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This textbook Surgical Ethics: Principles and Practice is devoted to dissemi-
nate the foundations and implications of ethics in the surgical arena, the so- 
called surgical ethics. Theoretical ethics attempts to understand the underlying 
grounds, assumptions, and concepts of ethical systems; meanwhile, practical 
ethics is related to the application of ethical standards in everyday surgical 
practice and care. This book attempts to provide acting surgeons in the differ-
ent fields with a thorough and deep practical insight of the field of ethics as 
well as tools for solving ethical conflicts in everyday care.

Surgery is characterized by some unique features: it harms before healing, 
penetrates the patient’s body, and thus is highly invasive; decision-making is 
performed many times under conditions of uncertainty and is prone to risks, 
errors, accidents, complications, and sequelae. Thus, surgery is a moral prac-
tice, and as such, the surgeon becomes a moral fiduciary agent for his or her 
patient. Trust is paramount to build an effective and beneficial patient- surgeon 
relationship, placing the patient at the center of our fiduciary care.

Ethics lies at the core of surgical professionalism: surgeons should not 
only achieve surgical competence and diligence but also need to be ethically 
and morally reliable. In this way, an outstanding quality of care will be offered 
to all members of our society.

I want to specially thank all the coauthors, leaders in their fields, who have 
done an amazing job. Their collaboration has been outstanding, and without 
their participation, this book would not be in your hands today.

My eternal gratitude to Dr. Carlos Pellegrini, a true beacon in my aca-
demic life and instrumental in allowing me to contribute to this field at the 
University of Washington, Department of Surgery. He and his wife Kelly 
have been long-standing friends, mentors, and supporters.

A special mention to our Editor Mr. Prakash Jagannathan, whose role was 
fundamental and was highly effective in guiding our efforts.

 

Buenos Aires, Argentina Alberto R. Ferreres 
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History and Development 
of Medical Ethics In the West

Georgina D. Campelia and Denise M. Dudzinski

 Introduction: From Professional 
Ethics to Bioethics

“We have to be there at the birth of ideas, the burst-
ing outward of their force: not in books expressing 
them, but in events manifesting this force, in strug-
gles carried on around ideas, for or against 
them.” — Michel Foucault1

Philosopher, social theorist, and historian 
Michel Foucault reminds us that terms like “med-
ical ethics” do not simply name an idea. Rather 
the meaning and import of a term can be found in 
the interactions and even conflict that produces 

1 Foucault, M. “Les Reportages d’Idees”, in Corriere 
Della Sera (Milan, 12 Nov. 1978; repr. In Dilder Eribon, 
Michel Foucault), 1989; Tr.1991.

Medical Ethics
The application of moral reasoning in the 
setting of clinical practice and medical 
research.

Today it is also distinguished by subfields:

 1. Theoretical bioethics
 2. Clinical ethics
 3. Surgical ethics

G. D. Campelia (*) · D. M. Dudzinski 
Department of Bioethics & Humanities, University  
of Washington School of Medicine, & UW Medicine 
Ethics Consultation Service, Seattle, WA, USA
e-mail: gdcamp@uw.edu

Key Points
• In Western medicine, medical ethics 

evolved from an amorphous idea in 
ancient medicine to a distinct field of 
study in the twentieth century.

• The different eras of medical ethics are 
marked by struggles and responses, as 
medical ethics moves from (1) oaths of 
faith and fidelity grounded in the author-
ity of higher powers (state, church, 
crown) to (2) oaths of decorum grounded 
in professional consensus and contrac-
tual agreements within the medical pro-
fession and finally to (3) ethical codes 
formulated collaboratively and grounded 
in moral reasoning.

• Many of the same virtues and obligations 
have defined medical ethics throughout 
the centuries (e.g., beneficence, compas-
sion, confidentiality, fidelity, trustworthi-
ness, respect, integrity, and justice), but 
their meaning and application have 
changed with evolving medical knowl-
edge and technology, societal perceptions 
and understanding, and historical events.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-05964-4_1&domain=pdf
mailto:gdcamp@uw.edu
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and results from the terminology. Today, “medi-
cal ethics” refers to the application of moral rea-
soning in the setting of clinical practice and 
medical research. This involves the use of moral 
theories (e.g., utilitarianism), moral principles 
(e.g., respect for autonomy), and virtues (e.g., 
trustworthiness) to help guide the medical field.

With this in mind, our history begins before 
Thomas Percival coined the term “medical eth-
ics” in his 1803 book Medical Ethics. We con-
sider how ethics’ influence on medicine has 
shifted over several centuries in the West. Medical 
ethics is an ancient professional ethos, but its 
path to a distinctive field of study is marked by 
collaboration and heroism, as well as episodes of 
deep conflict and violence.

What conflicts or historical shifts informed 
medical ethics as we understand it today and 
how has such naming distinguished the field 
itself? We chart the transformation of the 
 amorphous, unnamed idea of medical ethics, 
beginning with some of the earliest evidence of 
the character and oaths of the profession to its 
establishment as a distinctive field of study 
informing patient care.

 Emergence of Medical Ethics,  
But Not Yet Bioethics

It is thus an open question whether a subject like 
“medical ethics” existed before it had a designa-
tion. Could medical ethics really have existed 
before 1803, if no one had used an expression des-
ignating this concept?  – Robert B.  Baker & 
Laurence B. McCullough.2

Baker and McCullough are right to question 
whether medical ethics existed before it was 
named. Words matter, but as Foucault observes 
above, ideas begin to form long before they are 
named. Surgery, for instance, was not defined by 
written accounts of the first surgical interventions 
but materialized through the development of 
tools and techniques, through conversations and 
arguments about the trade, in the course of acci-
dents and mistakes that cost lives, and, perhaps 

2 Baker and McCullough [4].

most importantly, in response to patients in need 
of the cures and remedies specific to the art (frac-
tures, head wounds, wounds requiring sutures).3

Likewise, medical ethics took shape in the 
day-to-day practice of medicine and the nature of 
the physician’s relationship with a patient. It 
highlighted the importance of physicians’ moral 
character. Physicians responded to injury and 
trauma because society called on them to heal. As 
philosopher and bioethicist Albert Jonsen articu-
lates, the ethical norms go hand in hand with the 
healer’s role in restoring order:

Illness is seen as the consequence of a knowing or 
an unknowing infraction of the order and law of 
nature or society; the healer must apply the reme-
dies that restore order and reintegrate the sick per-
son into conformity with that order… The work of 
the healer must not only be correct, that is, the 
proper remedy for the illness is used, but it must 
also be right and good, done in conformity with 
rules, customs, and beliefs that constituted the 
meaning of life for the society. [29, p. 6]

The healer must never intend harm, so the art 
and practice are grounded in beneficence. But, 
for much of medicine’s history, scientific knowl-
edge and effective remedies were inadequate, so 
the power to heal eluded many. Doctors who 
failed to live up to the identity of healer were per-
ceived as quacks because their treatments rarely 
restored health and were more likely to harm. 
They also faced retributive justice as defined by 
legal codes. The Code of Hammurabi is one of 
the oldest known set of laws guiding social jus-
tice and punishment, including medical malprac-
tice [7]. The law specifies, for instance, that “If a 
physician make a large incision with the operat-
ing knife, and kill him, or open a tumor with the 
operating knife, and cut out the eye, his hands 
shall be cut off” [10, p. Code 218].

Prior to the nineteenth century, duties of phy-
sicians were defined in oaths and codes, and they 
were rarely grounded in moral reasoning (e.g., 
one ought not do X because it takes advantage of 
a patient’s vulnerability and so harms the patient). 
Rather, these oaths were grounded in social 
expectation, moral beliefs, and valued character 
traits. This is not to say that they were not serious 

3 See, e.g., Ellis [13], Gawande [16].

G. D. Campelia and D. M. Dudzinski
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commitments to beliefs about what was morally 
right. As Baker articulates,

Oaths were taken so seriously that signing a loy-
alty oath was taken as sufficient evidence of loy-
alty and could even secure pardons. Conversely, 
refusal to sign a loyalty oath was tantamount to 
treason… [3, p. 40]

In fact,

Oaths, vows, and promises are quintessential deon-
tological acts: they bind the person to his word, as 
testified before a higher being… Oaths were taken 
solemnly and observed stringently. [30, p. 4]

However, these codes of conduct are a better 
reflection of laws and customs that already 
existed in society than of considered judgments 
using moral frameworks. As such, medical ethics 
did not yet have the weight of moral reasoning 
and justification.

Ethics as validated by custom rather than 
moral argument is exemplified in one of our ear-
liest examples of ethics in Western medicine: the 
Hippocratic Oath (written in approximately the 

fifth century BCE). First printed as part of the 
Corpus Hippocraticum in 1526  in Venice, it is 
typically attributed to later generations of physi-
cians rather than Hippocrates himself [25]. The 
oath proclaims the same foundational principles 
that continue to characterize the “right” and the 
“good” of the profession of medicine. Famously, 
the oath obligates “First do no harm” (Latin, 
Primum non nocere) [22], known today as the 
principle of non-maleficence [5].

The power and motivation of the Hippocratic 
Oath is the physician’s personal or societal duty 
rather than more principled obligations to patients 
(such as a duty to respect patient values because 
human beings, especially vulnerable patients, are 
inherently morally worthy). Early physicians were 
primarily bound by fidelity to the gods and god-
desses: “I swear by Apollo the physician, and 
Asclepius, and Hygieia and Panacea and all the 
gods and goddesses as my witnesses…” [22]; and 
to their teachers: “To hold him who taught me this 
art equally dear to me as my parents… to look 
upon his offspring as equals to my own siblings, 
and to teach them this art… by the set rules, lec-
tures, and every other mode of instruction…” [22]. 
The health and well-being of one’s patients come 
only after these other obligations and are in honor 
of the gods: “In purity and according to divine law 
will I carry out my life and my art” [22]. The prac-
tice of medicine was essentially an act of faith. The 
ethical obligations of the physician (e.g., do no 
harm) fall out of and are beholden to the healer’s 
broader societal duties and relationships (e.g., to 
the gods/goddesses or to one’s teachers) as 
opposed to being grounded in moral reasoning 
(e.g., utilitarianism – creating the greatest good for 
the greatest number). This is not to say that moral 
values and reasoning are no longer interwoven 
with social custom but rather that early medical 
ethics was grounded in social custom.

Today, medical ethics is grounded in forms of 
moral reasoning that are particular to the medical 
profession. While this does not characterize early 
medical ethics, a similar structure of moral justifi-
cation is found in ancient Greek ethics. 
Philosophers like Plato (427–347  BCE) and 
Aristotle (384–322 BCE) present an early demand 
for a more objective approach to  morality, one in 

Deontology
An ethical framework based on duty and 
obligation (as opposed to consequences).

Examples:
Divine command theory  – e.g., “One 

ought not lie because the gods command 
truthfulness.”

Kantian ethics – e.g., “One ought not lie 
because rationality demands truthfulness.”

Moral Frameworks
Structured approaches to what one should 
do or who one should be that are grounded 
in reasoned argumentation.

*Deontology *Utilitarianism *Virtue 
Theory

*Communitarianism *Feminist Ethics 
*Care Ethics *Casuistry *Contract Theory 
*Principlism

History and Development of Medical Ethics In the West
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which the duties that spring from one’s relation-
ship to society are scrutinized and subordinated to 
obligations to the “right” and the “good.” Both 
philosophers make significant connections 
between medicine and ethics, often invoking 
medicine as a parallel methodological model.

In Plato’s Republic, for instance, Socrates 
questions his companions about whether it is just 
to act according to what is advantageous for one-
self and employs medicine as an example:

Now tell me, is the doctor in the precise sense, of 
whom you recently spoke, a money-maker or one 
who cares for the sick? Speak about the man who 
is really a doctor. (Plato, Republic, 341c)4

Similarly, Aristotle uses medicine (here as a kind 
of contrast) to gain a better understanding of the 
moral good:

Let us go back to the good we are looking for—
what might it be? For it appears to be one thing in 
one activity or sphere of expertise, another in 
another: it is different in medicine and in general-
ship, and likewise in the rest. What then is the good 
that belongs to each? … In medicine this is health… 
for it is for the sake of this that they all do the rest. 
The consequence is that if there is some one end of 
all practical undertakings, this will be the practica-
ble good… (Aristotle, NE, 1097a15-24)5

While Plato and Aristotle differ in their philo-
sophical approaches, both sought an understand-
ing of moral goodness as separate from social 
custom. As is apparent in Aristotle’s passage 
above, there is a clear distinction between the 
practice of medicine as a form of τέχνη/technê 
(i.e., art or craft) and the practice of virtue as the 
manifestation of εὐδαιμονία/eudaimonia (i.e., 
flourishing, happiness, or living well). 
εὐδαιμονία/eudaimonia is the end or moral goal 
every human being properly strives for. Health 
may be required to achieve it, because illness 
often confounds human flourishing. But it is 
eudaimonia that is the final or complete end of 
human life. In other words, a proper identifica-
tion of a healer might require the successful 

4 Here, and throughout, we use Allan Bloom’s translation 
of Plato’s Republic [42].
5 Here, and throughout, we use the Broadie and Rowe 
translation of Aristotle’s Nicomachean Ethics [2].

 healing of a wound (as we see in the above 
codes), and we might say health and healing are 
important because they lead to happiness 
(εὐδαιμονία/eudaimonia). But being or acting 
virtuously (i.e., manifesting eudaimonia) cannot 
be feigned (NE II.4) and cannot be justified 
according to some further end. Virtue demands 
moral reasoning to articulate it as such and 
defend it against rational counter-arguments.

