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Evaluación de la madurez del menor en el ámbito sanitario: la perspectiva  
de padres y pediatras

Introducción: el modelo de respeto a la autonomía y de participación progresiva en el contexto pediá-
trico requiere que el pediatra que atiende al paciente menor sea capaz de evaluar y decidir si este pre-
senta suficiente madurez y es competente para tomar una decisión sanitaria, o en qué grado participa 
en la misma. El objetivo es determinar la correlación entre la valoración de la madurez del menor rea-
lizada por parte de pediatras y de padres de forma subjetiva, con la realizada mediante una prueba 
objetiva, la Escala de Valoración de la Madurez de Lleida, MadurTest. 
Material y métodos: estudio prospectivo, observacional y transversal; 199 adolescentes de entre 12 y 16 
años, con patología aguda y crónica. Se evaluó la madurez de los pacientes con la escala MadurTest, y los 
pediatras y los padres valoraron la madurez del menor con preguntas de la escala Likert para madurez.
Resultados: la media de la puntuación de MadurTest fue de 6,39, presentando las niñas un nivel de 
madurez superior a los niños en la mayoría de las franjas de edad. La valoración de madurez por parte 
de los pediatras fue de 3,18 de media y por parte de los padres de 3,18. No se observa correlación entre 
la puntuación obtenida en el MadurTest con la valoración por parte de los profesionales ni por parte de 
los padres. No obstante, se observa una correlación entre las valoraciones efectuadas por los padres y 
los profesionales (r = 0,73; p <0,00001).
Conclusiones: la madurez de los menores valorada de forma subjetiva por pediatras y padres no se 
correlaciona con la madurez evaluada de forma objetiva mediante el test MadurTest.

Introduction: the model of respect for autonomy and progressive participation in the pediatric context 
requires that attending pediatricians be able to assess minor maturity, and decide the degree of par-
ticipation. The objective of this study is to determine the correlation between the assessment made 
subjectively by paediatricians and parents, with the maturity of the minor carried out by means of an 
objective test, the Lleida Maturity Assessment Scale, MadurTest.
Material and methods: prospective, observational and cross-sectional study. 199 adolescents between 
12 and 16 years old, affected by acute and chronic pathology. The maturity of the patients was evalu-
ated with the MadurTest scale and pediatricians and parents assessed the maturity of the minor in the 
form of the Likert maturity scale.
Results: the mean of the MadurTest score is 6.39, girls present a higher level of maturity than boys in 
most age groups. The maturity assessment by pediatricians is 3.18 on average and by parents 3.18. No 
correlation is observed between the score obtained with the MadurTest and the assessment by profes-
sionals or by parents. However, a correlation is observed between the assessments made by parents 
and professionals (r = 0.73, p <0.00001)
Conclusions: the maturity of minors assessed subjectively by paediatricians and parents does not cor-
relate with the maturity assessed objectively using the MadurTest.
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INTRODUCTION 

In recent years, the doctor-patient relationship has 
undergone a profound transformation with the 
progressive integration of the respect to the au-
tonomy of the individual in health care decision-
making in accordance to the individual’s own be-
liefs and values.1,2 In the field of paediatrics, there 
has also been a shift in relation to minors, who 
have gone from being a subject of protection to a 
subject of rights, with the recognition of their right 
to be involved in the making of decisions regarding 
their own health.3 Several authors have empha-
sised that this participation should be customary 
and routine in health care settings and individual-
ised according to the maturity of the minor.4,5

This issue is more complex in paediatric practice, 
as it requires the participation in decision-making 
of not only the parents, but also the children, in-
creasingly and proportionately to their maturity, 
while promoting the development of autonomy.6-9

The contributions of Piaget in the field of cognitive 
development and of Kohlberg in the field of moral 
development demonstrate that moral maturity de-
velops progressively over time as opposed to at a 
specific point in life.2,10-12 Most adolescents reach 
moral maturity allowing them to participate in de-
cision-making between ages 12 and 15 years.13,14 
Studies in developmental psychology have given 
rise to what is known as the “mature minor doc-
trine”. This doctrine entails that, from age 12 years, 
minors may gain certain individual rights, including 
the right to participate in the decision-making pro-
cess and make choices on issues pertaining to their 
health according to their level of maturity. Laws and 
regulations have been developed in line with this 
doctrine: the age of majority is set at 18 years; from 
age 12 years, minors can participate in decision-
making according to their level of maturity; and the 
medical age of majority is 16 years, except in spe-
cific cases that carry serious risk, in which parents 
must be informed and their opinion will be taken 
into account in making the final decision.3,15 

