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Cesarean deliveries are among the most common surgical procedures performed in the United States. Recent publications demonstrate reduced risks of these operations and describe their potential benefits to both mothers and children.  Recent surveys report that a substantial minority of obstetricians would accede to patients’ requests for elective primary cesarean section, and that some of these professionals would prefer that mode of delivery for themselves or their partners.  Despite these evolving attitudes, and a substantive literature detailing the risks and benefits of cesarean delivery, scant attention has been paid to the ethical underpinnings of surgery by choice in these circumstances or ethically justified criteria for determining the role of patient choice in elective surgery generally.  The authors present an ethical framework for when to offer, recommend, and perform elective primary cesarean delivery.   We conclude that beneficence-based clinical judgment still favors offering and recommending vaginal delivery when cesarean delivery is not indicated for maternal or fetal benefit.  Offering or performing elective cesarean delivery is not consistent with justice-based considerations and there is no autonomy-based obligation to offer cesarean delivery in an ethically and legally appropriate informed consent process.

In our view, beneficence-based clinical judgment still favors vaginal delivery, a view shared by the majority of obstetricians in the United Kingdom and Israel concerning preferences for themselves or their partner. However, the degree to which a vaginal approach advantages a woman is less evident that it was in years past.  At this juncture it would still appear that offering elective cesarean delivery is not consistent with beneficence-based clinical judgment.  However, beneficence is not the sole principle at issue.  Justice and respect for autonomy, two other major principles of medical ethics, must also be considered.

Given current data it would appear that a large number of elective operations may be required to prevent each instance of morbidity related to vaginal delivery.  It offends substantive justice to impose iatrogenic burdens on so many patients in order to produce benefit for so few.  One counter-example might be the widespread use of cesarean delivery for a low scalp pH.  Despite increasing evidence that with a pH in the range of 7.16.-7.19 there is minimal risk to the neonate, some providers still adhere to a standard of intervention at a pH under 7.20 unless delivery is imminent.  This obstetrical practice suggests that performing hundreds of cesarean deliveries to prevent a single morbid event is, in at least some situations, is acceptable clinical management. Similarly, elective repeat cesarean delivery, rather than VBAC, has been advocated in certain circumstances while acknowledging that the recommended protocols might require over 400 cesarean deliveries to prevent a single morbid event.  However, these practices that have emerged or been proposed have not been based on a careful analysis of the implications of substantive justice.  It follows that we should have no confidence that either offering or performing elective cesarean delivery is consistent with substantive-justice-based considerations until more thoroughgoing analysis has been performed.

Basing clinical judgment solely on the patient’s positive rights turns the entire informed consent process on its head and turns the physician into a mere technician.  Such a positive-rights approach to the consent process assumes that, as a lay person, each patient is capable of identifying medically reasonable alternatives and that physicians are obligated to carry out patients’ requests simply because they are the patients’ requests.  The result would be to systematically devalue expert clinical judgment and with it the integrity of medicine as a profession.  Not only ethics but also law gives a central place to professional integrity.  Every court since In Re Quinlan has held that preserving the professional integrity of medicine is an essential social value in end-of-life care and justifies limiting such positive rights as that to physician-assisted suicide.   It follows that there is no autonomy-based obligation to offer cesarean delivery in an ethically and legally appropriate informed consent process.  This conclusion is also supported by beneficence-based and justice-based considerations, as set out above.

Though physicians ought not routinely to offer cesarean delivery, they may still need to respond to requests for counseling in that regard. After an appropriate informed consent process, a woman may spontaneously request an elective cesarean delivery.  In light of the preceding ethical analysis, how should the physician respond?

In the current era of evidence-based medicine, there is need for a careful scientific and ethical reassessment of the benefits and burdens of elective primary cesarean delivery, one that does not embrace any shibboleths based on long held but poorly justified beliefs regarding the current paradigm of care. That analysis might demonstrate that the data still overwhelmingly favor a continuation of current standards or it might suggest a need to develop, through trials, the empiric data on which to base future practice.  In view of the decreasing burdens of surgery and the documented, albeit incremental, increase in its benefits, it is difficult to dismiss peremptorily requests for elective cesarean delivery, and the physician should not do so.  If patients raise the subject of elective cesarean delivery, they deserve a careful consideration of the issue. It might be illustrative to consider such requests in the context of surgery that is traditionally referred to as “elective”, e.g., plastic surgery. Procedures such as liposuction or breast augmentation put patients at some risk and often prevent no medical morbidity. Yet patients’ rights to accept the risks and to request such procedures go largely unchallenged. Of course, with such elective procedures the patient is assuming whatever risks are present for herself.  With elective cesarean delivery, the pregnant woman is pursuing benefits and assuming risks not only for herself, but also for the fetal patient.  

To protect both patients, the physician is obligated to ensure that the woman understands the risks of cesarean delivery to herself and her baby, appreciates that those risks could indeed occur, and makes a voluntary decision.  The physician should also ask her to reconsider her decision.  Referral for a second opinion would surely be justified as an important quality assurance strategy.  If the patient’s request persists and reflects deeply held values that she reaffirms, then it meets the test of being well-supported in autonomy-based clinical judgment. We emphasize that spontaneous, uninformed, or unreflective requests fail to meet this demanding ethical standard.  Adhering to such a demanding standard will maintain obstetricians’ professional integrity, which provides a powerful antidote to elective primary cesarean delivery becoming unjustifiably widespread or obstetricians feeling inappropriately compelled to respond to patients’ request without challenging them.

A physician who believes that elective cesarean delivery does not fall within the boundaries of acceptable medical practice is free to invoke individual conscience and inform the patient that he or she is unable to honor the patient’s request.  The physician should then arrange for the woman’s transfer to a physician who is willing to respect her request.  It is important that the patient understand that this is not a value judgment against her request.  With the currently available data some physicians will be comfortable honoring the request.   
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