Through the early eighteenth century, deco-
rum, faith, and obedience dictated physician 
behavior [3, 29, 30, 34]. The virtues and duties of 
the medical profession continued to be defined 
largely by the trade’s customs and broader social 
norms. Beginning in the sixteenth century, medi-
cal ethics was increasingly formalized by medi-
cal licensure and its legal-ethical codes. But the 
ethical demands of these codes remained 
grounded in social norms (e.g., decorum), the 
institutions themselves (e.g., the church), and 
consensus more than analytic arguments. For 
instance, some of the earliest oaths of healers 
regarded labor and delivery. In 1555 in England, 
Bishop Bonner constructed an oath required for 
midwifery licensure ([3, pp.  19–21]. This 
medical- ethical oath included duties to protect 
mother and child, e.g., “ye shall not suffer any 
chylde to be murdered, maymed, or otherwise 
hurtydem as nygh,” as well as duties in interest of 
the church, e.g., “when of necessity ye shall 
chrystyn any chylde, ye shall use pure and cleane 
water, nother mixt with rose water, damaske 
water, or otherwise altered or confected” [3, 
p. 21; 8, pp. 165–166].

These oaths were designed in the interest of 
the church and the crown, which often trumped 
the interests of the women in labor [3, p. 23]. For 
instance:

Item, ye shall never consent nor agree that any 
woman be delivered secretly, but in the presence 
of two or three lyghtes, if she travell nyght. [3, 
p. 21; 15]

Throughout history, societal order (e.g., the 
church, state, and/or crown) has demanded pun-
ishment for pregnancies that fell outside of social 
norms (e.g., because the woman was unmarried 
and bearing children out of wedlock). As such, 
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the well-being of the pregnant woman might have 
required delivering in secret. But in healers’ 
oaths at this time, this was prohibited because it 
violated a social order that required reporting 
unwed mothers, ‘bastard children’, and ‘true 
paternity’. As such, the woman’s interests in con-
fidentiality were subordinate to the interests of 
the church and crown, which included the dual 
efforts to protect children through proper chris-
tening and protect social order through proper 
identification of paternity.

Over the course of the sixteenth, seventeenth, 
and eighteenth centuries, as medicine became 
more institutionalized and commercialized [30, 
pp. 43–44], the power and meaning of the heal-
er’s duties began to shift and conflict ensued. As 
commerce developed in Western Europe, 
physician- patient relationships were changed by 
the formation of payment contracts and fixed 
sums for services calculated by professionals 
rather than based on the patient’s ability to pay 
or satisfaction with the services provided [30, 
p.  44]. As such, physicians, communities, and 
the state all struggled to reconcile conflict 
between the goals of healing and procurement of 
income [30, pp.  44–45]. Socrates’ question is 
echoed, is the true physician a healer or a 
money-maker?

At the same time, the oaths of physicians, 
grounded as they were in the power of the church 
and crown, transformed with the Catholic- 
Protestant struggle. In Scotland, for instance, the 
Presbyterian (Scotland’s national religion) resis-
tance to Anglicization led to the revision of uni-
versity oaths and inquisitions to insure the oaths’ 
obligations were fulfilled [3, p.  41]. In 1688, a 
Presbyterian inquisition sought to expunge fac-
ulty and administration at Edinburgh University 
of non-Presbyterians [3, p. 42; 39]. It was a con-
test of belonging, and it mattered less that you 
belonged to the medical profession than that you 
belonged to the right church or state.

We see the influences of these struggles and 
the Enlightenment in the oaths of the eighteenth 
century. Medical practitioners, scholars, and the 
broader community questioned the authority of 
religious institutions in the Age of Reason. And 
this conflict brought oaths built upon contracts 

within the profession itself rather than com-
manded by the church and crown. This means 
that the force of the obligation no longer came 
from duty to a higher power or simple fidelity to 
mentors but from agreement among members of 
the medical profession, attesting to the greater 
social standing and influence of physicians.

One of the first instances of this shift can be 
found in the Edinburgh University Medical Oath, 
Circa 1732–1735:

[I A.B. do solemnly declare that I will] practice 
physic cautiously, chastely, and honourably; and 
faithfully to procure all things conducive to the 
health of the bodies of the sick; and lastly, never, 
without great cause, to divulge anything that ought 
to be concealed, which may be heard or seen dur-
ing the professional attendance. To this oath let the 
Deity be my witness. [47, pp. 50-51]

The place of the deity, here, comes only after the 
duties of the art or trade, and the deity is a witness 
to rather than the source of the obligation. The 
influence of this oath on Western medicine, par-
ticularly in the Americas, was significant. Many 
physicians in the colonies spent part of their 
training at the University of Edinburgh [3, p. 38]. 
And medical education in America was modeled 
off of the Scottish example [3, p. 39].

Moving through the eighteenth and nineteenth 
centuries, a more contractarian model of medical 
ethics develops. While many of the virtues are 
similar (honor, beneficence, fidelity), medicine 
shifts to a “learned and gentlemanly profession” 
[30, p. 57] as defined within the profession and 
agreed to by medical professionals. In 1766, 
America’s first medical society was founded: 
New Jersey Medical Society. Its foundational 
document, Instruments of Association, pledged 
“never [to] enter any house in quality of our pro-
fession, nor undertake any case, either in physic 
or in surgery, but with the purest intention of giv-
ing the utmost relief and assistance that our art 
shall enable us, which we will diligently and 
faithfully exert for that purpose” [26, pp.  309–
311]. The moral demand is grounded in the art 
itself (as defined by the medical institution) and 
agreement among its practitioners, rather than in 
deference to a societal leader or broader societal 
customs.
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This same shift is visible in the oaths of other 
foundational medical societies. For instance, the 
Oath of the Medical Society of the State of 
New York, 1807, states:

I, A. B., do solemnly declare, that I will honestly, 
virtuously, and chastely, conduct myself in the 
practice of physic and surgery, with the privilege of 
exercising which profession I am now to be 
invested; and that I will, with fidelity and honour, 
do every thing in my power for the benefit of the 
sick committed to my charge. [23]

In these oaths, it is not the character of the physi-
cian that shifts significantly, as there is still a 
focus on honesty, honor, fidelity, and benefi-
cence. Likewise, the oath remains a “[distillation] 
of the ethical ideals of a community” [3, p. 37]. 
The transformation is in the source and power of 
the demand. The demand continues to be 
grounded in social agreements and norms, but the 
source of the demand comes from the institution 
of medicine itself. The oaths were thus defined 
through social agreement among medical 
 professionals and made powerful by the nature of 
this social contract.

As the ethical obligations of the profession 
became increasingly specified and formalized in 
the oaths/contracts of medical institutions, sev-
eral scholars began to theorize the character and 
ethos of medicine that took shape in those ethical 
codes. As the oaths become subject to moral 
reflection and reason, very quickly, the idea of 
medical ethics emerges in the discourse. John 
Gregory (1724–1773), a practicing physician 
who also taught philosophy at King’s College, 
invoked moral reasoning to justify the virtues of 
the profession. Influenced by philosophers such 
as David Hume and Adam Smith, Gregory 
accepted the historical virtues of the profession 
(e.g., honor, patience, humanity) but sought to 
ground them in the moral sentiment of sympathy 
with the patient and a desire to relieve suffering 
[18, 30, p. 60]. Sympathy motivates the physician 
obligation to respond so as to relieve or heal. The 
other virtues, such as honor and patience, are 
required in service of this goal.

Then in 1803, with the publication of Thomas 
Percival’s book Medical Ethics: Or a Code of 
Institutes and Precepts Adapted to the 

Professional Conduct of Physicians and 
Surgeons, the term “medical ethics” is coined. 
While not yet the field of medical ethics as we 
know it today, Percival’s work, like Gregory’s, is 
grounded in philosophical thought, investigating 
and justifying a physician’s moral role rather than 
merely articulating consensus. While his rules 
are sometimes consistent with historically inte-
grated principles of the profession, he draws on 
philosophical theory and renders those rules 
accountable to reason or, at least, reflection.

Unlike other products of the Enlightenment, 
Percival sought a balance between philosophy, 
religion, and medicine [41, p. 2266]. His thinking 
was influenced by philosophers and theologians 
alike, and this is reflected in his focus on virtue. 
A virtue theoretical approach, which begins from 
a conceptualization of the sort of person one 
should be rather than what actions one is obliged 
to take or avoid, had been common to both phi-
losophy (Plato, Aristotle, Hume) and theology 
(St. Ambrose, Aquinas, Maimonides) over the 
preceding centuries. Percival’s writings reveal a 
shift toward the same kind of justification sought 
by Plato and Aristotle. He uses the virtue of 
beneficence, for instance, to justify cost contain-
ment and fair distribution of resources (e.g., more 
rural dispensaries for the poor) [41, p. 2267]. As 
Pellegrino explains, “his worry is less with main-
taining professional secrecy than with potential 
harm to the patient” [41, p. 2267]. In this regard, 
Percival appealed to reason rather than custom 
and shifted the central concern of the profession 
to the patient.

But alongside rational justification for these 
ethical duties, the public questioned the motives 
of the institution of medicine. For instance, New 
Jersey colonists denounced the formation and 
authority of the New Jersey Medical Society with 
accusations of scheming and swindling the pub-
lic [3, pp. 10–11]. And this was neither the begin-
ning nor the end. Inside the profession arose 
critiques of self-interest and quackery, such as 
Yale professor Worthington Hooker’s 1850 publi-
cation Lessons from the History of Medical 
Delusions. More forceful were the violent public 
protests in Edinburgh (1725) and New  York 
(1788), which erupted against the practice of 
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“body snatching.” Body snatching involved rob-
bing graves to supply cadavers for study [3, 
pp. 57–58, 60]. In New York, bodies were typi-
cally taken from the graves of slaves and the poor 
[36], in part because they were not able to afford 
the iron cages and security personnel that safe-
guarded the bodies of the wealthy [21, 35]. 
Knowledge of the practice was met with building 
disgust and anger and eventually led to a group of 
citizens storming New York Hospital. These con-
flicts between physicians and the community 
were reflective of a kind of moral dissonance 
between medical practice and social expecta-
tions, and the struggle demanded a new under-
standing of the ethical obligations of physicians.

As we turn toward the mid-nineteenth century, 
we continue to see these clashes between the pro-
fession and the public play out in the practice and 
research of individual physicians. Dr. Marion 
Sims (1813–1883), for instance, remains immor-
talized in a statue in Central Park, NYC, as the 
founder of modern surgical gynecology. Yet, the 
techniques that he invented and are still in use 
today came from the objectification and torture of 
African American female slaves. One of his 
“patients,” Anarcha Wescott, underwent 30 opera-
tions to repair vesicovaginal fistulas [40]. Some 
defend Sims, arguing that he was well-intentioned 
insofar as he sought cures when there were none 
for the gruesome effects of the repeated rapes, 
pregnancies, and births that African American 
female slaves were forced to endure [54]. And yet, 
however willingly these women cooperated with 
Dr. Sims, they were enslaved so their participation 
could never have been truly voluntary, especially 
since the injuries they suffered were due to their 
being raped by white male slave owners. Notably 
Dr. Sims did not conduct these surgical experi-
ments on middle-class and wealthy white women, 
perpetuating a pattern of exploitation of enslaved, 
poor, and vulnerable people. Medicine, along 
with every other human enterprise, has a tendency 
to focus on the beneficial outcomes of Sims’ dis-
coveries (techniques that have helped many 
women) without acknowledging the means of dis-
covery (human exploitation and violence).

So, it is not surprising that out of both (1) the-
oretical work like that of Gregory’s and Percival’s 

and (2) clashes between physicians and their 
communities arose the implementation of medi-
cal ethics in professional codes. In the American 
Medical Association’s first Code of Ethics [11], 
the contractarian model of medical ethics contin-
ues but with a shift toward Percival’s focus on the 
patient and stronger moral language. The code 
prominently displays the importance of duties 
and their corresponding rights, the reciprocity of 
vulnerability and protection, and the universality 
of moral obligation. This shift is visible in the 
Table of Contents:

• CHAPTER I. – Of the duties of physicians to 
their patients, and of the obligations of patients 
to their physicians.

• ART. I. – Of the duties of physicians to their 
patients. ART.  II.  – Of the obligations of 
patients to their physicians.

• CHAPTER II. – Of the duties of physicians to 
each other, and to the profession at large.

• ART. I. – Of the duties of physicians for the 
support of professional character.

• ART.  II.  – Of the duties of physicians in 
reward to professional services to each other.

• ART. III. – Of duties of physicians in regard to 
vicarious offices.

• ART.  IV.  – Of the duties or physicians in 
consultations.

• ART. V. – Of the duties of physicians in cases 
of interference with one another.

• ART. VI. – Of the duties of physicians when 
differences occur between them.

• ART.  VII.  – Of the duties of physicians in 
regard to pecuniary acknowledgements.

• CHAPTER III. – Of the duties of the profes-
sion to the public, and of the obligations of the 
public to the profession.