This model of progressive participation requires 
that paediatricians or other health care providers 

who manage minors to be able to assess and de-
cide whether a minor is sufficiently competent to 
make health care decisions or the degree to which 
the minor can be involved in decision-making. De-
cision-making competence is a multidimensional 
variable that depends on the moral maturity of the 
minor, the capacities involved in understanding 
and assessing the given health care situation, the 
type and seriousness of the decision and the con-
text in which it must be made.16-18

Despite the changes in the conceptualization of 
the doctor-patient relationship and the corre-
sponding legal framework, there is little evidence 
on how maturity and competence are actually as-
sessed in clinical practice. As Hein et al. remarked,19 
for decades the debate on the maturity and com-
petence of minors in relation to medical decision-
making focused primarily on regulatory and legal 
aspects as opposed to scientific evidence and clin-
ical practice. Standardised instruments need to be 
developed to facilitate the assessment of both the 
level of maturity and the competence of the minor 
in relation to medical decision-making, and the 
training and knowledge of providers on the assess-
ment of maturity and decision-making compe-
tence must also be improved.

At the Universidad de Lleida, we developed and 
validated a scale, called MadurTest, based on 
Kohlberg’s research on moral development, to as-
sess the maturity of the minor in relation to health 
care.20,21. Based on the Moral Judgement Interview 
(MJI) developed by Kohlberg,11,12 the scale pre-
sents 9 moral dilemmas, and the answers are cat-
egorised as preconventional (immature) or con-
ventional (mature). The analysis of the construct 
validity and criterion-referenced testing of the 
scale evinced a strong correlation with the scores 
obtained with the MJI and also with the level of 
maturity reported by teachers, rated on a Likert 
scale.

The aim of our study was to determine the correla-
tion between the subjective assessment of matu-
rity made by paediatricians and parents and the 
level of maturity determined by means of the Ma-
durTest. 
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MATERIAL AND METHODS

We conducted a prospective cross-sectional obser-
vational and analytical study in adolescents aged 
12 to 16 years with acute or chronic disease (asth-
ma, diabetes, rehabilitation, mental health), be-
tween August 2014 and August 2018. The sample 
was recruited from the primary care paediatrics 
caseloads of the health area of Lleida (Calatonia, 
Spain) and the outpatient clinics of the Hospital 
Universitario Arnau de Vilanova of Lleida. We cal-
culated we required a sample of a minimum of 30 
patients in the acute group and 30 patients in the 
chronic group for a level of confidence of 95%, as-
suming that the standard deviation in the MadurT-
est is 1.7 points, which would allow the estimation 
of the median with an accuracy to 0.56 points in 
the analyses.

To assess the level of maturity of the patients, we 
used the Escala de Valoración de la Madurez de 
Lleida (Lleida Maturity Assessment Scale, EVMMLL 
T-9), or MadurTest.20,21 The scale is based on sce-
narios that present an ethical/moral dilemma. 
Each scenario in the test has 4 answer choices (2 
mature or conventional answers and 2 immature 
or preconventional answers), therefore, the score 
can range from 0 to 9 points. The greater the num-
ber of conventional answers, the higher the level 
of moral maturity. In the validation of the scale,20 
possible results were grouped in 2 categories: ≤5 
conventional answers are interpreted as the ado-
lescent being immature and >5 conventional an-
swers as the adolescent being mature. The scale 
exhibited moderate reliability (≈0.45) with a high 
intraclass correlation coefficient (>0.6). 

Parents and paediatricians assessed the maturity 
of the minors by means of a Likert scale ranging 
from 0 to 5 points (maturity as a discrete quantita-
tive variable), following an explanation of the pur-
pose and objectives of the study. In this Likert 
scale, a rating of 1 point indicates that the parent 
or professionals considers that the minor is less 
mature than peers of the same age, and a rating of 
5 points that the adolescent is perceived as more 
mature than peers of the same age. 

We obtained the consent of both the minors and 
their parents/legal guardians for their participa-
tion. The study was approved by the administra-
tion of the health care centres and the competent 
clinical research ethics committee. 

