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Elective Surgery and Patient Choice
ABSTRACT: Acknowledgment of the importance of patient autonomy and increased patient access to information, such as information on the Internet, has prompted more patient-generated requests for surgical interventions not traditionally recommended. Depending on the context, acceding to a request for a surgical option that is
not traditionally recommended can be ethical. Decisions about acceding to patient requests for nontraditional surgical interventions should be based on strong support for patients’ informed preferences and values; understood in
the context of an interpretive conversation; and consistent with considerations of safety, cost-effectiveness, and
attention to effects on the health care system of expanded choice. Physicians should make sure that their counseling about specific risks and benefits is based on current evidence. After the physician has provided information
and careful counseling, the patient and physician will often reach a mutually acceptable decision. If the patient and
physician cannot reach an agreement, then referral or second opinion may be appropriate.

Acknowledgment of the importance of patient autonomy and increased patient access to information, such
as information on the Internet, has prompted more
patient-generated requests for surgical interventions not
traditionally recommended. Such requests are sometimes
based on misunderstandings of risks or benefits or on
concerns that can be readily addressed within traditional
guidelines. But, they also can issue from knowledgeable understanding of the risks and benefits of relevant
options and personal assessments that simply differ from
the preferences and priorities that are assumed in medical
guidelines and practice.
These issues raise important questions about whether
and when it may be appropriate to accede to patients’ specific preferences and priorities. Is it ethically acceptable
to perform a risk-reducing oophorectomy for a 30-yearold patient with no family history of ovarian cancer if
the patient’s anxiety is strong and overwhelming? Is it
ethically appropriate to perform a cesarean delivery on
maternal request at term in an otherwise uncomplicated
pregnancy (1, 2)?
The purpose of this Committee Opinion is to provide an ethical framework to guide physicians’ responses
to patient requests for surgical treatment that is not tra-

ditionally recommended. In using the examples of riskreducing salpingo-oophorectomy and cesarean delivery
on maternal request, the Committee on Ethics of the
American College of Obstetricians and Gynecologists (the
College) does not mean to comment on the clinical appropriateness of or medical evidence regarding these interventions, a topic beyond the purview of the Committee
on Ethics that is addressed by the College’s Committee on Practice Bulletins—Gynecology and the Committee on Obstetric Practice, respectively (3, 4). The
Committee on Ethics also addresses other special considerations involving patient choice in obstetric decision
making in Committee Opinion Number 321, Maternal
Decision Making, Ethics, and the Law (5).
In summary, the Committee on Ethics recommends
the following:
• When patients request surgical interventions that are
not traditionally recommended, physicians should
make sure that their counseling about specific risks
and benefits is based on current evidence.
• Determining an appropriate course of treatment for
individual patients requesting a surgical intervention that is not traditionally recommended requires

particularly careful communication. The goal should
be decisions reached in partnership between patient
and physician.
• Depending on the context, acceding to a request
for a surgical option that is not traditionally recommended can be ethical. Decisions should be based
on strong support for patients’ informed preferences
and values; understood in the context of an interpretive conversation; and consistent with considerations
of safety, cost-effectiveness, and attention to effects
on the health care system of expanded choice.