• ART. I. – Of the duties of the profession to the 
public. ART.  II.  – Of the obligations of the 
public to physicians. [11, p. 91]

And similarly in each declaration of ethical 
obligation, for instance,

§ 5. A physician ought not to abandon a patient 
because the case is deemed incurable; for his atten-
dance may continue to be highly useful to the 
patient, and comforting to the relatives around 
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him, even in the last period of a fatal malady, by 
alleviating pain and other symptoms, and by sooth-
ing mental anguish. To decline attendance, under 
such circumstances, would be sacrificing to fanci-
ful delicacy and mistaken liberality, that moral 
duty, which is independent of, and far superior to 
all pecuniary consideration. [11, p. 94]

As Jonsen notes:

Here, then, medical ethics becomes in substance 
that very American political fiction, a contract with 
mutual rights and duties among the contracting par-
ties: doctors, patients, and society. An intriguing 
idea but, in this context, an odd one: it is only the 
physicians who have written the contract. [30, p. 70]

So, even as these codes remained grounded in the 
agreement among medical professionals, the lan-
guage slowly became infused with scholarly 
work on medical ethics and its demand for 
accountability to reason. This, in addition to 
medical and scientific progress, heightened the 
power and trustworthiness of the physician. 
Anesthesia, for instance, developed in early mid- 
nineteenth century marked a dramatic shift in the 
ability of the surgeon to heal without causing fur-
ther suffering. Likewise, the development of sta-
tistical methods in epidemiology led to far greater 
accuracy in identifying pathogens responsible for 
epidemics (e.g., cholera) [34].

These evolutions in medicine and medical eth-
ics, marked by both progress and pitfalls, lead us 
to modern-day medical ethics. But as we 
approach the twentieth century, the conflict and 
violence that infused medical progress, along 
with its attendant resolutions, are what truly char-
acterize the emergence of medical ethics as a dis-
tinctive field. It was struggle (as Foucault 
recognizes), more than the softer persuasions of 
scholars like Percival, that ultimately forced the 
materialization of the idea.

 The Beginning of Bioethics

“Respect every living being, in principle, as an end 
in itself and treat it accordingly wherever it is 
 possible” — Fritz Jahr.6

6 See Jahr [28].

The twentieth century is riddled with both sig-
nificant medical advancements and moral- 
medical failures in which medicine was enlisted 
in exploitative social programs and law enforce-
ment. Often the two went hand in hand.

During this time, scientific advances dramati-
cally changed the trustworthiness, allure, and 
power of the medical profession. Vaccinations 
became more commonplace, and many were 
developed for the first time (including influenza, 
typhoid, polio, measles, chickenpox, and tubercu-
losis). The development of antibiotics and antivi-
rals made significant strides against communicable 
disease. This included the discovery of penicillin 
in 1928 by Alexander Fleming. Antibiotics also 
affected the safety of the already rising numbers 
of surgical interventions. Breakthroughs were 
made in surgical interventions, including the first 
laparoscopic surgery (Hans Christian Jacobaeus 
1910), the first splenectomy (Hermann Schloffer 
1916), the first open heart surgery (Henry Souttar 
1925), and the first gender affirming surgery 
(1931). The practice of blood transfusion was 
developed in 1914. In 1929 at Boston Children’s 
Hospital, Philip Drinker and Charles McKhann 
published on their successful use of an artificial 
respirator (known as the “iron lung”) for patients 
with paralytic polio. And we see the first success-
ful organ transplantations in the 1940s.

But these incredible advances in medicine often 
came at costs that unjustly affected some social 
groups more than others. For example, in 1907 
Indiana passed the first law authorizing forced ster-
ilization “of confirmed criminals, idiots, imbeciles 
and rapists” (1907 Indiana Eugenics Law, Chap. 
215, H. 364). This practice became more prevalent, 
and, ultimately, over 60,000 individuals underwent 
compulsory sterilization in the USA [9, 12, 43].

This practice was common elsewhere in the 
world as well. “Between 1934 and 1944 (when the 
population was 73 million) German doctors steril-
ized at least 400,000 persons, including the men-
tally ill, the mentally disabled, the deaf, persons 
with tuberculosis, homosexuals, gypsies, and, of 
course, Jews” [43, p. 358]. The infamous medical 
experimentations of the Holocaust  culminated in 
the Nuremberg Trials (1945–46) and the 
Nuremberg Code. But, the USA too was guilty of 
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similar crimes. And African Americans were often 
the target. Some of the more well- known incidents 
include the Tuskegee Study (1932–1974) in which 
black men in the USA were deceived into thinking 
they were being treated for syphilis and other 
blood conditions, when in fact they were not [52]. 
Later, in 1951, Henrietta Lacks unknowingly 
became a vehicle for medical advancement 
through the creation of the first immortalized cell 
line, when cells from her tumor biopsy went on to 
be used, and continue to be used, in medical 
research without her consent [49]. While few sub-
jects at this time would have been informed, at 
least not in the sense of “informed consent” today, 
Ms. Lacks’ case, like the Tuskegee experiments, 
demonstrates how medical advancements were 
built on the backs of black and/or poor people 
without fair  opportunities for these communities 
to benefit from the treatments they were involved 
in developing.

Another fairly well-known example is the 
Manhattan Project (1942–57), in which partici-
pants were injected with plutonium, uranium, and 
possibly other radioactive elements. The goal of 
the project was a better understanding of the 
already known risks of ongoing exposure to work-
ers in the Manhattan Project (without their knowl-
edge of said risks) (Georgetown Bioethics 
Archive). As such, this project failed to aim at the 
good of the relevant patient population (or at least 
minimize harm) in two senses: (1) failure of clini-
cal equipoise (i.e., “genuine uncertainty on the 
part of the… investigator regarding the compara-
tive therapeutic merits of each arm of a trial.” [14, 
p. 141]) insofar as there was no immediate benefit 
to participants (e.g., a trial of a new curative treat-
ment that is expected to help at least some), but 
rather known harm would be caused to the sub-
jects, and (2) any potential long-term benefit of 
the knowledge was likely outweighed by the sig-
nificant risk of the exposure itself (already known 
from observational data on workers).

Some lesser known examples targeted the dis-
abled and prisoners. In 1943, researchers at 
University of Cincinnati Hospital kept 16 men-
tally disabled patients in refrigerated cabinets for 
120  hours at 30 degrees Fahrenheit in order to 
“study the effect of frigid temperature on mental 

disorders” [17]. In 1950 Dr. Joseph Strokes of the 
University of Pennsylvania infected 200 female 
prisoners with viral hepatitis to study the disease 
[24, p. 91]. And in 1963–1973, the University of 
Washington performed high-dose radiation tests 
on prisoners’ testicles to find a sterility dose [44].

Such brutally immoral experimentations were 
not contained by US borders. In 1906, Dr. 
Richard Strong of Harvard conducted cholera 
experiments in the Philippines, killing 13 prison-
ers [1]. In 1940, US doctors infected thousands of 
Guatemalans with venereal disease [55]. And 
across the world we see similar experimentation 
with the effects of nuclear and biological weap-
onry. For instance, Japanese armed forces (Unit 
731) field tested weapons with the plague, 
anthrax, and a number of other pathogens on 
Chinese prisoners [33].

Mistreatment and violence against society’s 
most vulnerable populations are not new and 
were sometimes normalized in medicine as it was 
in the broader society. While scholars like 
Percival initiated a distinct field of medical eth-
ics, it was in the struggles of the twentieth cen-
tury that bioethics emerged as it is known today. 
It began with several declarations, reports, and 
articles that attempted to respond to the atrocities 
above. Theologians were enlisted first to help 
doctors, quickly followed by philosophers. In 
papers in 1926 and 1927, Fritz Jahr, a German 
protestant theologian, first coined the term “bio-
ethics” (German “Bio-Ethik,” directly translated 
as “Bio-Ethics”) [27, 28]. Jahr’s use of the term 
was broad with the goal of “safeguard[ing] all 
living nature from pointless destruction” [32]. 
His moral imperative, though, resounded in mod-
ern bioethics: “Respect every living being, in 
principle, as an end in itself and treat it accord-
ingly wherever it is possible” [28].

Ethical Imperative
A demand, command, or rule that is 
grounded in moral reason and obligated of 
moral agents.

For example, physicians should respect 
their patients’ autonomous decisions.
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So, it was not just the struggle and violence but 
the reactions and pushback that came from other 
physicians, the public, theologians, and philoso-
phers. Bioethics took shape both in recognition of 
crimes society did not want to commit again and 
also in a deepening commitment to physicians’ 
moral roles and social responsibilities.

The 1948 Declaration of Geneva was formu-
lated by the World Medical Association and was 
built on the explicit ethical obligations to respect 
the lives and liberties of patients, e.g., “I WILL 
MAINTAIN the utmost respect for human life 
from its beginning even under threat and I will 
not use my medical knowledge contrary to the 
laws of humanity” [56].

Henry K. Beecher, an American anesthesiolo-
gist, is famous for his 1966 article “Ethical and 
Clinical Research,” which criticized the human 
experimentations taking place since WWII [6]. In 
the opening paragraph he states:

Evidence is at hand that many of the patients in the 
examples to follow never had the risk satisfactorily 
explained to them, and it seems obvious that fur-
ther hundreds have not known that they were the 
subjects of an experiment although grave conse-
quences have been suffered as a direct result of 
experiments described here. [6, p. 1354]

Here, Beecher articulates two of the central prin-
ciples later developed in Beauchamp and 
Childress’ Principles of Biomedical Ethics: (1) 
beneficence and (2) respect for autonomy. The 
idea that subjects of experimentation should be 
informed about the risks (including known 
harms) of their participation in the research is 
built on a principle of respect for autonomy as an 
essential component of humanity.

The resistance and response to the suffering of 
so many human subjects throughout the twenti-
eth century quickly became reflected in practice 
and scholarship as clinicians, theologians, and 
philosophers joined forces to analyze, critique, 
and promote ethics in medicine. Suddenly, medi-
cal ethics went from a somewhat vague term 
studied by a small subset of physicians to an 
interdisciplinary specialization that traversed the 
bounds of the professions. It became formalized 
in articles, reports, and even institutions. In 1971, 
André Hellegers established the first Center for 

Bioethics as part of the Kennedy Institute at 
Georgetown University [19].

Then, in 1979, the National Commission for 
the Protection of Human Services of Biomedical 
and Behavioral Research published the Belmont 
Report, named after the house in which the 
authors convened to write it [31]. This report, 
collaboratively written by MDs, PhDs, and JDs, 
defines three ethical principles which have 
become central to the practice of medical 
research: (1) respect for persons, (2) benefi-
cence, and (3) justice [46]. The principles were 
justified through philosophical reasoning and 
then applied to the field of medicine. As the 
report declares:

The expression "basic ethical principles" refers to 
those general judgments that serve as a basic justi-
fication for the many particular ethical prescrip-
tions and evaluations of human actions. Three 
basic principles, among those generally accepted 
in our cultural tradition, are particularly relevant to 
the ethics of research involving human subjects: 
the principles of respect of persons, beneficence 
and justice. [46]

Bioethics, accordingly, moved away from (1) the 
standards of practice grounded in social order 
and higher authorities and (2) the decorum and 
duties contractually agreed to within the profes-
sion, which we saw in earlier forms of medical 
ethics. While consensus is still valued and soci-
etal norms still influences, bioethics seeks clini-
cal and ethical justification from multiple 
viewpoints (internal and external to the profes-
sion of medicine). The applications of ethical 
principles and virtues must be grounded in rea-
soned arguments that can stand up to critique.

Now, moral theories and approaches long uti-
lized in philosophy and theology are brought to 
bear in medicine. These include principlism, vir-
tue ethics, deontology, consequentialism, com-
munitarianism, phenomenology, etc. In the past 
50 years, we’ve seen a shift in medicine from a 
focus on protecting one’s patient to respecting 
patient autonomy. The focus on respect for per-
sons changes the way medicine interfaces with 
the population it serves, creating more of a part-
nership than had existed in the past centuries. The 
conflict of the nineteenth and twentieth centuries 

G. D. Campelia and D. M. Dudzinski



13

thus demanded multidisciplinary engagement, 
and physicians often welcomed it. Bioethics 
became an academic discipline with its own edu-
cational programs and scholarship, but it remains 
fundamentally interdisciplinary.

 Conclusion: The Role 
of the Bioethicist

In the end, while advances in medicine in the 
nineteenth and twentieth centuries began to instill 
greater trust of and dependence on medical pro-
viders by large swaths of Western populations, 
this trust was continuously abused in underrepre-
sented populations and challenged by the public. 
Medical ethics, including today’s bioethics, 
emerged in the course of this struggle through 
collaboration between clinicians, theologians, 
patients, attorneys, social workers, philosophers, 
and other theorists. Now the field is distinct from 
medicine itself and yet defined by ongoing con-
flict and uncertainty over the meaning and appli-
cation of the very same terms that have defined 
the character of medicine since the ancient 
Greeks: beneficence, compassion, confidential-
ity, fidelity, trustworthiness, respect, integrity, 
and justice.

The change has been both big and small, fast 
and slow. It is not so much the recognized virtues 
and obligations of medical professionals that 
have shifted but how and to whom they are 
applied. The principles of beneficence and non- 
maleficence, for example, are evidenced in the 
Hippocratic Oath, but there they were unques-
tioned norms and subordinate to the dictates of 
the gods. Today, these same principles and vir-
tues are grounded in moral theory (utilitarianism, 
communitarianism, etc.), and their application 
must stand up to critique both internal and exter-
nal to the profession.

This shift is not surprising given the increas-
ing influence of empiricism and positivism in the 
eighteenth to twentieth centuries. But, as contem-
porary bioethicists argue, we must cautiously 
recognize and remember the ongoing influence 
of detrimental social norms. Though bioethics 
exists as its own discipline, it is not immune to 

stereotypes, shortsightedness, and implicit bias. 
Implicit bias is something that will not go away 
[48], and it can reside in ideas that we mistakenly 
believe to be scientifically or theoretically dis-
tinct from such social norms. Feminist ethicists, 
for instance, have criticized rights-based 
approaches and the principle of respect for auton-
omy for their inherent understanding of persons 
as individualistic, atomistic, and independently/
freely able to choose their paths in life [20, 37, 
45, 50, 51, 53]. If we are not careful to acknowl-
edge how practical-theoretical frameworks affect 
different individuals and communities in the 
practice of medicine, we will continue to exclude, 
disrespect, and cause harm to the same underrep-
resented populations who survived the twentieth 
century’s abuses.