The data analysis was performed with the soft-
ware package IBM SPSS Statistics 20. To assess 
whether the subjective assessments performed by 
parents and teachers was consistent with the level 
of maturity determined by means of the EVMMLL 
T-9,19,20 we calculated the Pearson correlation co-
efficient for the comparison of the scores obtained 
by minors in the EVMMLL T-9 with the assess-
ments of providers and parents (Likert scale).

RESULTS

We included 199 patients aged 12 to 16 years with 
acute and chronic disease; 128 patients had chron-
ic diseases (asthma, diabetes, rehabilitation, men-
tal health) and 71 had acute diseases. The mean 
age of the sample was 13.6 years and the standard 
deviation (SD) 1.22 years. Table 1 presents the dis-
tribution by age and sex of each group. The mean 
score in the MadurTest was 6.39, with a greater 
proportion of patients with mature versus imma-
ture answers, as can be seen in Table 2.

As regards the level of maturity observed in this 
sample based on age and sex, we found that girls 
were clearly more mature than boys in every age 
group, with the exception of boys aged 16 years, 
which were more mature than their female peers. 
We did not find an increasing trend in maturity 
with age, as can be seen in Figure 1.

The mean score in the paediatricians’ assessment 
of maturity was 3.18 de media (SD 1.21) and the 
mean score in the parental assessment was 3.18 
(SD 1.21). We did not find a correlation between the 
scores obtained with the MadurTest and the as-
sessments by providers and parents. On the other 
hand, there was a strong correlation between the 
maturity assessments of adolescents made by par-
ents and providers (r = 0.73; p <0.00001) (Table 3).
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Table 1. Characteristics of the sample, summarised as mean and standard deviation 
Total 

patients
Acute disease (n = 71) Chronic disease (n = 128)

Primary care 
setting 

Inpatient ward Asthma Diabetes RHB MH

N 199 36 35 35 31 33 29
Age 13.6 ± 1.2 13.36 ± 1.31 13.37 ± 0.97 13.57 ± 1.14 13.45 ± 1.54 14.12 ± 1.24 13.93 ± 0.88
Sex 115 male

(57.2%)
84 female

(42.8%)

14 male (38.9%)
22 female

(61.1%)

17 male
(48.6%)

18 female
(51.4%)

22 male
(62.8%)

23 female
(37.2%)

18 male
(54.5%)

13 female
(45.5%)

22 male (66.7%)
11 female

(33.3 %)

22 male
(75.8%)

7 female
(24.5%)

MH: mental health; RHB: rehabilitation.

Table 2. Mean age and score in the maturity test and distribution of the sample by level of maturity
Total (n = 199)

Age, mean (SD) 13.6 (1.22)
MadurTest, mean (SD) 6.39 (1.74)

Level of maturity, n (%) Immature ≤5 67 (33.7%)
Mature >5 132 (66.3%)

Level of maturity, n (%) Immature ≤5 67 (33.7%)
Mature, 6-7 67 (33.7%)
Very mature, 8-9 65 (32.7%)

SD: standard deviation

Figure 1. Scatter plot of maturity level by age, sex and presence of 
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DISCUSSION

In our sample, minors exhibited an intermediate 
level of maturity, which was consistent with previ-
ous studies.21-24 As the literature demonstrates, 
female minors exhibit a higher level of maturity 
compared to male minors.20-23 One of the most sa-
lient criticisms of Kohlberg’s theory of moral devel-
opment is Gilligan’s,25 who underscored the fact 
that girls appeared to be less mature because—ac-
cording to this author—the theory of moral devel-
opment relied on the principle of justice to assess 
maturity, as opposed to caring, which is more de-
veloped in the female sex. Different studies have 
evinced greater maturity in female adoles-
cents,22,23,26-28 leading to the hypothesis that ma-
turity develops quicker in female individuals dur-
ing adolescence

We did not find an increase in maturity with age, 
but rather differences between individuals in the 
same age group. This was already evident in the ear-
liest studies on competence in minors. In 1982, 
Weithorn and Campbell29 used four hypothetical 
scenarios involving medical decisions in a group of 
children adolescents and young adults (aged 9, 14, 
18 and 21 years), assessing the competence criteria 
proposed by Appelbaum (ability to express a choice, 
reasoning, appreciation and understanding of the 
choice). They found a significant difference between 
children aged 9 years and the rest of the groups, but 
adolescents aged 14 years made choices similar to 
those of the youths aged 18 and 21 years. Other 
studies have also not found a clear correlation be-
tween age and maturity in this age interval.11,23

The subjective assessment by paediatricians and 
parents also found an intermediate level of matu-
rity, but there was no correlation to the level of ma-

turity assessed objectively by means of the Ma-
durTest. However, we found a strong correlation 
between the assessments of patients by paediatri-
cians and of children by parents (r = 0’73; p 
<0.00001), as shown in Table 3.

