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Abstract 

       Consent for invasive diagnostic procedures in children and infants is a communication and ethical 

decision-making process that should not be reduced to signing a form. For lumbar puncture and bone 

marrow aspiration, concerns about pain, complications, and serious disease underscore the importance 

of clear explanations and assessment of parental understanding. Valid consent requires confirmation 

of decision-making authority, provision of procedure-specific information, understanding, and 

voluntariness. Children should participate according to their developmental capacity and clinical 

condition. This letter proposes a three-stage framework comprising preparation, dialogue 

incorporating teach-back, and documentation of the decision. Identifying family concerns and 

respectfully addressing misconceptions are integral to this process. Multimedia education may 

supplement, but should not replace, direct communication. The proposed framework has not been 

validated; its evaluation should assess parental understanding, child participation, and voluntariness 

rather than rely solely on documentation. 
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Dear Editor,  

        The gap between “documented consent” and an “informed decision” is an important quality-of-

care issue in invasive pediatric procedures. Lumbar puncture (LP) and bone marrow aspiration 

(BMA) may be proposed when families are concerned about both procedural pain and the possibility 

of serious disease. A signed form records permission but does not, by itself, demonstrate 

understanding of the procedure’s purpose, risks, or alternatives. The American Academy of Pediatrics 

similarly describes parental permission and childhood assent as an active decision-making process (1). 

Distinguishing parental permission, childhood assent, and consent by an individual with decision-

making capacity is fundamental. For infants, decisions made by the legally authorized representative 

should prioritize the child’s interests. For children capable of understanding, developmentally 

appropriate explanations and attention to their concerns are essential; assent should not be equated 

with physical cooperation alone (1). Decision-making authority must be established according to 

applicable local requirements. Decisions must also be voluntary: explaining the consequences of 

refusal or delay should not involve threats, blame, or coercion. 

Consent documentation may contain important omissions. In the study by Patel et al. involving 937 

emergency department patients, including 179 children, general consent was documented in 86% of 

records, whereas an LP-specific consent form was present in only 56%; documentation of benefits and 

alternatives was also incomplete (2). Missing documentation does not necessarily establish that a 

discussion did not occur. Conversely, general admission consent does not establish the quality of 

procedure-specific permission. 

Evidence from Iran also highlights communication challenges. Rezvani et al. surveyed 188 

accompanying family members and 23 physicians at hospitals affiliated with Shahid Beheshti 

University of Medical Sciences. Among family respondents, 25.9% described physicians’ 

explanations as “never clear,” and 7.6% as “mostly unclear” (3). These self-reported findings are 

setting-specific and should not be generalized nationally. Nevertheless, they emphasize the 

importance of assessing what families understand rather than relying on clinicians’ perceptions of 

information delivery. 

To improve this process, a three-stage framework is proposed: preparation, procedure-specific 

dialogue with assessment of understanding, and documentation of the decision. This framework is a 

quality-improvement proposal, not a validated instrument or a substitute for institutional policies. Its 

purpose is not to introduce another form but to structure communication and facilitate evaluation. 

During preparation, the indication, urgency, decision-making authority, and communication needs 

should be established. The clinician should explain which diagnostic question the procedure addresses 

and how its findings may influence treatment. The family’s preferred language, need for an 

interpreter, and principal concerns should also be identified. Urgency may limit the time available for 

discussion but does not automatically justify bypassing permission. When an exception applies, the 

basis for proceeding and attempts to contact the authorized representative should be documented 

according to applicable requirements (1). 

Exploring concerns is integral to preparation. Masood et al. identified fear of the procedure’s 

invasiveness, paralysis, and death, along with perceived lack of necessity and the influence of others, 

among reported reasons for refusing LP (4). These findings concern a specific population; parental 

disagreement should not invariably be attributed to inadequate knowledge. Clinicians should first 

elicit each family’s concerns and then explain the sampling site and risk-reduction measures in 

accessible language. Labels such as “myths” or “folk beliefs” may dismiss legitimate concerns; 

misconceptions should instead be addressed respectfully. 

During the second stage, information should be procedure-specific and individualized. For LP, the 

purpose of cerebrospinal fluid sampling, the main procedural steps, and the possibility of an 

unsuccessful attempt or repeat procedure should be explained. The Royal Children’s Hospital 

Melbourne guideline emphasizes discussing benefits and potential complications (5). Pain, a traumatic 

or blood-stained sample, headache, and less common complications such as infection or bleeding 



Hesabi 

Health Provid, Vol.5, N.2, Serial No.9, Dec. 2025                                                                                              249 

should be described without exaggeration or absolute reassurance. Alternatives must be presented 

with their limitations: a test that cannot provide equivalent diagnostic information should not be 

described as an equivalent substitute. 

The implications of refusal should also be explained without using fear to secure agreement. Not 

performing LP may limit diagnostic certainty and treatment guidance, but refusal should not be 

portrayed as inevitably causing severe complications or death. When meningitis or sepsis is suspected, 

LP must not delay necessary antibiotic treatment (5). The objective is informed decision-making 

consistent with the child’s interests, not agreement at any cost. 