Ethical Principles Relevant to
Expanding Patient Choice
A recent ethical framework distinguishes four factors
that are relevant to the responsible inclusion of patient
preference in guidelines and physician care (6): 1) patient
autonomy, 2) avoiding harm, 3) cost-effectiveness, and
4) effects on the health care system of increasing choice.
Patient Autonomy
The importance of uncovering and incorporating, where
possible, patients’ own priorities and values in their medical care is widely endorsed, especially when the preferences
are informed and deeply held. Patients can vary greatly
in the values, preferences, and priorities they bring to a
given medical situation. In particular, patients can vary
considerably in how they weigh specific medical risks and
benefits; a physician’s risk–benefit analysis may not be the
same as an individual patient’s. Furthermore, nonmedical considerations are often of first-order importance to
patients. This may be particularly true in obstetrics. Issues
of process in birth, or securing a psychological sense of
safety, matter deeply to some patients (6–8). Some of the
most important issues to patients are found in personal,
cultural, and narrative concerns that are not well captured in traditional medical guidelines.
It also is widely acknowledged that patients’ requests
for interventions may not always be appropriate or feasible to satisfy. Considerations of safety, cost-effectiveness,
and effects on the broader health care system of expanding patient choice are all relevant to determining when
it is appropriate to accede to patient requests. Although
patients have strong autonomy interests in having access
to expanded choice, these interests do not merit the same
level of protection as rights to refuse treatment.
Avoiding Harm
Nonmaleficence instructs health care professionals to
minimize harm. Consideration of risk limits a health care
professional’s obligation to accede to requests for medical
intervention; if risks are too high relative to the benefits
accrued, those risks serve as a barrier to the permissibility
of performing the intervention. Summary judgments of
what is “safe” and “unsafe” are more properly understood as a series of probabilities and ranges of severity of
untoward outcomes and processes. Risk should be under-
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stood as a function of likelihood and severity of outcome
and can be setting specific and physician specific.
Cost-effectiveness
Consideration of cost-effectiveness limits a physician’s
obligation to accede to requests for surgical interventions.
If an intervention offers little or no incremental benefit
but uses substantially more resources than an alternative,
then physicians may reasonably decline a request for the
first.
Questions have been raised about whether traditional cost-effectiveness measures adequately capture
personal factors, including process-oriented ones that
are often of as much importance to patients as discrete
medical outcomes (6). For instance, mode of delivery is
an area in which women may have preferences that are
deeply important to them yet that are poorly captured
in traditional recommendations focusing on discrete
medical outcomes. For interventions that are known to
intersect with such personal considerations, the relevance
of cost-effectiveness assessments should be made in conjunction with an understanding of what matters most to
the patient.
Furthermore, accurate assessment of medical costs
can be difficult to achieve. Concerns have been raised that
expanding access to cesarean deliveries will raise costs,
with clinicians citing the higher cost of cesarean delivery
over vaginal delivery (9). Determination of the true cost
comparison is complicated, however, by the need to
account for the probability of conversion from a vaginal
delivery to an emergent cesarean delivery, which is more
costly than a planned cesarean delivery.
Effects of Expanding Choice on the Health Care
System
Changing patterns of patient preference can have strong
indirect effects on the options available to other patients.
If demand for a given procedure increases sufficiently,
it can decrease the availability of other more traditional
options by decreasing the training and experience health
care providers then have with traditional options or
through downstream shifts in staffing patterns.
The potential for such effects may be among the
most significant concerns for increasing access to elective cesarean delivery. As the cesarean delivery rate has
increased, so too have concerns that labor and delivery
wards orient more to high-intervention births, with a
resultant decrease in proficiency with or staffing to support low-intervention births. The experiences in certain
Latin American countries, where high rates of cesarean
delivery have limited meaningful access to low-intervention or vaginal birth, are a case in point (10). Concerns
have been raised that allowing cesarean delivery on
maternal request will amplify those trends. This issue is
especially important given that for many women, a vaginal delivery is meaningful in its own right and not simply
as a function of other risks and benefits.
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How the choices of some can affect opportunities for
others raises important questions of justice. As with other
issues of justice, what this might mean for an individual
physician who provides care for an individual patient is
complex. Physicians must balance their advocacy obligations to individual patients with their stewardship role
for community resources. This balance, which is always
difficult in medicine, is influenced, among other things,
by how important the intervention is to the patient, upon
full understanding of its risks and implications, and by
how high the incremental cost to the health care system
is to acceding to the request.

