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Introduction
An ethical issue that may cause medical providers extreme 

anguish is what to do when genetic testing shows non-paternity as 
an incidental finding.1,2,3 The rate of this misattributed parentage is 
estimated to be between 1% to 10% of all births.4 The discovery of 
non-parentage may, however, be but a small subset of this group.5 
Still, when this outcome is discerned and disclosed, the result can be 
devastating to the entire family. The child, other children, and both 
parents may be severely and permanently harmed. This disclosure 
may also jeopardize mothers’ safety, result in child support being 
withdrawn, result in family members’ losing inheritance, and cause 
bitter custody disputes.5 As one provider has said, this disclosure “will 
clearly change the family’s basic premises of membership and identity 
forever”6

The value conflicts this poses for providers are exceptionally 
difficult. Competing values are mutually exclusive so the price paid 
is inevitably high.7–12 Consequently, providers’ views on what they 
should do when this question arises have differed. Some have favored, 
for example, never telling parents this outcome. Others spell out what 
they will do in advance.13 Still others tailor their responses to families’ 
different needs. In this piece I primarily shall discuss different ways in 
which providers may respond. First, I shall consider core concerns that 
arise in most cases.12–14 Second, I shall discuss contrasting approaches 
providers take and the major pros and cons of each. Third, I shall 
discuss the Ethics of Care, an ethical framework often not considered 
in these discussions.15 This framework emphasizes the relationships 
between people. I shall discuss why it might warrant greater moral 
weight than it has been given in the past.

General considerations
Uniform approaches versus tailoring

A core, overarching question is whether providers’ practices 
should be uniform or tailored to each families’ needs. A uniform 
approach limits the degree to which outcomes can differ due to factors 
reflecting providers’ biases.16–18 Providers seeking uniformity may, for 
example, tell parents in advance that they will not give them incidental 
information unless it has medical relevance for their child.19 The result 
will be more just. All parents and their children will be treated equally.

 Providers’ tailoring their interventions to each family’s individual 
needs will, on the other hand, allow providers to take more into 
account the idiosyncratic needs of each family.20 This should benefit 
each family to a greater extent. 

Who should decide

What providers decide may depend on who makes this decision. 
What they do may be decided by them, the institution for whom they 
work, or parents. Providers may believe that their medical knowledge 
and experience gives them greater ethical expertise than parents. This 
may or may not be the case. Providers, in any case, may, whenever 
possible, give moral weight also to parents’ views.19

Parents’ capacity to accept non-biological parenthood

Providers may hope that if parents learn that they are not their 
children’s biological parent, they will not be significantly affected. 
They may hope, for instance, that fathers - who almost always are 
those affected - will love these children no less, but as much as they 
would if they had adopted them initially.21 Unfortunately, this often 
isn’t the case. Rather, the fathers’ relationships with these children 
may be destroyed. Providers may hope, alternatively, that when 
fathers are unable to accept that they are not their children’s biological 
fathers, they can overcome this through counseling. Unfortunately, 
this too may not be the case. Providers may ask parents in advance 
whether they would want these results. Here, fathers and mothers may 
believe that their finding out that they are not their child’s biological 
parent will not make a difference when it will. Providers’ respecting 
parents’ autonomy by doing what they want may, though, be best in 
any case.  

 How mothers may be affected

 Mothers may also find out that they are not biological parents. 
This may come about when children are born as a result of in vitro 
fertilization (IVF). Mistakes in IVF procedures may be made.13 With 
IVF, it may then also benefit parents for providers to anticipate these 
incidental findings and discuss this with parents in advance. Providers’ 
informing these parents that a mistake could occur with IVF may, on 
the other hand, scare them. Thus, due to the most remote chance that 
this could occur, it may be better here to not so inform them.
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Abstract

Biological non-paternity is sometimes discovered incidentally as a result of genetic testing 
for other medical purposes. Providers may then struggle when deciding what they should 
do. This question is profoundly important because providers’ disclosing this information 
may be most destructive to families, and especially to children. This piece will review 
major concerns likely to arise in these cases. It will also present several different approaches 
care providers have taken in an attempt to resolve this dilemma both before and after this 
finding is discerned. The author will suggest that a framework not commonly applied to 
such questions, the Ethics of Care, may be particularly helpful to providers facing this 
question.
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 Parents’ concerns in other contexts

Parents may have concerns about the effects of genetic information 
on their relationship with their children also in other contexts. An 
example occurred when a transgender parent did not want his child 
to know that after he had given his child birth, he changed his gender. 
He feared that his child might find this out from in some way later 
viewing his father’s medical records. Here, even if this wouldn’t occur, 
he still may have had this underlying concern. Providers’ options 
may be limited in what they can do to relieve parents’ concerns in 
some instances. Then, they refer these parents to counselors in the 
hope that this might help them to reduce their fear. These parents too 
might decide, as a result of this counseling, to share information about 
themselves with their children that they wanted to keep secret, after 
all. 