For BMA, the diagnostic purpose, sampling site, and distinction between aspiration and biopsy should 

be clarified. If both procedures are planned, the discussion and permission should cover both. Abla et 

al. identify written consent, sedation assessment, and evaluation of bleeding risk as components of 

preparation (6). Pain, bleeding, infection, and the possibility of an inadequate sample should be 

discussed in relation to the child’s circumstances. The analgesia and sedation plan should be 

explained before permission is obtained; permission for sampling alone does not demonstrate 

understanding of sedation-related risks and requirements. 

Teach-back is proposed as a means of assessing understanding: “To make sure I explained this 

clearly, could you tell me why this test has been recommended and what concerns you have?” The 

purpose is not to test parents but to identify communication gaps. Children should participate 

according to their developmental capacity, with opportunities to express fear or disagreement (1). For 

nonurgent procedures, disagreement may prompt further preparation and reassessment; situations 

involving a risk of serious harm require individualized clinical, ethical, and legal consideration. 

Visual resources may supplement dialogue, but their superiority should not be assumed. In a study of 

201 parents, Temsah et al. found that verbal and video education both improved knowledge about LP. 

However, perceived risk was higher in the video group, particularly among parents with lower 

educational attainment. The investigators emphasized direct interaction after the video (7). 

Multimedia materials should therefore be followed by opportunities for questions and assessment of 

understanding. 

Finally, documentation should go beyond “risks explained.” The procedure’s purpose, family 

questions, assessment of understanding, child participation, and final decision should be recorded 

concisely. If permission is declined, the stated reasons and discussion of the consequences of delay 

should also be documented. Recording the outcome of teach-back and the pain-management plan may 

support clinical audit, but documentation cannot substitute for actual understanding. Future studies 

should compare these indicators with independent assessments of understanding and voluntariness 

and evaluate the framework’s feasibility and workload implications. 

CONCLUSION 

         Consent for LP and BMA in children and infants should not be defined by the presence of a 

signed form. Its quality depends on family understanding, decision-making authority, voluntariness, 

developmentally appropriate child participation, and a clearly explained pain-management plan. The 

proposed three-stage framework provides a basis for quality improvement and research but requires 

evaluation. The ultimate goal is not more signatures or reduced refusal at any cost, but an informed, 

documented decision consistent with the child’s interests. 

CONFLICT OF INTEREST: None. 

REFERENCES 

1. Katz AL, Webb SA; COMMITTEE ON 

BIOETHICS. Informed Consent in Decision-

Making in Pediatric Practice. Pediatrics. 2016 

Aug;138(2):e20161485. doi: 

10.1542/peds.2016-1485. PMID: 27456510. 

2. Patel PB, Anderson HE, Keenly LD, Vinson 

DR. Informed consent documentation for 

lumbar puncture in the emergency department. 

West J Emerg Med. 2014 May;15(3):318-24. 

doi: 10.5811/westjem.2014.1.19352. Epub 

2014 Apr 15. PMID: 24868311; PMCID: 

PMC4025530. 



Consent for Invasive Pediatric Procedures 

Health Provid, Vol.5, N.2, Serial No.9, Dec. 2025                                                                                              250 

3. Rezvani S, Fadavi M, Bazmi S. Study of 

Obtaining Informed Consent in Pediatric 

Wards from the Viewpoint of Physicians and 

Children’s Parents. Arch Pediatr Infect Dis. 

2022;10(1):e111168. doi: 

https://doi.org/10.5812/pedinfect.111168. 

4. Masood S, Farrukh R, Naseer A, Saqib M, 

Kadri A, Shakoor I, Mustafa S, Mumtaz H. 

Factors influencing refusal of lumbar puncture 

in children under age 10: a cross-sectional 

study. Ann Med Surg (Lond). 2023 Oct 

4;85(11):5372-5378. doi: 

10.1097/MS9.0000000000001176. PMID: 

37915635; PMCID: PMC10617865. 

5. Royal Children’s Hospital Melbourne. 

Clinical practice guidelines: lumbar puncture 

[Internet]. Melbourne: Royal Children’s 

Hospital Melbourne. Available from: 

https://www.rch.org.au/clinicalguide/guideline

_index/Lumbar_puncture/. 

6. Abla O, Friedman J, Doyle J. Performing 

bone marrow aspiration and biopsy in 

children: Recommended guidelines. Paediatr 

Child Health. 2008 Jul;13(6):499-501. doi: 

10.1093/pch/13.6.499. PMID: 19436420; 

PMCID: PMC2532899. 

7. Temsah MH, Al-Eyadhy A, Alsohime F, 

Alhasan KA, Bashiri FA, Salleeh HB, et al. 

Effect of lumbar puncture educational video 

on parental knowledge and self-reported 

intended practice. Int J Pediatr Adolesc Med. 

2021 Jun;8(2):112-116. doi: 

10.1016/j.ijpam.2020.11.003. Epub 2020 Nov 

19. PMID: 34084883; PMCID: PMC8144859. 

 