Supporting Informed and Meaningful
Decisions
When individual patients request surgical intervention
that is not traditionally recommended, determining an
appropriate course of treatment requires particularly
careful communication. The goal should be decisions
reached in partnership between patient and physician.
In years past, a paternalistic physician–patient model
of medical counseling was advocated, in which physicians
present only information on risks and benefits of a procedure that they think will lead the patient to make the
“right”—that is, physician-supported—decision regarding health care (11). This model, problematic for many
reasons, is especially inappropriate in contexts in which
patients are known to have a significant range of values,
preferences, and priorities about the intervention being
considered.
Instead, an interpretive model of medical counseling
is critical. The interpretive model of medical counseling outlines the role of the physician as helping the
patient clarify and integrate her priorities, preferences,
and values into the decision-making process while acting
as an information source regarding the technical aspects
of any given medical procedure (11, 12). Alliance, communication, and support are emphasized, along with
clinical empathy, defined not as the attempt to feel what
the patient feels, but as the ability to be attuned to and
follow up on the patient’s emotional signals (13, 14).
When implementing this model, physicians must
be careful to help the patient clarify her values while not
imposing their own values on the patient. For instance,
obstetricians should be cautioned against reliance on
their own personal opinion as to what is normative for
a “good birth,” recognizing that women vary—from
woman to woman and, sometimes, from one pregnancy
to the next in the same woman—on the criteria of a good
birth (15). At the same time, physicians should understand the importance of helping patients to frame and
integrate medical issues into the context of their values
and lives, remembering that physicians’ professional
judgments generally are of considerable value to patients.
Especially in complex decisions, patients prefer the physician role of a caring partner and medical expert in the
decision-making process as opposed to a simple pur-
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veyor of information (16–18). In addition, when patients
request surgical interventions that are not traditionally recommended, physicians should provide counseling
about specific risks and benefits based on current evidence. The physician should review the evidence with the
patient, acknowledge where evidence is limited, and help
to frame considerations to facilitate patient exploration.
All of these factors take time—with complex issues,
time ideally spent over multiple visits—to allow the
patient to process the information and implications that
are most salient to her. Time is a scarce commodity; the
realities of current clinical practice often place severe
restrictions on it. Still, it is worth underscoring that a
recent study found that time spent with the patient was
a critical factor in supporting consent—indeed, the only
thing that correlated with improved decisional capacity
was time with the patient (19).
Presented with a request for a surgical intervention
that is not traditionally recommended, the physician must
start with assessment of the current data regarding the
relative medical benefits and risks of the approach and
its alternative(s). For instance, because of the potential
for lung complications, the College Committee Opinion
Number 559, Cesarean Delivery on Maternal Request,
states that cesarean delivery on maternal request should
not be performed before 39 weeks of gestation; because of
the increased risk of placenta previa, placenta accreta, and
gravid hysterectomy with each additional cesarean delivery, the College does not recommend cesarean delivery on
maternal request for women desiring several children (4).
The physician should explore the patient’s concerns
and the factors that matter most to her, in the context of
a supportive and open conversation, and offer appropriate education and counseling as needed. Such exploration may lead the patient to reconsider the request. For
instance, a 30-year-old requesting risk-reducing salpingooophorectomy based on fear of cancer may rethink the
request after being counseled on the functions of ovaries
and the implications of their removal: that it would
remove the option of having a child with her own egg;
that it would diminish vaginal lubrication and pliability;
or that estrogen is critical to bone density. Similarly, if
a patient requests elective cesarean delivery because she
is afraid of pain during labor (20), providing her with
information about procedures available for effective pain
relief during labor may lead her to change her mind about
wanting surgery (21).
Alternatively, conversation may confirm the woman’s initial request. Consider a woman who is finished
with childbearing and whose family has already been devastated by a sister’s death from genetically linked ovarian cancer. Although the woman herself is not a genetic
carrier, she may decide that she is willing to move up the
date of menopause and take recommended medications
for the reassurance that she would not die and leave her
own small children because of ovarian cancer. Similarly,
a woman might strongly prefer a scheduled cesarean
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delivery if she strongly disvalues a one-in-four chance of
having an exhausting trial of labor followed by a cesarean
delivery and finds herself facing delivery at a hospital
with a high rate of conversion from vaginal delivery to
cesarean delivery (22).
If, after careful counseling, the physician believes
that the surgical option is best for this individual woman
and her life circumstances, then it is ethically permissible to perform the surgery. If constraints on insurance
or hospital regulations preclude acceding to the request,
the physician can maintain alliance with the patient by
expressing respect for her perspective and request as
understandable and reasonable and communicate regret
that it cannot be met.
If the physician believes, based on evidence, that performing the surgery would be detrimental to the overall
health and welfare of the woman, he or she should not
perform the surgery. In these circumstances, physicians
do not have an ethical obligation to refer the patient to
a willing health care provider, but they may wish to offer
a referral for a second opinion with the thought that
another, likely concordant, opinion may be useful for the
patient.
For cesarean delivery on maternal request in particular, all obstetricians are encouraged to examine whether
there are practice-based or facility-based changes that
can remove some of the concerns that may contribute
to a preference for planned cesarean delivery. Physicians
should ensure adequate pain management, effective and
supportive communication, and a strong commitment to
training in low-intervention births. The College continues to support vaginal delivery as the primary mode of
delivery in the absence of medical indications for cesarean delivery. Performing cesarean delivery on maternal
request should be limited to cases in which the physician
judges that it is sufficiently safe, given the specifics of the
woman’s pregnancy and setting, and has had the opportunity for thorough and thoughtful conversation with
the patient.