 Concluding Remarks

• The transformation of medical ethics in the 
West is marked by collaboration and heroism, 
as well as episodes of deep conflict and 
violence.

• Medical ethics takes shape in different eras, 
beginning with (1) oaths of faith and fidelity 
grounded in the authority of higher powers 
(state, church, crown), then (2) oaths of the 
medical institution grounded in consensus of 
the profession, and finally (3) ethical codes 
formulated collaboratively and grounded 
moral reasoning.

• Many of the same virtues and obligations have 
defined medical ethics throughout the centu-
ries (e.g., beneficence, compassion, confiden-
tiality, fidelity, trustworthiness, respect, 
integrity, and justice), but their meaning and 
application in the medical setting are subject 
to disagreement and will require moral cri-
tique and reflection. Bioethicists are built to 
fulfill this role but only in ongoing interpro-
fessional and interdisciplinary collaboration.

The twentieth and twenty-first centuries have 
brought with them a host of life-sustaining (e.g., 
implantable cardioverter defibrillators, ventricu-
lar assist devices, extracorporeal life support), 
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curative (e.g., deep brain stimulation, targeted 
gene therapy), and diagnostic (e.g., preimplanta-
tion genetic diagnosis, direct to consumer genetic 
testing) technologies that are likely to proliferate 
into the future. The interdisciplinary and delib-
erative nature of bioethics will help medicine and 
society to critically reflect on ever- evolving tech-
nologies and reinforce robust critique and justifi-
cation without assuming that one can have a 
completely objective or “god’s eye” view of the 
moral obligations and virtues of medical practice. 
In this way, bioethicists will continue to play a 
social role, offering ethical- theoretical expertise, 
different perspectives, and much needed reflec-
tive pauses in a fast-paced research and practice 
climate.
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 Introduction

Medical ethics dates back to ancient Greece, 
beginning with the writings of Hippocrates 
around the fourth century BCE who is given 
credit for writing one of the earliest works on the 
principles of nonmaleficence, physician deco-
rum, and, of course, the Hippocratic Oath [1]. 
Although there is uncertainty regarding the ori-
gin of surgical ethics, some would suggest that it 

is as old as the art of surgery itself, which can be 
traced back to ancient Mesopotamia and Egypt. 
In addition to embalming, the ancient Egyptians 
performed eye surgery, reduced fractures, per-
formed wound care, and even placed prostheses. 
On the tomb of Nenkh-Sekhmet, chief of the 
physicians during the 5th dynasty, is written: 
“Never did I do evil towards any person” [2]. 
Much of Greek medicine was influenced by the 
ancient Egyptians. However, surgical ethics as a 
field did not formally emerge until the advent of 
modern surgery in the nineteenth century and the 
establishment of surgery as a profession.

It is through the lens of surgical history, espe-
cially within the context of modern surgery, that 
one can truly appreciate the role of ethics in the 
unique issues that surgeons have faced in the care 
of their patients. From the eighteenth century 
onward, ethical issues distinct to surgery such as 
informed consent, fee splitting, itinerant surgery, 
transplantation, and surgical innovation have 
necessitated the emergence of a distinct offshoot 
of medical ethics termed surgical ethics through 
the leadership of individuals and the surgical 
profession.

 Birth of Modern Ethics

During the time of Hippocrates (460–370 BCE), 
medicine became a respected profession as a 
result of its influence in establishing a standard 
requiring physicians to be accountable for their 
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• The unique issues that are encountered 

in surgery have made surgical ethics dis-
tinct from medical ethics.

• Surgical ethics has defined the surgical 
profession throughout the history and 
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surgical ethics revolves around the sur-
geon-patient relationship.
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actions [1]. During the dark ages, the art of 
 medicine suffered as there was little accountabil-
ity and physicians had little structure to guide 
them. Medieval physicians were motivated more 
by expedience than by beneficence. However, 
society in the eighteenth century witnessed resur-
gence in the profession of medicine through the 
emergence of medical ethics by the work of two 
physicians, John Gregory and Thomas Percival. 
These two individuals prepared the way for the 
birth of modern medical ethics and laid the 
groundwork for many of the ethical principles 
that physicians uphold today.

 John Gregory (1724–1773)

John Gregory was a physician and moralist from 
eighteenth century Scotland. During this time, 
modern surgery was in its infancy with the estab-
lishment of the Company of Surgeons in 1745 
and the Royal College of Surgeons of London in 
1800 that served to distinguish surgeons from 
barbers [3]. The practice of medicine was 
extremely competitive and lacked a professional 
code of medical ethics. As a result, expedience 
and self-interest prevailed with a concomitant 
decline in medical competency.

Gregory helped redefine medicine as a profes-
sion by calling for physicians to set aside self- 
interest and to shift their focus back onto the 
patient [4]. He emphasized the physician’s fidu-
ciary relationship to the patient and urged physi-
cians to draw from a sense of sympathy: “The 
chief of these moral qualities required of a physi-
cian, is humanity; that sensibility that makes us 
feel for the distresses of our fellow-creatures, and 
which, of consequence, incites in us the most 
powerful manner to relive them” [1]. He not only 
emphasized the virtues of truth telling and patient 
confidentiality, which were progressive at the 
time, but he expected physicians to be knowl-
edgeable in their treatment of patients and to con-
tinuously seek improvement in their area of 
practice. Medicine at that time was largely based 
on authority and custom rather than scientific 
knowledge. Therefore, Gregory challenged phy-
sicians to base medical decisions on evidence 

rather than dogma [5]. Furthermore, he believed 
that if patients were sufficiently educated regard-
ing the physician’s recommendations, they would 
become more motivated to comply through a 
therapeutic relationship [6].

Although there is little mention of surgery in 
his writings, Gregory does comment on the deco-
rum of a surgeon stating that a good operator 
needs a resolute, collected mind, a good eye, and 
a steady hand [3, 7]. His work helped redirect the 
focus of medicine onto the relationship between 
the physician and patient which influenced many 
individuals, including Thomas Percival [1, 8].

 Thomas Percival (1740–1804)

Through the influence of Gregory, Thomas 
Percival further pushed for the development of 
medical ethics. He was a strong proponent in the 
decorum of physicians and equality of treatment 
for all patients regardless of class. In his book 
Medical Ethics, he wrote about a physician’s 
duties, professional conduct, relationships with 
apothecaries, and duties relative to the law [9]. 
He shifted the focus from a more physician- 
centric profession to a patient-centric profession. 
He stated: “The feelings and emotions of the 
patients, under critical circumstances, require to 
be known and to be attended to, no less than the 
symptoms of their disease” [9].

The American Medical Association (AMA) 
was founded in 1847 through the influence of 
Percival [1]. It was his ideas on the professional 
responsibility toward patients laid the foundation 
for the 1847 AMA Code of Ethics, which became 
the first national code of medical ethics [5, 10]. 
Like Gregory, Percival also mentions little 
regarding surgery, but he was openly opposed to 
itinerant surgery, emphasizing the importance of 
consultations before a surgeon operated on a 
patient [1, 3, 7]. He encouraged collaboration 
between surgeons and physicians with a consen-
sus agreement prior to any important surgical 
operation [9]. And similarly to modern mortality 
and morbidity conferences, he also encouraged 
physicians to reflect on cases and to learn from 
them: “An account of every case of  operation, 
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which is rare, curious, or instructive should 
always be drawn up by the physician or surgeon, 
to whose charge it devolves, and entered in a reg-
ister kept for the purpose, but open only to the 
physicians and hospital of the charity” [9].

Though both Gregory and Percival did not 
elaborate explicitly on surgical ethics, they were 
the first to recognize surgery as a separate profes-
sion and, more importantly, hold surgeons to the 
same ethical standards as physicians. Going 
 forward, amidst the surgical advances of the 
nineteenth and early twentieth century that dis-
tinguished the field from the rest of medicine, it 
was surgeons who led the way to establish an 
ethical code specific to surgery.

 Birth of Modern Surgery

In the nineteenth century, two significant innova-
tions—anesthesia and antisepsis—made it possi-
ble for surgery to dramatically progress. Prior to 
this, the mantra was to operate as quickly as pos-
sible with patients physically restrained and often 
passing out from the pain associated with the sur-

gery [12]. In 1846, John Warren and William 
Morton successfully anesthetized a surgical 
patient with ether in the Boston Ether Dome [13]. 
Anesthesia dramatically changed the way that 
surgeons approached disease as it allowed sur-
geons to focus more on precision and technique 
rather than speed. This changed not only how 
surgery was performed but the men who were 
drawn to the field. Speed and nerves became less 
important compared to careful planning, thought-
fulness, and refined skill. As surgery became 
more accepted as an academic field, its recogni-
tion as a profession subsequently grew.

The second major innovation was the advent 
of antisepsis. In 1850, over 90% of surgical 
wounds became infected, and the mortality rate 
for abdominal surgery was 75% [14]. In fact, 
many surgeons at that time considered abdominal 
surgery unethical [15]. In 1867, Joseph Lister 
applied the concepts of microbiology from Louis 
Pasteur and introduced the concept of hand wash-
ing before a surgical procedure using carbolic 
acid [13]. It did not catch on immediately, how-
ever, as it took a few decades before surgeons 
universally adopted the Lister sterile procedure. 
In fact, by 1880, only a few surgeons had adopted 
sterile technique. But, it soon became apparent 
that the patients of surgeons who practiced the 
Lister technique fared better and were more 
likely to recover [14]. Eventually, it became com-
mon practice for all surgeons to wash their hands 
before a procedure and later began wearing 
gloves and using autoclaved instruments. Thus, 
as the mortality rate for surgery decreased with 
these advances, the field of surgery became more 
respected, and patients started viewing surgery as 
a viable option when they were ill resulting in an 
increase in the rate of elective procedures.

As surgery became more common, this led to 
new developments in surgical technique and 
advances in the field led by William Halsted. 
Some of his advances included hernia repairs, 
mastectomies, vascular anastomosis, intestinal 
anastomosis, thyroid procedures, and parathy-
roid transplants [12]. During this time of rapid 
surgical innovation, there was little to no regula-
tion. New procedures were being attempted, and 
individuals like Halsted had little idea of what 

Story Apart from Text: Robert Liston
In the 1800s, amputations were a com-
monly performed procedure. Before the 
advent of anesthesia, surgeons needed to 
perform surgeries as quickly as possible 
requiring multiple assistants to restrain the 
awake patient. Robert Liston, a Scottish 
surgeon, boasted that he could perform a 
leg amputation in under 2 minutes. It is 
reported that during a demonstration of a 
leg amputation, he operated so quickly that 
he accidently cut off his assistant’s finger. 
Furthermore, in his fervor, he also cut 
through the coat of an elderly physician 
bystander who subsequently had a heart 
attack and died thinking he had been 
stabbed, as his coat was covered in blood. 
Both the patient and assistant eventually 
died of gangrene. So in one operation, 
Liston had a 300% mortality rate [11].
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the long-term effects of procedures would be. 
Many innovations were actually performed by 
itinerant surgeons who traveled from town to 
town operating on patients referred to them by 
the local general practitioner [16]. At this time in 
history, surgeons were able to operate on a fully 
anesthetized patient although a surgical informed 
consent process had yet to be clearly defined. 
The enthusiasm that surgeons had during this 
time of innovation likely led to more people 
undergoing procedures than perhaps needed to 
be done, which began to blur the lines of surgical 
ethics [17].

 Surgical Ethics

Sir William Stokes of Scotland seems to be the 
first surgeon to mention the term surgical ethics. 
He stated in 1894: “A consideration of surgical 
ethics that frequently exercises the mind of the 
operating surgeon is the question of the princi-
ples that should guide him in dealing with can-
cerous growths” [17]. However, surgical ethics 
was merely in its infancy at the turn of the nine-
teenth century. Surgeons in the 1900s began rec-
ognizing the divergence in practice between 
medical physicians and surgeons due to advance-
ments made in the 1800s. These created a unique 
set of surgical issues, which required an expan-
sion of medical ethics. In the early twentieth cen-
tury, the AMA, the ethical voice at the time, 
commented very little on surgical practice. 
Franklin Martin, a well-respected surgeon in 
Chicago, recognized the need for a separate gov-
erning body to oversee surgeons. Martin, along 
with a few other surgeons, saw the need to create 
a professional society of surgeons that specifi-
cally dealt with the emerging ethical issues 
encountered in surgery as well as a governing 
board that oversaw the establishment and mainte-
nance of standards in surgery [14]. In 1913, the 
American College of Surgeons (ACS) was offi-
cially established.

Some of the major issues that Martin sought 
to address were fee splitting and itinerant sur-
gery [14]. Fee splitting involved both the sur-
geon and referring physician and served as an 

incentive for the referring physician to recom-
mend surgery to more patients. The concern was 
the significant financial conflict of interest with 
the potential of offering surgery for questionable 
if not inappropriate indications. Despite state-
ments from the College against the unethical 
practice of fee splitting, it persisted up into the 
1950s. In 1952, the ACS established a committee 
which conferred with the AMA trustees to 
develop a set of guidelines regarding fee split-
ting declaring it unethical [14].

