
Supplementary Table 4. The 10 categories of dilemmas with conflicts among the 

five essential elements 

 

VI. Pediatricians’ convictions vs. the quest for the best interests of patients 

1. Recognition of the child suffering while pursuing life-sustaining treatment   

2. Uncertainty over whether or not to honor the child’s autonomy  

3. Considering the child’s suffering 

4. The anguish facing a child with a life-threatening condition 

5. Having regrets about making a child suffer 

6. Knowledge that treatment plans differ among different physicians 

7. Finding an appropriate relationship between the child and physician 

8. Uncertainty over how the physician should value the rights of the child 

9. Questioning the morality of withdrawing or withholding life-sustaining treatment 

 

VII. Pediatricians’ convictions vs. confronting parents and families 

1. Wanting parents’ acceptance of the situation of their child 

2. Consideration for parents’ suffering 

3. Difficulty in communicating with parents 

4. Difficulty in establishing mutual trust with parents in trying times 

5. Difficulty in sharing general thoughts with parents  

6. Lack of time to talk to parents 

7. Difficulty caused by sympathy for parents’ feelings 

8. Worry about being blamed by parents 

9. Not wanting to be hated by parents 

 

VIII. Pediatricians’ convictions vs. the quest for medically appropriate plans 

1. Strong antipathy to opportunistic decisions that determine the treatment plan 

according to the level of disability  

2. Reluctance to promote uniform, stereotypical care for a severely disabled child 

3. Difficulty in deciding how far to treat a severely disabled child; questioning the 

offering of full treatment equally to all children without carefully judging the 

specific reasons in each case  

4. Distress over unavailability of treatment indicated for a child with little time left at 

the end of its life  

5. Criticism of how plans are decided based on the type of disease, not the child’s 

condition 

6. Difficulty in transition from life-prolonging treatment to palliative care 

7. Insisting that all available chances of treatment be given to a child 

8. Hesitance as a physician in leaving a child with an untreated or uncontrolled 

condition 

9. Having negative thoughts and attitudes against research evidence being accorded 

the highest value  

 

IX. Pediatricians’ convictions vs. socio-environmental issues 

1. Lack of experience in taking medical resources into account when deciding plans 

for a child 
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2. Sense of guilt in taking medical resources into account when deciding plans for a 

child 

3. Resistance against utilitarian way of thinking regarding end-of-life care for a child 

4. Discontent with trends or cultural norms against withdrawal of treatment 

5. Trying to avoid being blamed by society 

6. Lack of understanding among colleague. 

7. Difficulty in communicating with medical staff 

8. Difficulty in developing consensus among the medical team 

9. Dissatisfaction with institutional malfunctions  

10. Need for deep discussions among medical staff 

11. Need for meaningful discussion 

 

X. The quest for the best interests of patients vs. confronting parents and families 

1. Discordance between the child’s best interests and parents’ wishes 

2. Questioning whether the child’s best interests may fit realistically with its 

happiness as a member of the family  

3. Confusion whereby a child’s treatment plan may be determined according to the 

parents’ affection for their child and availability of people to care for it at home 

 

XI. The quest for the best interests of patients vs. the quest for medically 

appropriate plans 

1. Having conflicts of values between the quality of life and invasive treatment as an 

expert pediatrician at an intensive care unit 

2. Reluctance in applying full treatment uniformly to all children 

3. Knowing that full treatment does not necessarily secure the correctness and 

adequacy of the physician’s decision 

4. Criticism of treatment style without judging individual needs and problems in each 

case  

5. Feeling anguish in conducting life-sustaining treatment when it does not reflect the 

best interests of the child  

6. Finding it impossible to stop current treatment 

7. The emotional paradox of pursuing life-sustaining treatment but knowing that it 

may not necessarily be in the best interests of the child   

8. Having regret over a treatment plan being accompanied by pain and not being in 

the best interests of the child 

 

XII. The quest for the best interests of patients vs. socio-environmental factors 

1. Hesitation in considering rates of intact survival when seeking the best interests of 

the child 

2. Criticism of excess use of limited medical resources for children with severe 

mental retardation and disability 

3. Reluctance in using limited medical resources for children with severe mental 

retardation and disability 

4. Finding it unacceptable to consider that costs could be reduced by withdrawal of 

life-sustaining treatment 

5. Having stress in considering the intensity of treatment for children with severe 

mental dysfunctions 
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XIII. Confronting parents and families vs. the quest for medically appropriate 

plans 

1. Having difficulty when parents’ hopes do not match any medically indicated 

options 

2. Wondering whether advantages or disadvantages may result from parents being 

able to choose 

3. Discordance between parents’ hopes and child’s medical condition 

4. Fear of being accused by the parents of abandoning the child by withdrawing or 

withholding life-sustaining treatment 

5. Hesitation in challenging the parents’ authority 

 

XIV. Confronting parents and families vs. socio-environmental factors 

1. Parents’ confusion about information regarding life-sustaining treatment from 

other parents or other facility staff 

 

XV. The quest for medically appropriate plans vs. socio-environmental factors 

1. Reluctance in accepting the idea of medical costs being reduced by withdrawal of 

life-sustaining treatment 

2. Criticism of excess use of limited medical resources for children with severe 

mental retardation and disability 

3. Awareness of using limited medical resources for children with severe mental 

retardation and disability 
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