Competing, mutually exclusive values

Providers usually see themselves as obligated to prioritize their 
patients’ medical needs. These needs include families’ emotional 
needs. There are, however, legal obligations that providers may see as 
requiring them to place other duties above families’ needs. Examples 
are their acquiring incidental genetic findings that suggest that 
criminal conduct or incest has occurred. Genetic findings may show, 
for example, that an adult has had sex with a minor. In regard to incest, 
these findings may show that two persons, closely related biologically, 
have had a child. The closeness of this relationship, however, may be 
of different degrees. Thus, in this instance, providers may have greater 
flexibility and thus be more able to use their discretion.15

The relevance of culture

Parents’ culture may also affect what providers can and should 
disclose. In some cultures, for example, a woman convicted of 
consented infidelity may face most severe adverse consequences.22–25 
Providers should keep in mind, though, that even when parents 
share the same culture, as when they are next door neighbors, their 
views may wholly differ as much as they would if they were from 
different cultures. Providers must initially then explore both parents’ 
views fully and separately so that they do not inadvertently favor 
one parent’s views over the other’s, by not exploring each to the 
degree that they could and should. If two parents have irresolvable 
differences, mediators or, again, counselors may help.

Different approaches
Leaving the choice up to mothers

Perhaps the most common approach providers take is, when 
possible medically, to inform, first and only, mothers of this risk of 
discovering non-paternity. This can occur if these mothers initially 
come in alone. Providers then can leave it up to these mothers to 
decide whether anyone will be tested and if so, who this will be.20 If 
the mother suspects that her child’s father may not be the biological 
father, she may choose to not ask this father to be tested.19 This 
respects her autonomy and may be most beneficial to all. Providers 
may be willing to do this, however, only if there are no risks of 
adverse medical consequences to anyone. This approach also allows 
the provider to sustain a more positive relationship with the mother 
since it allows her to decide.15 The mother, too, then, may not know or 
even ever know whether her husband – or another former partner – is 
their child’s biological father. This may be what she would want. The 
provider might, then, take initiative to explore this with her before 
she decides. Providers may not want to offer mothers this decision-

making option on the ground that the mother chose to engage in what 
they see as an indiscretion. They may believe that she should bear this 
decision’s consequences. This view is for several reasons ethically 
problematic. Chief among these problems is that the consequences 
may be profoundly destructive to the child and family. This harm 
may far outweigh all other considerations. The provider, also, has no 
ethical basis for taking on this judging role. 

Insisting that mothers tell fathers

Another approach, quite the opposite of the one above, may occur 
after providers discover non-paternity incidentally. These providers 
may then tell these mothers that they must tell these fathers, as, for 
instance, within a week. Further, they may then say that they will then 
check and if these mothers have not told the father by then, these 
providers will. 

Providers may do this for several reasons. They may think that 
those in the medical profession should not keep secrets.14,17,26,27 They 
may think that fathers have an absolute right to know. They may also 
use these two above reasons to justify their imposing their personal 
view that the mother should be punished for her past indiscretion, 
as I noted above. They may do this without their knowing that they 
are using these reasons to rationalize their imposition of their morally 
unjustifiable personal bias.

Telling no one

A third approach is for providers to inform both parents initially 
that any information they find incidentally they will not disclose 
unless it is medically relevant.13 This practice of total non-disclosure 
has been used to protect family members’ relationships by keeping 
them intact in other contexts. Transplant centers, for example, may 
inform family members before a transplant is carried out that if for 
some reason the transplant is cancelled, the staff will not tell the 
family why. A reason for this policy is that parents and others may 
refuse to donate their kidney at the last minute. There may be other 
reasons for canceling the transplant than these parents’ own interest, 
but the staff’s not telling the family will prevent the family from a 
possibly devastatingly effect, just as may occur after the disclosure 
of non-paternity. This transplant policy is controversial. It illustrates, 
however, another instance in which medical staff may agree to keep to 
themselves a family secret.