Itinerant surgery was another issue that Martin 
felt needed to be addressed in the early stages of 
the ACS. This was the practice of surgeons per-
forming surgeries, usually in rural areas, without 
ever meeting the patient. Further, they would 
depart after the surgery, leaving the management 
of any postoperative complications to the medi-
cal physician. Those in support of itinerant sur-
gery stated that, though not ideal, it could fill the 
need for patients in rural areas that lacked access 
to hospitals and surgical care [14]. However, the 
ACS spoke against its practice because patient 
well-being was at the core of its principles [3, 
14]. The ethical issue that surfaced was the 
importance of establishing a relationship between 
the surgeon and patient prior to surgery.

The College’s stance against fee splitting and 
itinerant surgery established ethical standards for 
the emerging field of surgery reinforcing the 
importance of the patient, the surgeon-patient 
relationship, and the duty of the surgeon to see 
their patient through to recovery. Influenced by 
Gregory and Percival, the formation of surgery as 
a profession was founded on ethical principles 
centered on the surgeon-patient relationship. 
Martin and others realized the importance of 
establishing societal trust and maintaining that 
trust by creating ethical and professional stan-
dards in the field [14].

 Informed Consent

In the decision for surgery, the surgeon must 
address the question of whether the risks of the 
operation outweigh the potential benefits to the 
patient [17]. Informed consent emerged as an 
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important ethical issue, and although not unique 
to surgery, the stakes are much higher in surgery 
compared to other fields of medicine. Informed 
consent serves not only as a legal document but is 
the basis for which trust is formed within the 
surgeon-patient relationship [18–20]. It has roots 
back to Gregory and Percival who emphasized 
the relationship between physician and patient 
and the need to educate the patient about the 
diagnosis prior to treatment.

During the rapid changes in the practice of 
medicine throughout the twentieth century, the 
pendulum was swinging away from a paternalis-
tic approach to medicine toward one more 
focused on respect for patient autonomy. This 
had obvious implications on the practice of sur-
geons and the process of discussing the nature of 
the procedure with patients prior to surgery. 
Previously, it was believed that patients should 
be informed little about the risks associated with 
the procedure [5]. However, just 1 year after the 
establishment of the ACS, the case of 
Schloendorff vs The Society of New  York [21] 
served as the landmark case that defined 
informed consent requiring a surgeon to obtain 
consent before performing a procedure. The 
requirements of informed consent evolved over 
the following decades, and how much informa-
tion a surgeon needed to disclose to the patient 
was debated. As a result, the reasonable person 
standard become the accepted model for 
informed consent, meaning the amount of infor-
mation disclosed is now based on what a reason-
able person would want to know regarding risks 
and benefits of the surgery [22].

Although informed consent seems to have 
become more of a legal hurdle, its primary role 
has always been to protect the patient. It remains 
an important aspect of the surgeon’s fiduciary 
relationship and the establishment of trust that 
forms between the surgeon and patient. The chal-
lenge for surgeons has been to establish this trust 
in a relatively short period of time during their 
interaction with patients. Furthermore, it is also 
necessary to understand the patient’s therapeutic 
goals prior to surgery since most patients are 
unable to actively participate in informed 
decision- making in the operating room.

 Transplant Surgery

The era of transplant surgery opened up a whole 
new set of ethical issues to the field of surgery 
and brought to the forefront the principle of jus-
tice and allocation of resources. The first suc-
cessful transplant case was in the 1950s, a living 
kidney donor transplant done by Joseph Murray 
in a set of identical twins [23]. In the early stages 
of solid organ transplantation, transplant recipi-
ents did not fare well, and mortality was high 
due to lack of safe and effective immunosup-
pressive agents. There was also a cloud of con-
troversy surrounding the lack of defined death 
criteria and unified guidelines. Further, its out-
comes were unknown raising important ques-
tions pertaining to medical futility and long-term 
efficacy. Even in 1975, Francis Moore, a 
renowned surgeon who led the way in the trans-
plant revolution, viewed kidney transplant as 
still innovative and experimental [24].

A clear definition for death was critical dur-
ing this time period because of the advances in 
artificial cardiorespiratory support. Previously, 
death occurred when the heart stopped, but with 
the ability to prolong cardiac function, a need to 
expand the criteria of death emerged [25]. The 
Uniform Declaration of Death Act drafted in 
1980 and approved within the year by the 
American Medical Association and the 
American Bar Association aided in establishing 
guidelines for organ donation [26]. Due to the 
extreme scarcity of organ donors, an ad hoc 
committee was assembled to create a policy 
regarding organ donation making deceased 
donor transplants less controversial [25, 26]. 
Through this act, the concept of brain death was 
first introduced, defined as the irreversible ces-
sation of brain function.

In 1984, the National Organ Transplant Act 
was passed, which initiated the creation of 
United Network for Organ Sharing (UNOS) to 
help ensure organ allocation in a just and fair 
way. Part of their requirement was transparency, 
keeping transplant centers accountable to the 
public regarding patient outcomes. They also 
sought to protect donors from coercion, stating: 
“It shall be unlawful for any person to knowingly 
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acquire, receive, or otherwise transfer any human 
organ for valuable consideration for use in 
human transplantation” [27]. Organ donation—
especially living donation—was to be an 
 altruistic act.

As solid organ transplant has advanced with 
vastly improved outcomes, there still remains a 
scarcity of organs relative to potential recipients. 
One of the possible ways to meet this demand has 
been a push for more living donors. Living kid-
ney donor transplant (LKDT) has been shown to 
be an effective transplant with minimal long-term 
effects or risks to the donor. The outcomes for the 
recipient are also better than deceased donor kid-
neys due to improved compatibility matching and 
graft function. It is reported that in the US, the 
number of LKDT has now surpassed the number 
of deceased donors [27].

The results of living donor liver transplants 
(LDLT) have not had the same success as 
LKDT. The main reason for this is the signifi-
cantly increased surgical risk to the donor [28, 
29]. The University of Chicago led the way in 
developing protocols for LDLT, publishing their 
protocol in 1989 for children suffering from 
liver failure [30]. They proposed that the donor 
should be a parent or close relative of the child 
so that the reward associated with saving a 
child’s life would mitigate the risks associated 
with surgery [28]. They also established an 
informed consent and screening process for liv-
ing partial liver donors that required surgeons, 
hepatologists, and psychologists to assure that 
donors were competent to make the decision 
[28]. There still exists nationwide controversy 
regarding LDLT due to the significant risks to 
the donor as well as the competing fiduciary 
relationship of the surgeon toward both the 
donor and the recipient. In 2013, only 4% of 
liver transplants nationwide were from living 
donors, and of the 166 liver transplant centers, 
only 43 perform LDLT [29]. As donor outcomes 
can be improved with emerging advances in 
minimally invasive techniques, these numbers 
are likely to increase in the future. As progress 
is made, surgeons will always have an ethical 
duty to ensure the safety of both the donor and 
the optimal outcome for the recipient.

 Surgical Innovation

Innovation has a unique place in surgical ethics 
compared to medical ethics. Compared to medi-
cine, where drugs are highly regulated by the 
Food and Drug Administration (FDA), many 
advances in surgical technique are made through 
innovation. Although surgical patients have ben-
efited from the lack of cumbersome regulation to 
improve the quality of care, lack of appropriate 
regulation and oversight have also resulted harm 
to patients temporarily damaging the trust 
between society and the surgical profession.

Innovation is essential to surgical practice. 
Despite meticulous planning for a case, there are 
inevitably instances when a surgeon has to 
change the plan or modify a technique in order to 
achieve the desired results for the patient. 
However, surgical innovation is inherently 
wrought with ethical challenges. Historically, 
there has been little regulation regarding innova-
tion and a concern for lack of transparency in the 
informed consent process [31–33]. It has only 
been in recent years that stricter regulation of 
innovative procedures has occurred, largely in 
part due to the events surrounding the laparo-
scopic revolution.

Story Apart from Text: Erich Mühe
Erich Mühe was a surgeon from Germany 
and the first individual to perform a laparo-
scopic cholecystectomy. He first became 
interested in laparoscopy after seeing a film 
on it in the 1972. He started using it for rec-
tosigmoid polypectomies, getting practice 
with the instruments. In 1985, he per-
formed the first laparoscopic cholecystec-
tomy. Over the next year, he performed 
over 88 cases and presented his cases to the 
German Surgical Society. Unfortunately, it 
was not well received leaving him quite 
disappointed. It was not until 1992, 7 years 
after his first laparoscopic cholecystec-
tomy, that he was recognized by the 
German Surgical Society for being a pio-
neer in endoscopic surgery [34].
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Laparoscopic surgery took root in the late 
1980s with wide adoption in the 1990s. The first 
laparoscopic cholecystectomy was performed in 
1985 by Erich Mühe of Germany [34]. Three 
years later, Barry McKernan and William Saye 
performed the first case in the United States [34]. 
The novel laparoscopic cholecystectomy caught 
on due to the dramatic improvement in the 
patients’ postoperative recovery compared to the 
open procedure. Early randomized trials compar-
ing this new technique to the open technique 
were too small to reveal any significant differ-
ence in complications. And many surgeons pro-
ceeded to adopt this new technique despite lack 
of any data demonstrating its safety. In fact, by 
1993, there were 21% more cholecystectomies 
being performed in New  York than were being 
done prior to laparoscopy. However, registry data 
from the state of New York eventually published 
results indicating that the complication rates for 
serious injuries were 15 times more likely in lap-
aroscopic versus open cholecystectomy [35]. 
This led to a moratorium on laparoscopic chole-
cystectomies by the ACS and a critical appraisal 
of the process to adopt novel surgical techniques 
with recommendations to carefully evaluate sur-
geons’ training, credentialing, and privileging 
before performing a laparoscopic cholecystec-
tomy [35]. It was recommended that inexperi-
enced surgeons assist in 5 to 10 cases and do 
another 10 to 15 with supervision before per-
forming it on their own [36].

Laparoscopic cholecystectomy is now the 
standard of care, but the lessons learned from 
laparoscopic innovation have led to better over-
sight and credentialing for future innovative tech-
niques. Surgical innovation continues to be an 
important part of the surgical profession, and sur-
geons have taken the lead to make sure that both 
scientific integrity and patient safety are pro-
tected in innovation [37–39].

 Surgical Ethics Today

Peter Angelos, an endocrine surgeon and 
renowned surgical ethicist, has described the 
unique relationship between a surgeon and 

patient: “There is a physical intimacy in the rela-
tionship between a surgeon and a patient that is 
unlike that found in other aspects of medical 
care…This vulnerability on the part of the patient 
demands a higher level of trust in the surgeon 
than is required of other relationships between 
patients and physicians” [40]. Miles Little, a sur-
geon and philosopher, further emphasizes this 
unique relationship between surgeon and patient 
through five components of the surgeon-patient 
relationship that includes the surgeon’s power to 
rescue patients, the intimate proximity of sur-
geons and their patients especially in the operat-
ing room, the ordeal that patients endure, the 
physical and emotional aftermath of surgery, and 
the patient’s desire for the surgeon’s presence 
throughout the experience [41]. The relationship 
between surgeon and patient is fundamentally 
different than that of other physicians and their 
patients.

Surgical ethics is distinct from medical ethics 
because of three main facets [42]. The first is 
informed consent, which serves as the basis for 
the surgeon-patient relationship and represents 
the fiduciary relationship, which dates back to 
Gregory and Percival. Compared to other medi-
cal specialties, surgeons do not have the luxury of 
time to form this relationship and establish trust 
with their patients prior to surgery. The second 
component is the responsibility present in surgi-
cal care versus in other specialties. It is unique 
from other medical specialties because of the 
responsibility placed upon surgeons when com-
plications occur. As sociologist Charles Bosk 
writes: “When the patient of an internist dies, the 
natural question his colleagues ask is, what hap-
pened? When the patient of a surgeon dies his 
colleagues ask, what did you do?” [43]. Apart 
from a surgeon, nobody can better understand 
what a surgeon and the patient have to endure 
through the ordeal of surgery. The third aspect 
that makes surgical ethics distinct is surgical 
innovation [42]. Since it does not fall in the realm 
of experimental research, innovation in surgery 
has benefitted from less FDA oversight than else-
where in medicine and has driven important 
advances in surgery ultimately resulting in 
improvement in patient care. However, going 
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 forward, surgeons must not lose sight of the ther-
apeutic relationship with their patients. The 
responsibility of formulating a safety net of ethi-
cal guidelines around the rapidly advancing field 
of surgeon lies on the shoulder of the surgical 
community. Society has placed its trust in the 
profession to regulate and maintain standards to 
protect the patient. This relationship has been and 
continues to be the starting point and foundation 
of surgical ethics.

 Conclusion

Surgical ethics arose from the same ethical prin-
ciples that undergird medical ethics. But 
throughout the last century, the unique aspects of 
surgery have necessitated the need for a distinct 
discipline of surgical ethics. Ethics has been 
intertwined in the history of surgery, and going 
forward, surgeons should continue to have a 
deep understanding of ethical principles. As sur-
geons, our fiduciary responsibility to society is 
to perform not what can be done but what should 
be done for our patients. Gregory and Percival 
believed that the physician-patient relationship 
should be the central focus of medical ethics, 
and surgery is no exception. However, the trust 
involved in the surgeon-patient relationship is 
something only a surgeon can truly understand. 
This trust is at the core of surgical ethics, and 
that is what prompted Martin and other surgeons 
to lay the groundwork for ethical standards in the 
past and why it must continue to be surgeons 
who lead the way for the future of surgical ethics 
to protect our patients and define our 
profession.

 Concluding Remarks

• Surgical ethics, influenced greatly by medical 
ethics, was a driving force behind the rise of 
surgery as a respected profession in the United 
States.

• The unique dilemmas that surgeons have had 
to deal with such as fee splitting, itinerant 
 surgery, informed consent, transplant, and 

 surgical innovation have made surgical ethics 
truly distinct from medical ethics.

