
modified Fraser guidelines process to 
determine if it is appropriate to give such 
advice and treatment to adolescents 
without parental knowledge or 
consent.14 The criteria include:

•	 The adolescent remains adamant 
about not involving their parents 
or guardians despite the doctor’s 
attempts at persuasion.

•	 The adolescent has a sufficient level of 
maturity and intelligence to understand 
the medical advice given.

•	 The adolescent’s physical or mental 
health is likely to suffer unless they 
receive the advice or treatment.

•	 It is in the adolescent’s best interest to 
receive the advice or treatment without 
parental knowledge or consent.

•	 The adolescent is at high risk of 
complications if mental health 
treatment is withheld.

The primacy of the best  
interest principle
In all medical decisions, whether the 
adolescent is Gillick competent or not, 
or when decisions are made by parents, 
the overarching principle of the best 
interest of the minor – welfare, care and 
protection – must be upheld. In some 
cases, a Gillick-competent adolescent may 
make a medical decision that is against 
their best interests, such as refusing a 
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life-saving or beneficial treatment due to 
emotional distress, lack of understanding 
of the consequences or undue influence 
of peers. In the same vein, parents may 
end up making a decision that does not 
serve the adolescent’s best interests. 
HCPs should be aware that the rights 
of Gillick-competent adolescents and 
their parents to make medical decisions 
on behalf of the minor are not absolute, 
and are subject to the “best interest” 
standard.3 In order to fulfil their duty 
to prevent unnecessary harm and act 
in the adolescent’s best interest, HCPs 
may apply to the ethics committee 
or the courts to overrule any decision 
they assess to objectively not be in the 
adolescent’s best interest.5

Medical confidentiality and 
trustworthy relationships
HCPs also regularly struggle with issues of 
confidentiality surrounding adolescents. 
While it is generally in a minor’s best 
interest for parents or guardians to be 
involved, adolescents are more likely to 
discuss private health matters (such as 
mental health, contraceptive advice, drug 
use and sexually transmitted infections) 
if they believe their confidentiality will 
be respected.2 According to the SMC 
Ethical Code and Ethical Guidelines, 
HCPs are obliged to maintain the 
medical confidentiality of minors (the 
same as adults), except when it is in the 
minor’s best interests for their parents or 
guardians to be informed and involved.5

Parents may also make a request to 
doctors to not inform the adolescent 
of their condition, especially if they 
suffer from a life-threatening illness 
or the prognosis is bleak. On the one 
hand, HCPs may be hesitant to share 
information with the adolescent to 
prevent emotional pain or helplessness. 
On the other hand, withholding 
information risks compromising the 
adolescent’s understanding of the 
illness and treatment, thus decreasing 
the level of trust in the doctor–patient 
relationship.15 HCPs and parents may also 
disagree as to what information should 
be provided to the adolescent. In these 
cases, HCPs would do well to engage in 
discourse to encourage disclosure.10

Box 1. Important questions for HCPs 
to consider on involving parents

Box 2. Best interest checklist 
questions for HCPs

Box 3. Possible scenarios and 
appropriate responses

1.	 Does the adolescent want to involve 
parents or legal guardians?

2.	 Is the adolescent Gillick competent?

3.	 Is it in the adolescent’s best interest 
for parents to be involved?

Questions that HCPs can use to 
determine adolescents’ best interest:

Medical indications and benefits 

1.	 Is there good evidence that 
treatment will improve the  
medical condition?

2.	 Does benefit outweigh side effects 
or harm?

3.	 What are the alternatives to the 
proposed treatment?

4.	 Is the proposed treatment the least 
intrusive intervention?

Emotional and psychological well-being

1.	 Will the treatment reduce 
psychological suffering or distress?

2.	 What are the long-term impact of 
having the treatment?

(a)	Does it impact future  
autonomy outcomes?

3.	 Will quality of life be enhanced or 
impaired in daily functioning?

Social, cultural and other factors

1.	 Will the treatment support the social 
health and family relationships of 
the adolescent?

2.	 What is the impact on other 
relationships, schooling and culture?

3.	 Have the cultural, religious and social 
factors been considered, respected 
and balanced with the treatment and 
care needs?

Views of the stakeholders

1.	 Were the views of the adolescent 
supportive of the treatment?

2.	 Were the views of the parents 
supportive of the treatment?

1.	 The adolescent does not want to 
involve their parents and is assessed 
to be Gillick competent. However, it 
is also in their best interest for their 
parents to be involved.