Not telling parents that non-paternity can be discerned

A fourth approach sometimes carried out is for providers to not tell 
either parent that genetic testing can produce this incidental finding.28 
Some parents may not know this unless their provider tells them. They 
may not know that genetic testing conducted for an entirely different 
medical reason could also reveal non-paternity. If, though, the provider 
tells such parents this such that they learn this for the first time, they 
–who almost always will be fathers – may, in response, want then to 
be tested. They may seek this out even at another institution. Then, the 
same harmful outcomes for their family may come about.

Telling parents that mutation is possible or even quite 
possible

The finding of non-paternity may be due to a genetic mutation, 
uncommon though this may be. Fathers found on genetic testing to 
not be their child’s biological father may, though, still be their child’s 
biological fathers. The likelihood of this may depend on the kind of 
testing being done. Some providers, routinely tell parents this. Some, 
in addition, go further. They purposefully state that this is more likely 
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than it is, because they know that, then, fathers who want to believe 
that they are the biologically-related fathers may more easily conclude 
that a mutation has occurred. These providers may stretch this truth 
that a mutation could occur, for instance, by telling these fathers or 
both parents that the likelihood of a mutation is “quite possible.”27 

Providers saying this furthers the possibility that parents can believe 
what they want to believe. The capacity of people to believe what 
they want to believe and to successfully deny what they don’t want to 
believe varies. An example of some people having a greater capacity 
for denial, commonly seen in the medical community, is pregnant 
women coming into the emergency room in labor who do not know 
that they are pregnant. They may believe, for example, that they have 
a stomach ache. Fathers, in somewhat this same way, may want to 
believe that a mutation has occurred, though this is highly unlikely. 
Parents wanting to be more certain may, on the other hand, go on to 
have more definitive genetic testing.29

Asking both parents what together they want

A sixth approach is to ask both parents what they each would want 
if non-biological parenthood is incidentally discovered.12 Here a first 
problem is that these partners may not agree. An approach that may 
be useful in this instance is to ask both parents to try to imagine what 
they would feel toward their child and each other if in the future they 
did know and didn’t know. They may find that this imaginary exercise 
helps them get clearer on what they really most want. The father may 
discover, for instance, that he would still feel the same for his child, 
just as he would if he had initially adopted this child. As noted earlier, 
parents may not know how in the future they would respond. Again, 
counseling may in this instance help. Counseling may, in this instance, 
also help these parents see what they feel and/or want to continue to 
be able to feel for each other, as well as what they want to feel and 
want to be able to feel for their child. They may, for all these reasons, 
decide to decline being tested. They may discover that their love for 
each other and their love for their child that they presently have far 
outweighs what they would gain from knowing whether the father is 
biologically the father of their child. 

The care perspective
The Care Perspective holds that what is most important to people 

is likely to be their relationships with other people. Weaver, speaking 
as an advocate for prioritizing this approach when deciding what to 
do after findings of genetic non-paternity, states, “More than imposed 
standards of justice, the ethic of care is grounded in voice and 
relationships, recognizing the importance of a patient’s being listened 
to carefully and heard with respect. An ethic of care recognizes the 
need for a physician to be responsive to the patient’s interpretation 
of her inter-connected relationships and the patient’s interpretation 
of informational needs within those relationships. An ethic of care 
has potential to both inform and advise timing and content of genetic 
disclosure.”15 Her practical conclusion is unequivocal. She declares, 
“A blind standard of physician disclosure should not be seen as 
best practice. Instead, relationally informed and patient-empowered 
disclosure should be seen as the best approach.” These relationships 
in this instance involve both parents, the child and, perhaps, also other 
children. Weaver’s adding this additional framework may, for some 
providers, move them to leave this decision up to mothers as opposed 
to their telling them that if they won’t tell the father, they will. 

Conclusion
When providers incidentally discover non-biological parenthood, 

this is a crisis.12,19 The outcome of what they alone or with the parent 

or parents decide may profoundly affect children’s and these families’ 
lives. This may destroy their relationships with each other. In light 
of these possibly dire outcomes, providers might consider preventing 
this harm by nor prioritizing the moral principles of telling the truth 
and not keeping a secret.4,26 Providers’ relationships with these 
mothers or parents may also warrant moral weight.30 It is, of course, 
the children who are most likely to be vulnerable here. Thus, on this 
ground alone, it may be that providers, above all, should seek to 
protect these children.31 It may be that this ultimate concern should 
prevail whether or not from even a legal view there may be some who 
advise other options.32,33
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