• Trust lies at the heart of the surgeon-patient 
relationship and is the core of surgical ethics.

• Only a surgeon can truly understand the 
surgeon- patient relationship, and therefore, the 
future direction of surgery and surgical ethics 
must arise from within our own profession.

Glossary

Nonmaleficence A fundamental principle of 
bioethics meaning first do no harm. It is based 
from the writings of Hippocrates primum non 
nocere.

Fee splitting The practice of splitting the price 
the patient paid for surgery. It incentivized 
both the referring physician and the surgeon. 
It was addressed when ACS was first estab-
lished as an unethical practice.

Itinerant surgery A common practice in the 
early twentieth century when a surgeon would 
come at the request of a primary care physician 
and perform a surgery without ever seeing the 
patient first. Postoperative care was also left in 
the hands of the primary care physician. It was 
addressed as unethical practice, and surgeons 
were barred entrance into ACS fellowship if 
they were known to do this practice.

Reasonable person standard Referring to the 
disclosure that accompanies the informed 
consent discussion. The reasonable person is 
the accepted form of disclosure meaning that 
the information disclosed should be in line 
with a hypothetical reasonable person.

Justice One of the fundamental principles of 
bioethics. It is based on the idea fairness and 
equal treatment for all involved parties.
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Surgical Ethics: Theory 
and Practice Background

Douglas Brown

 What Does It Mean for a Practicing 
Surgeon to Be “Ethical”?

Consider the intentions and the struggles of a 
young surgeon in her first years of practice after 
residency [1]. Stephanie is the youngest and new-
est member of a team of surgeons whose practice 
is administered by a for-profit management com-
pany. She joined this practice with the assurance 
she would be fully supported in her deeply rooted 
resolve to care for her patients in the most benefi-
cial and cost-effective way, with special attention 
to socioeconomically disadvantaged patients. 
She quickly discovers that numerous competing 
interests and expectations  – some professional, 
others personal – pressure her to shift her focus 
away from her patients and their interests.

Stephanie begins most days poised to be 
empathetic. She is prepared to give dispropor-
tionate attention to her more vulnerable patients. 
She is ready to open herself to her patients’ suf-
fering to the point of risking burnout. She intends 
to be meaningfully present with her patients. She 
grips firmly her integrity. She gauges her capac-
ity to tolerate the moral dissonance she experi-
ences from value clashes with some of her 
patients. She seeks to grow professionally for 
patient benefit as much as for personal security. 

She feels a nagging tension between her lifestyle 
interests and her accountability to her patients.

Stephanie would violate her integrity if she 
refused to look beyond each patient’s presenting 
problem. She has already seen far too much. 
However, she accepts that she is not yet one of 
those rare surgeons who seem capable of saying 
“yes” to every deeply pained patient and enter yet 
another broken story. Fatigue, accountability to 
her other patients, administrative obligations, 
family responsibilities, reimbursement pressures, 
personal interests apart from medicine, and a host 
of other considerations force her to limit many 
patients’ access to her time, her energy, and her 
heart. Instead, Stephanie triages her patients 
carefully to sift out the encounters in which she 
will enter more deeply into the patient’s story, in 
which she will make and impose on others the 
sacrifices to be fully present with the patient.

Especially on her most exhausting days, 
Stephanie might glance enviously toward the 
many flourishing surgeons for whom the medical 
environment is most fertile. For these surgeons, a 
patient encounter is a sale; the patient, a consumer. 
Some are entrepreneurs. Lifestyle incentives moti-
vate them. Others are researchers. Innovation and 
publication motivate them. They subtly sift out dif-
ficult patients from their panel of patients. They 
stay sufficiently detached from patient suffering to 
avoid any risk of being burned out. They have 
learned to make patients think they are present and 
care. They turn professional advancements into 
marketing tools. They lead unreflective lives. They 
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have an easy conscience. But Stephanie is not seri-
ously tempted to join their number.

However, Stephanie is troubled by how often she 
ends the day wearily thinking of the next patient as 
one more demand, thinking of herself as a mechanic. 
She ends many days numb toward patients and tired 
of confronting the healthcare delivery system. She 
feels acutely the loss of important family experi-
ences as she does her job. She often sees little evi-
dence that she is making a difference in the lives of 
vulnerable patients. She finds herself becoming 
apathetic to patient suffering as the day’s paperwork 
drains her. She feels ambivalent toward patients for 
whom she has a dimming vision. She senses that 
her struggle to stay current with advancements in 
her specialty is posing subtle risks to patients. She is 
haunted by the look in her child’s eyes, a look that 
asks, “Mom, do you care more for your patients 
than you do for me?” She can sound defensive. She 
can look disheartened.

Surgical ethics addresses the vulnerability of 
surgeons such as Stephanie and the many other 
surgeons who finish residency without such a 
deeply rooted, well-grounded resolve to care for 
all patients  – including the most difficult 
patients  – in a respectful, beneficial, fair, and 
cost-effective way. Once in practice, they too 
often yield – some with initial remorse – to incen-
tives to practice surgery in a comfortable and an 
entrepreneurial way that actually – if subtly – dis-
courages them from being genuinely present with 
patients. They too often compromise their integ-
rity. They too often lose any initial qualms with 
hedging their fiduciary responsibilities to 
patients. They too often are easy targets. (See 
Appendix 1 for a language matrix that differenti-
ates four common professional identities found 
on a spectrum with “I could not care less” at one 
end and “I could not care more” at the other end.)

 Where Is “Ethics” 
in the Complexities of Patient Care?

“Encounter” is one of those everyday words in 
medicine. To encounter is to come upon another 
person face to face, often unexpectedly. To 
encounter is to meet another person suddenly, 

often violently. Each day is a series of encoun-
ters  – turning hallway corners, crossing lanes, 
reaching for an object, getting in line, looking up 
from a table, chasing a prize, competing for a 
position, etc. Encounters make concrete and vis-
ible the set of values and the sense of purpose, out 
of which we decide what ought to be done. 
Medical school is no exception. Residency is no 
exception. Academic medicine is no exception. 
Private practice is no exception.

“Ethics” examines how well we respect those 
we encounter [2]. To respect is to see again or 
afresh, to look back wanting to see more clearly. 
The same root verb (Latin: re  +  specere) has 
given us such related words as speculate, inspect, 
spectacles, and speculum. To respect someone is 
to be artistic, subjective, freeing, reciprocal, gen-
tle, engaged, holistic, attentive, patient, modest, 
trusting, graceful, reconciling, and humanizing. 
But surgeons must be scientific, objective, and 
detached. Therein lies the ethical complexity of 
patient encounters. A surgeon’s clinical mindset 
can deteriorate into being rough, indifferent, curt, 
suspicious, selfish, alienating, and dehumaniz-
ing – in short, into being disrespectful.

To be seen/treated by a surgeon as “the chest 
wound in Room One” or “the liver cancer in 
Room Two” or “the acute abdomen in Room 
Three” is not necessarily damaging. Excellent 
surgical care is evidence-based. The surgeon 
objectifies the patient with statistical associations 
or by concentrating on damaged or diseased body 
parts. Differential diagnoses reflect plausible 
cause and effect explanations. The surgeon nec-
essarily focuses on the patient’s immediate prob-
lem more than on the patient’s larger story. The 
surgeon must be sufficiently detached to achieve 
aequanimitas or balance.

However, at some point, clinically competent 
patient encounters cease to be respectful patient 
encounters. At that threshold, only by a surgeon’s 
being sufficiently disciplined to keep the “aim 
eye” fixed on patients as individuals worthy of 
respect, compassion, and fairness can a surgeon 
avoid the indifference that degrades patient 
encounters into self-serving alienation…the 
indifference that leaves patients bruised, manipu-
lated, exploited, and dehumanized.
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The environments for surgical education and 
surgical practice tend to depersonalize patient 
encounters. Listen to the chatter alongside 
rounds, note the tone in medical record entries, 
analyze call room conversations and physician 
lounge conversations, recall morbidity-mortality 
conferences, remember discussions about depo-
sitions or about productivity numbers….

For patient encounters to be truly respectful, a 
fourth professional language is required  – the 
language of respect, compassion, and fairness – 
that is fundamentally distinguishable from clini-
cal/scientific language, from risk management/
legal language, and from billing/economic lan-
guage. Fluency in the professional language of 
respect, compassion, and fairness is not required 
to successfully complete medical school, to pass 
postgraduate boards, to be rewarded by practice 
management, to secure hospital privileges, to 
pass recertification examinations, to be pro-
moted, to be elected to national positions of lead-
ership, and even to be on a hospital ethics 
committee. Fluency in the professional language 
of respect, compassion, and fairness is, however, 
essential for sustaining the resolve to be a humane 
surgeon who cares deeply about patients – espe-
cially the most difficult patients – and who brings 
a resolute social conscience to the practice of 
surgery.

 Why Do Well-Intentioned 
Individuals Come to Conflicting 
Judgments About What Should 
Be Done?

Each individual forms a personal sense as to what 
is of ultimate value and what is of lesser value. 
These core values serve as a filter through which 
information is interpreted before being applied to 
life’s decisions. Certain relationships, experi-
ences, circumstances, and objects are thus 
regarded to be of such importance to an individ-
ual that she/he is prepared to suffer great loss 
rather than to violate them.

Judgments about what ought or ought not to 
be done can usually be acted upon safely without 
much conflict. However, some situations require 
a collective judgment from a number of individu-
als with competing goals or divergent viewpoints. 
In such situations, a reflective approach to 
decision- making  – i.e., ethics  – is necessary 
(Fig. 1). Ethics then has to do with the determina-
tion of what ought to be done in a given situation, 
all things considered.

Some differences in judgment can be traced to 
variations in reasoning patterns. (See Appendix 2 
for a diagram that helps clarify many of the rea-
soning patterns commonly present in patient care 
deliberations.) For instance, one person may be 

Applying ethics in real time

"We had numerous opportunities in our pre-clinical
courses to discuss theories of ethics as well as the
headline/chapter-heading medical ethics issues. Now
that we are in the clinical setting, we are discovering we
do not know how to go about actually making a
decision about the ethical realities/complexities of
patient care”.

Fig. 1 The need for 
tools when facing 
ethically challenging 
cases
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very logical, deductive, and abstract. Another 
person may be more intuitive, pragmatic, and 
relational. Other differences in judgment about 
what ought to be done in a given situation can be 
traced to variations in what is taken into consid-
eration and the priority given to what is taken into 
consideration. Those conflicted about what ought 
to be done in a given situation may discover they 
are considering quite different aspects of the situ-
ation and/or they may be assigning different 
importance to considerations they share.

Before a thorough analysis of possible deci-
sions can be undertaken, the participants in the 
decision-making process must respect each other 
enough to listen carefully in order to recognize 
and understand these differences. This approach 
to ethics focuses on the way we make decisions, 
first in reference to core values and then in refer-
ence to the interests of others affected by our deci-
sions. It is imperative that individuals conflicted 
about what ought to be done cling to the “well-
intentioned” assumption about each other as long 
as possible and only surrender this assumption 
after careful/thorough examination produces 
overwhelming evidence to the contrary.

 What Are Patients and Their 
Families Invited to Trust?

Trust is counter-intuitive…involves risk…is 
needed to complete most tasks…requires 
courage…

“Fiduciary” in ancient Roman law denoted the 
transfer of a right from one person to another per-
son with the recipient’s obligation to return the 
right either at some future time or on the fulfill-
ment of some condition. The fiduciary held this 
right as a trustee with the responsibility to exer-
cise the right on another person’s behalf. In mod-
ern surgery, “fiduciary obligation” refers to the 
trust patients place in their surgeons to act in their 
best interests. The surgeon receives the patient’s 
trust because the surgeon possesses the special 
authoritative knowledge and technical skills to 
which the patient seeks access. Such knowledge 
and skills prompt the patient to seek out the sur-
geon in the first place. The vulnerability acknowl-

edged by the trusting patient creates a fiduciary 
obligation for the surgeon who accepts responsi-
bility for the patient’s care [3].

A relationship this special must be rigorously 
safeguarded. Accordingly, surgeons who priori-
tize their fiduciary obligation to patients seri-
ously consider conflicts of interest. Surgeons are 
among a large and diverse work force that brings 
to the hospital numerous potentially conflicting 
priorities (Fig. 2).

Many surgeons are engaged in clinical 
research and in training/education healthcare 
learners, both being responsibilities that use 
patients as means to accomplish interests other 
than the patients’ best interests. And surgeons 
have to navigate the availability of commercially 
driven surgical innovations that far too often 
result in eventual injury to surgical patients and 
even skew professional organization’s technical 
bulletin guidelines [4].

The ethical dimensions of patient care can 
thus be effectively framed by asking – “What do 
we invite patients and families to trust?” (Fig. 3).

Each response to this centering question puts 
into clinically familiar language one of the four 
basic intentions that are foundational to surgical 
ethics – i.e., to avoid adding to the patient’s pain/
suffering (non-maleficence), to make a desired 
difference in the patient’s well-being (benefi-
cence), to align management plans with the 
patient’s values and goals (self-determination), 
and to be fair in the use of limited resources (jus-
tice) [5]. When surgeons are able to follow 
through on these four intentions in an integrated 
way, the ethical dimension of their patients’ care 
is sound, balanced, and in harmony, and the sur-
geons experience what brought them into a surgi-
cal career. For cases in which the ethical 
dimension of care is shaken or broken, the center-
ing question “What do we invite patients and 
families to trust?” can be an effective starting 
point for determining which one or combination 
of the four intentions failed to such a degree that 
respect has given way to loss of confidence, sus-
picion, and adversarial defensiveness.