Summary
Decisions about acceding to patient requests for surgical
interventions that are not traditionally recommended
should be based on strong support for patients’ informed
preferences and values; understood in the context of an
interpretive conversation; and consistent with considerations of avoiding harm, cost-effectiveness, and effects
on the health care system of expanded choice. When
patients request a nontraditional surgical intervention,
conversations and recommendations must begin with
the physician having a good understanding of the scientific evidence for and against the requested procedure.
Physicians should be sure that the safety concerns that
limit acceding to patient requests are evidence-based
and not merely a reflection of a physician’s traditional
approach. The physician should use the opportunity
that this kind of request presents to explore the factors
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specific to the woman in the context of her own life narrative. Health care professionals also should understand
that medical risk and benefit, although of obvious and
first-order importance, do not exhaust all fully reasonable
factors that may be important to the patient. Listening to
patients, helping to frame what they might be thinking,
and including process as well as outcome are key obligations. Depending on the context, acceding to a request for
a surgical option that is not traditionally recommended
can be ethical.
After the physician has provided information and
careful counseling, the patient and physician will often
reach a mutually acceptable decision. If the patient and
physician cannot reach an agreement, then referral or
second opinion may be appropriate.

References
1. Minkoff H, Chervenak FA. Elective primary cesarean delivery. N Engl J Med 2003;348:946–50. [PubMed] [Full Text]
^
2. Bettes BA, Coleman VH, Zinberg S, Spong CY, Portnoy B,
DeVoto E, et al. Cesarean delivery on maternal request:
obstetricians-gynecologists’ knowledge, perception, and
practice patterns. Obstet Gynecol 2007;109:57–66. [Pub
Med] [Obstetrics & Gynecology] ^
3. Elective and risk-reducing salpingo-oophorectomy. ACOG
Practice Bulletin No. 89. American College of Obstetricians and Gynecologists. Obstet Gynecol 2008;111:231–41.
[PubMed] [Obstetrics & Gynecology] ^
4. Cesarean delivery on maternal request. Committee
Opinion No. 559. American College of Obstetricians and
Gynecologists. Obstet Gynecol 2013;121:904–7. [PubMed]
[Obstetrics & Gynecology] ^
5. Maternal decision making, ethics, and the law. ACOG
Committee Opinion No. 321. American College of Obstetricians and Gynecologists. Obstet Gynecol 2005;106:
1127–37. [PubMed] [Obstetrics & Gynecology] ^
6. Little MO, Lyerly AD, Mitchell LM, Armstrong EM, Harris
LH, Kukla R, et al. Mode of delivery: toward responsible
inclusion of patient preferences. Obstet Gynecol 2008;
112:913–8. [PubMed] [Obstetrics & Gynecology] ^
7. Fuglenes D, Aas E, Botten G, Øian P, Kristiansen IS. Why
do some pregnant women prefer cesarean? The influence of
parity, delivery experiences, and fear. Am J Obstet Gynecol
2011;205:45.e1–9. [PubMed] [Full Text] ^
8. Kukla R, Kuppermann M, Little M, Lyerly AD, Mitchell
LM, Armstrong EM, et al. Finding autonomy in birth.
Obstetrics and Gynecology Risk Research Group. Bioethics
2009;23:1–8. [PubMed] [Full Text] ^
9. Druzin ML, El-Sayed YY. Cesarean delivery on maternal
request: wise use of finite resources? A view from the
trenches. Semin Perinatol 2006;30:305–8. [PubMed] [Full
Text] ^
10. Behague DP, Victora CG, Barros FC. Consumer demand
for caesarean sections in Brazil: informed decision making,
patient choice, or social inequality? A population based
birth cohort study linking ethnographic and epidemiological methods. BMJ 2002;324:942–5. [PubMed] [Full Text]
^