(a)	In order to fulfil their duty to act 
in the adolescent’s best interest, 
HCPs can inform the minor of 
their intention and reasons for 
involving parents, nonetheless.

2.	 The parents refuse consent for a 
beneficial and necessary treatment. 
The treatment is assessed to be in 
the adolescent’s best interest. The 
adolescent is assessed to be Gillick 
competent and offers their consent.

(a)	HCPs can obtain valid consent 
from the Gillick-competent 
adolescent and proceed with 
treatment if urgent.

(b)	In elective situations, HCPs should 
continue to engage the parents 
and seek consensus or refer to the 
clinical ethics committee.

3.	 The parents refuse consent for a 
beneficial and necessary treatment. 
The treatment is assessed to be in 
the adolescent’s best interest. The 
adolescent is assessed to not be 
Gillick competent.

(a)	In order to act in the adolescent's 
best interests, HCPs may need to 
involve the ethics committees 
or the courts to get support and 
sanction to proceed with life-
saving treatment.

4.	 The adolescent is assessed to be 
Gillick competent and refuses 
treatment. The treatment is 
considered to be in the adolescent’s 
best interest. The parents are involved 
and provide consent for treatment.

(a)	In accordance with the best 
interest principle, HCPs may treat 
the adolescent with valid consent 
from the parent.

3.	 Are the views of the parents 
consistent with the child’s welfare?

4.	 Were the views of the members of 
the healthcare team supportive of 
the treatment? 

APR 2026  SMA News08



Conclusion
Adolescent medical decision-making in 
Singapore is complex and contested, as 
existing medical laws and regulations 
do not specify a legal age for individuals 
under 21 to provide independent, valid 
consent. The overarching legal standard 
guiding such decisions should be the 
“best interest” principle. A collaborative 
care model emphasising dialogue 
among all stakeholders – including 
the adolescent, parent and HCP – can 
help achieve a satisfactory outcome. 

However, determining what constitutes an 
adolescent’s best interest would be best 
done using the “Checklist and Balance 
Sheet” tool. 

For adolescents lacking capacity, 
parents with legal authority are expected 
to act in their child’s best interest. Decisions 
that go against the minor’s best interest 
can be overruled in the courts. Moreover, 
the assessment of Gillick competence 
is patient-centric, context-specific, and 
may be conducted by a doctor or a child 
representative appointed by the courts. 

Take-home messages
1.	 In Singapore, the age of majority, which is the age at which an individual is legally 

empowered to provide valid consent or refusal for medical treatment, is 21 years old. 
Consent for adolescents under 21 is usually taken from parents or legal guardians.

2.	 Adolescents under 21 who demonstrate sufficient maturity and intelligence to 
understand the doctor’s advice and weigh the benefit and risk may be deemed 
Gillick competent. Gillick-competent adolescents may independently consent to 
medical treatments but may not refuse beneficial treatment that is in their best 
interest. The assessment of Gillick competence by a HCP is patient-centric, context-
specific, and based on the adolescent’s level of maturity.

3.	 Medical decisions and consent for adolescent health, whether obtained from a 
Gillick-competent adolescent, parents, or legal guardians, must adhere to the best 
interest standard. HCPs can use the "Checklist and Balance Sheet" tool to determine 
the adolescent's best interest. HCPs can apply to the ethics committees or the courts 
to overrule a decision not in the adolescent’s best interest.

4.	 Pursuing the adolescent’s best interest in medical decision-making should involve 
a collaborative care model that emphasises open communication, active listening, 
and negotiation between all stakeholders: the adolescent, parent and HCP.

Closing vignette
The first step is to recognise that John, who is 16 years old, is under the age of majority. 
Therefore, the treating team must determine whether John is Gillick competent 
and able to sufficiently understand the nature and consequences of the medical 
decisions at hand. A psychiatrist should conduct a proper assessment of John’s level of 
understanding by asking open-ended questions to elicit his understanding, maturity 
and ability to appreciate the consequences of his decision. The second step is to assess if 
disclosure to his parents would be in John’s best interests. To assess this, the psychiatrist 
should engage with John to elicit his thoughts and rationale for not wanting to involve 
his parents. Involving his parents may be in his best interest, particularly if it helps create 
a supportive and conducive healing environment for his mental health recovery. If so, 
attempts should be made to persuade John to involve his parents. If John is assessed 
to be at risk of suicide, the medical team may break confidentiality in his best interest 
to protect him from self-harm. Throughout the consultation process, the medical team 
should uphold John’s welfare as the first priority.
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