The trust upon which safe and beneficial care 
depends is a partnership/collaboration between 
surgical teams and patients (with their families 
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and friends) (Fig. 4). In order for surgeons to fol-
low through on what they invite patients and 
families to trust, surgeons need their cooperation, 
their participation, and their assistance [6]. Thus 
the companion question: “What do surgeons 

need/expect from patients and families in order to 
follow through on what they invite patients and 
families to trust?”

As surgeons work to avoid harm, they need 
patients and families to provide complete and 

Fig. 2 The challenge to integrate multiple potentially conflicting responsibilities

What do we invite patients and families to trust?

... that we will be very careful
(non-maleficence)

... that we aim to make a valued
difference in the patient’s well-being
(beneficence)

... that we will honor the patient’s
perspective/expectations
(self-determination)

... that we will not be biased and will
be good stewards of limited resources
(fairness/justice)

Fig. 3 The clinical 
relevance of core ethical 
concepts
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reliable information. As surgeons seek to deliver 
beneficial outcomes, they need patients and fami-
lies to make a determined effort to adhere to the 
management plan. As surgeons establish goals of 
care that align with patients’ values and prefer-
ences, they need patients and families to realize 
there are limits to what can be achieved. As sur-
geons strive to be fair in the utilization of limited 
resources, they need patients and families to con-
sider the interests of other patients and families. 
These clarifications highlight the accountability 
patients and families bear for following through 
on the four basic intentions that are foundational 
to surgical ethics.

 When/Why Does Trust Break Down 
in Patient Care?

One of the cardiothoracic ICU attendings in the 
teaching hospital for a highly regarded medical 
school collaborated with the hospital’s embedded 
ethics educator to identify vulnerabilities in 
patient care communication. The aim was to train 
the ICU staff to recognize early indications of 
breakdowns in patient communication before 
trust and respect had deteriorated, which was 
occurring in an alarming number of cases in the 
unit. They eventually focused on four recurring 
vulnerabilities in patient care communication  – 
i.e., [1] the information upon which patient care 

decisions are made, [2] the decision-making pro-
cess, [3] the goals/expectations that influence 
patient care decisions, and [4] perceptions of 
evidence-based medical reasoning. They then 
developed a template for examining each vulner-
ability in two steps – first with a description and 
then with a set of assessment questions (Fig. 5).

Imagine the responsibility engineers have to 
ensure that bridges and buildings have structural 
integrity (e.g., anticipating the fatigue or fracture 
of materials, the initiation/growth of cracks in the 
materials, the limits for handling unexpected or 
overloading stress). Think of bridges and build-
ings as metaphors for the delivery of a patient’s 
care from admission to discharge. Then reflect on 
the link between the integrity of the communica-
tion infrastructure upon which patient care 
depends and the ethical dimension of patient care.

And who is responsible for regularly assessing 
the communication infrastructure upon which 
patient care depends? The most common (and 
accurate) response to this question is: “We all are.”

 When/How Should Patients 
and Their Families Be Involved 
in Decision-Making?

Consider the following encounter. An intern 
writes orders for a nurse to obtain several urine 
samples from a patient, including one for a drug 

What is routinely the role of patients and families?

The intent– to do what makes
medical sense in a way that is
compassionate, respects the
patient’s hopes/values, is fair.

Patients and families who collaborate --

• Give honest and complete information
• Cooperate with the management plan
• Have feasible expectations
• Consider the interests of other patients

Fig. 4 The 
responsibilities of 
patients and families
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screen. When the nurse asks for the urine sam-
ples, he tells the patient what tests will be con-
ducted. When a drug screen is mentioned, the 
patient refuses to consent. The nurse tells the 
intern the patient would not consent. The intern 
scolds the nurse for mentioning the drug screen 
and tells him, “I don’t care that he doesn’t give 
consent. Go back in there and get the urine sam-
ple and send it. I will deal with the patient later.” 
The nurse instead speaks with his supervisor.

This scenario highlights the frequent disagree-
ments in the clinical setting over when and how 
to involve patients and their families in decision- 
making. Surgeons face four questions repeatedly 
in every case, with each question representing a 
decision about whether, when, and to what extent 
patients, family members, and friends should be 
informed and share in decision-making. These 
four questions for presenting information to 
patients or their surrogates (Fig. 6) – (1) Should 
the information be shared? (2) Should the infor-
mation be shared as an update? (3) Should the 
information be presented with a pause to answer 
questions? (4) Should the information be shared 
in order to reconsider the goals of care? – embody 

four phases in the century-long evolution of 
“consent” in modern medicine [7].

Seeing these four questions being answered 
repeatedly in case after case calls attention to 
how few details in “the plan for today” the surgi-
cal team reviews on rounds each day are dis-
cussed with patients or their surrogates and also 
calls attention to the options other than shared 
decision-making when information is delivered 
to patients or their surrogates. The pivotal consid-
eration for ethically sound patient care centers on 
the surgeon’s need to keep the management plan 
aligned with the patient’s goals, values, and pref-
erences. Any one of these four options may be 
ethically justified. But each of the four options 
necessitates separate/distinguishable ethical rea-
soning – e.g., What factors influence when/how a 
surgical team involves patients and their fami-
lies? Can a surgical team explain the ethical jus-
tification for each of the four options for involving 
patients, family members, and friends in decision- 
making? This analysis also opens discussion 
about the significance and the limitations of deci-
sional capacity in determining when/how to 
involve patients, family members, and friends.

Why the breakdowns in patient care?

Breakdown #1 – the information base

Breakdown #2 – the decision-making process

Breakdown #3 – the goals/expectations

Breakdown #4 – perceptions of evidence-based medical reasoning

� Who/what are the sources of information?
� Is the information being exchanged honest? complete? consistent? unbiased? explained and
    understood within the ‘big picture’?

� Who is involved in the decision-making?
� Is the decision-making process integrated? efficient? patient-centered? appropriately inclusive?

� What goals/expectations are influencing the patient’s care?
� Are the goals/expectations shared? patient-centered? fair? feasible? explicitly documented?

� What ethnic/cultural/religious/philosophical paradigms are represented?
� Are the paradigms compatible with an evidence-based reasoning about the patient’s care?

Fig. 5 Recurring vulnerabilities in patient care communication
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 Why Is It So Hard to Keep Sense 
in Care at Life’s End?

Two residents who were near the end of their ICU 
rotations were asked separately – “At any given 
time, how many of the management plans in the 
ICU make no sense to you?” The question had to 
do with the link between the management plans 
and feasible outcome/discharge expectations. 
Both residents responded – “50 percent.”

An ethically skilled surgeon is prepared to 
move discussions between patients or surrogates 
and the surgical team toward consensus re the 
patient’s outcome/discharge expectations. (See 
Appendix 3 for a comprehensive template for clar-
ifying and documenting goals of care.) A patient’s 
expectations may be restoration to preadmission 
functional status, relief from pain and suffering, 
survival regardless of quality of life, or survival 
long enough for desired closure. Quality of life 
outcomes that may be unacceptable to a patient 
include being permanently unconscious, being 
permanently unable to remember or make deci-
sions or recognize loved ones, being permanently 
bedridden and dependent on others for activities of 
daily living, being permanently dependent on 
hemodialysis, or being permanently dependent on 
artificial nutrition and/or hydration (Fig. 7).

The focus of care for most surgical patients is to 
restore the patient to a level of function compatible 
with the patient’s expectations, with all appropri-
ate therapies being initiated and continued. If the 
surgical team concludes that such restoration can-
not be achieved, further discussion with the patient 
and family members is needed in order to recon-
sider the expectations for the  hospitalization. 
Based on this discussion, current management 
may not be escalated, additional interventions may 
not be introduced, and current life-sustaining treat-
ments may be discontinued so as not to place 
undue burden on the patient. In some cases, the 
focus of care should shift to concentration on the 
patient’s comfort during the dying process.

Sustaining the discussion of feasible goals of 
care with patients and their families is an art. 
Here are some effective discussion starters an 
ethically astute surgeon may use:

• “What makes a day ‘good’ for you?” (with 
attention given to how “good” is described)

• “What are your difficult days like?” (with 
attention given to how “difficult” is described)

• “Do your good days help you make it through 
your difficult days?” (with attention to indica-
tions of how firm a “yes” is and whether the 
good/difficult ratio is diminishing)

• “Do you more often find yourself waking up in 
the morning hoping for a good day or hoping 

“Does this need to be
 mentioned to the
 patient?”

“Should the patient be
 made aware, though
 there is no decision
 to discuss?”

“Should the patient be
 informed sufficiently to
 be able to question
 or object?”

“Should the patient
 share in the
 decision-making?”

Involving the patient, the surrogate, and/or
the family in decision-making:

Fig. 6 Four recurring 
questions in 
communicating with 
patients and their 
surrogates
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not to have a bad day?” (with attention to how 
encouraged or discouraged the patient is)

• “What do you want me to know as I and the 
surgical team consider how best to take care of 
you?” (with attention oriented toward accept-
able or unacceptable outcomes rather than 
toward management plan details)

• “What outcomes do you want to keep fighting 
for?” (with attention to how feasible the out-
comes are)

• “Are you concerned that your illness will 
interfere with your participation in any activi-
ties or events in the near future that are espe-
cially important to you?” (with attention to 
what demands these activities or events would 
make on the patient, to how feasible it is for 
the patient to participate in these activities or 
events, to what condition the patient hopes to 
have at the time of these activities or events)

• “Do you have any questions or worries that are 
hard to talk about with your family or friends?” 
(with reassurances that such can be discussed 
with you in complete confidence)

• “Patients sometimes tell me they find themselves 
thinking ‘that would be worse than dying.’ Have 

you had this thought?” (with attention to indica-
tions regarding what such conditions would be)

Treatments that in the surgeon’s best profes-
sional judgment will not have a reasonable 
chance of benefiting the patient (Fig. 8) and will 
serve only to prolong the dying process of or 
place undue burden on the patient should not be 
offered, initiated, or continued [8].

Two types of non-beneficial or futile consider-
ations create ethical dilemmas – i.e., physiologic 
futility and value-based futility. A surgeon faces 
physiologic futility when the patient has no 
chance of recovery and interventions are merely 
prolonging the dying process. A surgeon faces 
value-based futility when a patient’s stated goal 
or expectation is not achievable: a patient hopes 
to have meaningful conversation with loved ones, 
but the surgeon’s medical judgment is that there 
is no chance the ability to have meaningful con-
versation will be regained.

Quality of life unacceptable to the patient may include: being permanently
unconscious, being permanently unable to remember, make decisions, recognize
loved ones, have clear conversation, being permanently bedridden and dependent
on others for activities of daily living, being permanently dependent on
hemodialysis, being permanently dependent on artificial nutrition and/or
hydration.

The focus of care will concentrate on the
patient’s comfort. Treatments that serve
only to prolong the process of dying or place
undue burden on the patient will not be
initiated or continued.

(Re)aligning Expectations and the Focus of Care

The focus of care will be to restore the patient to a
level of function compatible with the goals outlined
above. All medically appropriate therapies (including
transfer to an intensive care unit and other life-
sustaining treatments) are to be initiated and
continued.
If the attending physician concludes that such
restoration cannot be achieved, further discussion
with the patient or surrogate will be conducted to
reconsider the goals of care. Based on this discussion,
current management may not be escalated, additional
interventions may not be introduced, and current life-
sustaining treatments may be discontinued so as not
to place undue burden on the patient.

The patient’s expectations may be: restore to preadmission living arrangement,
relief from pain and suffering, “a miracle”, survive regardless of quality of life,
survive long enough for desired closure.

Fig. 7 A framework for aligning patient expectations with the focus of care
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Many ethics consultations are triggered when 
surgeons face desperate patients or surrogates 
who demand – “Just do everything.” An ethically 
skilled surgeon has learned not to be stymied by 
such appeals and instead sensitively reassures the 
patient or surrogate that everything will be done:

• That is medically reasonable, justifiable, and 
defensible

• That is standard of care
• That is consistent with the patient’s values, 

goals, and expectations
• That is within the limits of the hospital’s 

resources and scope of service
• That is in the patient’s best interests
• That hospital policy permits
• That is legally permissible

Remember – every intervention is a “trial of 
treatment.”

 Is Concern for Justice (Ir)Relevant  
at the Bedside?

It is simple enough to say “I am for justice.” It is 
much more complicated to be just. One reason is 
the sacrifices and the risks associated with 

 following through on the commitment to be just. 
Another reason is the reality that no single 
 definition of what it means to be just is equally 
compelling and effective for all situations. (See 
Appendix 4 for a delineation of distinguishable 
descriptions of just decisions about access to and 
distribution of limited resources.)

Consider the experience of the leadership 
team for a nonprofit community health center 
serving a patient population burdened by genera-
tions of poverty. The leadership team takes seri-
ously the resolve in their center’s mission 
statement to care for patients “in a fair and gentle 
manner.” During a strategic planning session, the 
leadership team realizes they had made several 
decisions based on different ways to determine 
what is a fair use of limited resources. See if you 
can identify the different ways to decide what is 
fair that are embedded in these examples of their 
staffing and compensation decisions.

• The community health center’s seven physi-
cians receive the same compensation. There 
are no productivity incentives.

 Fairness is:

• The clinical and administrative support staff 
members are compensated near/at their “mar-

Integrated and Ethically Grounded Care

Patient Expectations 
(e.g., living arrangements, degree of independence, or 

quality of life to which s/he expects to return)

Macro/Integrated Management Plan
(i.e., ‘the big picture’ which needs to align with patient expectations)

System/Problem Management Plan
(i.e., “the plan for today”)

Specific Orders/Actions

[Note: An order/action may make sense and indicate improvement when considered from a
system/problem perspective, while neither making sense nor indicating improvement when
considered from a macro/integrated management perspective. Patients and family members may
mistake report of system/problem level progress for macro/integrated level progress (esp. when
the latter is poorly communicated).]