Committee Opinion No. 578

11. Emanuel EJ, Emanuel LL. Four models of the physicianpatient relationship. JAMA 1992;267:2221–6. [PubMed] ^
12. Kukla R. Conscientious autonomy: displacing decisions
in health care. Hastings Cent Rep 2005;35(2):34–44.
[PubMed] ^
13. Halpern J. From detached concern to empathy: humanizing medical practice. New York (NY): Oxford University
Press; 2001. ^
14. Empathy in women’s health care. Committee Opinion
No. 480. American College of Obstetricians and Gynecologists. Obstet Gynecol 2011;117:756–61. [PubMed]
[Obstetrics & Gynecology] ^
15. Lyerly AD. A good birth: finding the positive and profound
in your childbirth experience. New York (NY): Avery; 2013.
^
16. Orfali K. Parental role in medical decision-making: fact or
fiction? A comparative study of ethical dilemmas in French
and American neonatal intensive care units. Soc Sci Med
2004;58:2009–22. [PubMed] ^
17. Skea Z, Harry V, Bhattacharya S, Entwistle V, Williams B,
MacLennan G, et al. Women’s perceptions of decisionmaking about hysterectomy. BJOG 2004;111:133–42.
[PubMed] [Full Text] ^
18. Entwistle V, Williams B, Skea Z, MacLennan G,
Bhattacharya S. Which surgical decisions should patients
participate in and how? Reflections on women’s recollec-

Committee Opinion No. 578

19.

20.
21.

22.

tions of discussions about variants of hysterectomy. Soc Sci
Med 2006;62:499–509. [PubMed] ^
Fink AS, Prochazka AV, Henderson WG, Bartenfeld D,
Nyrienda C, Webb A, et al. Predictors of comprehension
during surgical informed consent. J Am Coll Surg 2010;
210:919–26. [PubMed] [Full Text] ^
Bewley S, Cockburn J. Responding to fear of childbirth.
Lancet 2002;359:2128–9. [PubMed] [Full Text] ^
Saisto T, Salmela-Aro K, Nurmi JE, Kononen T, Halmesmaki
E. A randomized controlled trial of intervention in fear
of childbirth. Obstet Gynecol 2001;98:820–6. [PubMed]
[Obstetrics & Gynecology] ^
Lagrew DC, Bush MC, McKeown AM, Lagrew NG.
Emergent (crash) cesarean delivery: indications and outcomes. Am J Obstet Gynecol 2006;194:1638–43; discussion
1643. [PubMed] [Full Text] ^

Copyright November 2013 by the American College of Obstetricians
and Gynecologists, 409 12th Street, SW, PO Box 96920, Washington,
DC 20090-6920. All rights reserved.
ISSN 1074-861X
Elective surgery and patient choice. Committee Opinion No. 578.
American College of Obstetricians and Gynecologists. Obstet Gynecol
2013;122:1134–8.

5