This was in opposition to previous studies, for in-
stance, with the study conducted to validate the 
scale,20,21 in which the assessment made by teach-
ers was strongly correlated to the results of the 
MadurTest, in agreement with other studies con-
ducted for other instruments.30 We think that this 
could be due to parents and, to a lesser extent, 
providers making assessments of the individual 
out of context, without taking into account the 
age group or making comparisons to a large group 
of minors (in particular, parents tend to compare 
to other siblings). In contrast, teachers or class tu-
tors in school have large groups of students of the 
same age as the assessed minor and are thus ex-
posed to a broader range of maturity levels. 

The strong correlation between the assessments 
of paediatricians and parents could be explained 
by the fact that paediatricians often base their as-
sessment of minors on parental comments and 
statements, without making a direct and thorough 
assessment of the minor. 

In paediatrics, is important to pursue a model that 
combines a patient-centred approach, in this case, 
centred on the child or adolescent, promoting di-
rect communication of providers with the paediat-
ric patient, and a family-centred approach, in which 
decisions are made jointly by providers, parents 
and minors, emphasising their collaboration.6 In 
the latter approach, it is essential to give minors a 
voice, too, and not only to parents, and to establish 
channels for direct communication with the minor. 

Finding the right balance in the involvement of 
children and adolescents in medical decision-mak-
ing according to their level of maturity and actively 
promoting their participation is key. Having the 
means to assess the maturity of minors more ob-
jectively can help find this balance between the 
active autonomous involvement of minors and the 
need of parental support in decision-making. Thus, 
it is important to involve patients gradually and 

Table 3. Analysis of the correlation between the 
different maturity measures

Pearson 
correlation

p

Adolescents vs. providers 0.09 0.20
Adolescents vs. parents 0.05 0.45
Providers vs. parents 0.73 <0.001
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progressively in decision-making, encouraging 
their participation. 

In a study conducted in the context of paediatric 
research that compared the patient-centred and 
family-centred approaches in the consent (par-
ents) and assent (minors) process31 did not find 
differences in research participation decisions, but 
did find a significant difference in the knowledge 
of parents and older adolescents about the clinical 
trial when parents and adolescents were separat-
ed. The separate consent/assent process improved 
the knowledge of the trial and the associated risks 
and benefits in older adolescents and their par-
ents, but not in younger children and their parents. 

There are several barriers to an adequate assess-
ment of decision-making competence or maturity 
in minors. One of them is the lack of time in medi-
cal visits, although in the primary care setting and 
in patients with chronic disease, the continued 
contact with the patient throughout time can al-
low monitoring of the development and maturity 
of the minor. The lack of knowledge about ethical 
and legal aspects has also been identified as an-
other limitation. An interesting study32 evinced 
that the knowledge of primary care physicians of 
the Basic Law on the Autonomy of the Patient3 was 
quite poor: only 25% knew which was the medical 
age of majority, 34% knew that the person respon-
sible for assessing maturity was the physician in 
charge of the patient and a very scant 8.5% had an 
in-depth understanding of the mature minor doc-

trine. Paradoxically, despite the deficient knowl-
edge of ethical and regulatory foundations, 73% of 
surveyed physicians reported having no difficulty 
assessing the maturity of minors.32

Several studies have found that the participation 
of the minor in decision-making is associated  with 
an increased level of satisfaction in both parents 
and minors with the received care, greater coop-
eration by the minor with treatment and a strong-
er sense of control, which makes the disease feel 
less stressful and facilitates positive adjust-
ment.4,17,18 However, it does not seem as if this 
participation is sought routinely, and the biggest 
challenge is to ensure an adequate attitude to-
ward this issue in health care professionals.33

CONCLUSION

The introduction of objective tests (such as the 
MadurTest) or standardised protocols can facili-
tate this task, but in any case it is essential to in-
volve minors in decision-making, together with 
their parents and (whenever possible) individually, 
not only out of respect for the autonomy of the mi-
nor, but also to promote and foster its develop-
ment. 
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