Non-Beneficial
Care?

Non-Beneficial
Care?

Fig. 8 An explanation of non-beneficial (“futile”) care
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ket” potential, with the distance from “mar-
ket” increasing across the compensation 
spectrum to the physicians (whose compensa-
tion is at 80% of their “market” among com-
munity health center physicians).

 Fairness is:

• End-of-the-year bonuses for non-physician 
employees are the same amount for all, 
whereas such bonuses for the physicians are 
calculated using an equation that takes tenure 
into consideration.

 Fairness is:

• The community health center is committed to 
delivering the same access to and quality of 
care to all patients regardless of a patient’s 
ability to pay.

 Fairness is:

• The community health center gives dispropor-
tionate attention to the healthcare needs of and 
barriers faced by the most disadvantaged 
patients in the service area.

 Fairness is:

• The leadership team makes decisions about 
the utilization of the staff and capital 
resources based on “public health” funding 
priorities.

 Fairness is:

Is it legitimate to use different interpretations 
of what is fair? If so, what integrates the results 
into an experience that is considered to be fair? 
Should fairness be measured by the resulting har-
mony, balance, and reciprocity? Are the anchors 
for fairness [1] treating equals equally and [2] 
handling inequalities with disproportionate 
regard for the less advantaged? If so, can compla-
cency (or resignation) about inequalities be over-
come? How do inequalities at/from birth 
influence attempts to be fair? Should the inter-
ests, rights, and/or liberties of a few ever be sac-
rificed for the interests, rights, and/or liberties of 
the many? How far beyond those immediately 
affected should consequences be tracked in 
assessing the fairness of a decision? How should 
an organization’s being “for profit” or “not for 

profit” alter deliberations about a fair distribution 
of benefits and advantages?

Mass casualty events radically escalate the 
ethical challenges to be fair. Surgeons are forced 
to shift from the familiar individualized patient 
care paradigm to the less familiar public health 
paradigm. They are expected to be utilitarian 
(i.e., to deliver the greatest good for the greatest 
number). Resources have to be rationed. Patients 
have to be triaged. Potentially life-sustaining 
treatment may have to be withheld or withdrawn 
from one patient and given to another patient.

Surgeons’ intent on being fair invites their 
patients and surrogates to trust that they will not 
discriminate against them. Following through on 
this intention is especially challenging when 
demographic variables about which they have 
preferences and biases are medically significant 
to a patient’s diagnosis and management (Fig. 9).

The responsibility to recognize and discipline 
one’s preferences and biases when caring for 
patients is clearly relevant at the bedside.

Surgeons also question – often expressed with 
frustration and/or cynicism – systems, protocols, 
and decisions for distributing limited resources 
(e.g., personnel, rooms, supplies, lifesaving inter-
ventions, VIP privileges, capital investments). 
They can feel complicit…but trapped/powerless. 
Ethically grounded surgeons look for opportuni-
ties to participate in team, department, institu-
tional, and national efforts to assess/revise the 
unofficial decision-making culture and/or the offi-
cial policies that raise fairness concerns about the 
distribution of limited resources (i.e., “organiza-
tional ethics”) [9].

Consider an exercise designed to clarify one’s 
priorities re access to and distribution of limited 
resources (Fig. 10) [10].

First, visualize the range of possible life cir-
cumstances represented in the ring of photo-
graphs. Second, imagine not knowing your life 
circumstances (e.g., your age, ethnicity, health, 
work, education, financial resources, nationality, 
etc.). Surgeons see firsthand how fragile and 
unpredictable one’s life circumstances are. Third, 
without knowing which life circumstances will 
be your lot, explain how you would propose 
limited resources should be accessed and 
distributed.

Surgical Ethics: Theory and Practice Background
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A test of professional discipline and ethical maturity

Medically Significant Preference-Bias-Prejudice

Age

Ethnicity

Gender

Weight

Disability

Socio-Economic
Status

Sexual History

Indicators? Listen to how surgical team members talk about their experiences of caring patients. Not what they
eventually write in the chart. But the discourse that includes their adjectives, their adverbs, their emotions, their metaphors,
their narratives, their whispered exchanges, their humor, their editorial comments. That discourse – not the note in the chart –
reveals far more completely what surgical team members consider important enough to influence what they think should be
done in caring for patients.

Fig. 9 Patient information that can be both medically significant and prejudicial

Imagine participating
in the creation of a
community and not
knowing what your

circumstances (e.g.,
age, ethnicity, health,

work, education,
sexual orientation,

financial resources,
etc.) will be.

What policies re access
to and distribution of
the community’s limited
resources would you
consider to be fair?
would you propose?
would you vote for?

???

Fig. 10 An ethically accountable perspective on accessing and distributing limited resources
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 “Who Cares…Really?”

Most medical students choose to pursue a surgi-
cal career confident they will be ethically model 
surgeons, humane with a resilient social con-
science. However, they quickly feel they are 
being herded through year after grinding year of 
preparation. They are being trained, but not nec-
essarily educated. They are under intense super-
vision as they expand/strengthen their knowledge 
base, as they become efficient in examining 
patients, and as they learn to do procedures. From 
one stage to the next, they accommodate stan-
dards for identifying “good performance” that 
may have little to do with valuing patients as indi-
viduals. They finish residency still feeling the 
effects of chronic fatigue but anxious finally to be 
focusing on their own patients. Instead, for sev-
eral more years  – among new colleagues and 

under smothering fiscal scrutiny – they struggle 
to find their own practice style, to get out from 
under enormous debt, to publish, and to catch up 
on a long-delayed personal life. Do they receive 
sufficient incentives to give of themselves…to 
care deeply…to be truly present with their 
patients…to concentrate on the disadvantaged…
to be reflective? [11]

“Ethics” for these surgeons is analogous to an 
irrigation system delivering nourishment to 
plants that would otherwise wither.

 Appendix 1

a language matrix that differentiates four com-
mon professional identities found on a spectrum 
with “I could not care less” at one end and “I 
could not care more” at the other end.

Professional Profiles That Delineate Integrity

“I could not care
less”

“I could not care
more”

an assault
pt a victim
a scam

criminal; manipulates pt;
desecrates social fabric

entrepreneur
acccommodates pt,
capitalizes on social fabric

servant; empathetic toward
pt; leavens social fabric

a sale
pt a consumer
a business

an encounter
contract with pt
a profession

a meeting
covenant with pt
a vocation

partner, respects pt,
challenges social fabric

lifestyle is everything lifestyle is highest priority lifestyle is in tension with
accountability to/for pts

lifestyle is integrated with
accountability to/for pts

pt mix is defined by
fraudulent interst

exploits pt suffering;
immune to being burned
out

pt mix is weighted toward
personal interests

pt mix is weighted toward
the more vulnerable pts

pt mix is centered on the
most vulnerable pts

detached from pt suffering;
avoids being burned out

burdened by pt suffering;
risks being burned out

drawn into pt suffering;
copes with being burned
out

harmfully present
pt a means only

apparently present
pt primarily a means

meaningfully present
pt an end and a means

fully present
pt essentially an end

professional advancement
sought as a benefit to pts

professional advancement
sought as a marketing
asset

professional advancement
sought as a cover

no conscience; no moral
dissonance; no integrity

easy conscience; Iwe
moral dissonance,
compromises professional
integrity

pangs of conscience;
underlying moral
dissonance; wrestles with
integrity

restless conscience; deep
moral dissonance; risks self-
righteous self-image and/or
reputation

professional advancement
sought for quality of care
and security
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The Struggle

“Do I care . . . really?”“I could not
care less?”

“I could not
care more”

a task
pt one more demand

a job

an encounter
contract with pt
a profession

mechnaic; numb toward pt;
tired of confrontions

experience with family
sactrificed to care for pts

patching rather than healing
the more vulnerable pts

apathetic re pt suffering;
overworked; drained by

paperwork

Weakly present
pt a means to an end

professional advancement
slowed by being behind;

subtle risks to pts

guilty conscience; moral
complacence; defensive

sounding cynical

servant; empathetic toward
pt; leavens social fabric

lifestyle is in tension with
accountability to/for pts

pt mix is weighted toward the
more vulnerable pts

burdened by pt suffering;
risks being burned out

meaningfully present
pt an end a means

professional advancement
sought for quality of care and
security

pangs of conscience:
underlying moral dissonance;
wresties with integrity
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 Appendix 2

a diagram that helps clarify many of the reasoning patterns commonly present in patient care 
deliberations.

Why understanding ‘ethics’ matters

I do (not do) what I have
vowed always(never) to do,
[Categorical Ethics]

I do what is most congruent with the
composite of my life experiences to
date. (Narrative Ethics]

I do what my compassion
capacity enables me to do.
[Care Ethics]

I do what i have learned to do
from past experience in
similar circumstances.
[Casuistic Ethics]

I do what maximizes freedom–
mine and others.
[libertarian Ethics]

I do what respects individuals’
identity within their social networks.
[Communitarian Ethics]

I do what minimizes costs in order to
maximize (1) public service or (2) profit.
[(Non)-profit Ethics]

I do what
protects/empowers the
marginalized/exploited.
[Human/Civil Rights Ethics]

I do what the individual/s
I have chosen to emulate
would do.
[Mentoring Ethics]

I do what outweighs the
risks and justifies the costs,
[Consequentialist Ethics]

I do what is consistent with the
sort of person I am (becoming).
[Virtue Ethics]

I do what ensures/advances what I
consider to be most important.
[Values Ethics]

I do what I am expected/
assigned to do. [Duty/Job Ethics]
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 Appendix 3

a comprehensive template for clarifying and documenting goals of care.

Goals of Care -- Communication Template

PART A: Document Goals of Care
Based upon comprehensive discussion between the patient ____________ (or surrogate) and the treating
physician,
The following explanation best describes the patient’s current goals of care:he __________________________
_____________________________________________________________________________________________

EXAMPLES include but are not limited to: “return to prior living situation at previous functional status” or
“return to prior living situation after physical therapy” or “remain in my home” or “be free of pain or
breathlessness” or “maintain my privacy and dignity” or “be able to interact with my loved ones” or
“attend my granddaughter’s graduation".
NOTE: “Do everything” is NOT a goal of care. Ask the patient (or surrogate) what ‘everything’ is intended
to achieve.AMPLES

        NOTE: To set realistic goals, the patient (or surrogate) needs a clear description of what to expect.
Discuss and document if the patient wants aggressive life-support measures stopped and wants treatment instead
to focus on comfort and dignity if any one or combination of the following is the most likely outcome:OTE:

____ being permanently unconscious (i.e., completely unaware of surroundings with no chance of regaining
consciousness)

____ being permanently unable to remember, understand, make decisions, recognize loved ones, have
conversations

____ being permanently bedridden and completely dependent on the assistance of others to accomplish daily
activities__

(e.g., eating, bathing, dressing, moving)
____ being permanently dependent on mechanical ventilation
____ being permanently dependent on hemodialysis
____ being permanently dependent on artificial nutrition (tube feedings) and/or intravenous hydration for survival
____ death likely to occur within days to weeks and treatments are only prolonging the dying process
____ other (specify): ____________________________________________________________________________

PART B: Document Focus of CareT

PART C: Recommend Resuscitation StatusART
1.      Based on the current condition, prognosis and comorbidities, and on weighing likely benefits, harms and goals
         outlined above --
         A.    The treating physician does / does not (circle one) recommend CPR in the event of cardiac arrest.
         B.    The treating physician does / does not (circle one) recommend intubation in the event of impending
                respiratory arrest.
         C.    The treating physician at this time cannot make a definitive recommendation (circle) regarding CPR or
                intubation.
2.      These recommendations have been discussed with the patient (or surrogate) with reassurance that if
        resuscitation is not performed, treatment will be provided with the goal of comfort and dignity: Yes / No
3.     For the patient (or surrogate) who decides to be resuscitated (i.e., Code 1) despite the treating physician’s
        recommendation against such, the treating physician has discussed the likely immediate consequences of CPR
        if successful: Yes / No
4.     Person with whom to speak if the patient lacks decisional capacity:
Name: _________________________________ Relation: _______________ Phone Number: ______________

Based upon the above understanding of the patient’s goals of care:

       The focus of care will be to restore the patient to a level of function compatible with the goals outlined above.

Specific testing and treatments will be ordered by the patient’s physicians with the intent to achieve these goals.

       The focus of care will concentrate on the patient’s comfort. Treatments that serve only to prolong the process

of dying or place undue burden on the patient will not be initiated or continued.
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 Appendix 4

a delineation of distinguishable descriptions of just decisions about access to and distribution of lim-
ited resources.

“But what is a ‘fair’use of severely limited resources?”

“First come, first serve’ is
the only way to be fair.”

“To be fair, individuals should
have the access to resources
that their means and status
make possible.”

“It is fair to give priority to those
who have contributed most
significantly to society.”

“It is fair to give priority to the
young and healthy because of
their potential to contribute
to society.”

“The fair thing to do is distribute
resources in a way that promotes
equality”

(Other)

“It is fair to give priority to those
upon whom society depends to
provide basic social services.”

“To be fair, resources should be
distributed with disproportionate
attention to the needs and
interests of the most vulnerable
members of society.”

Patients who
would benefit
from services
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Foundations and Principles 
of Surgical Ethics
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Surgical ethics (SE) is considered to be part of 
medical ethics, and both disciplines belong to the 
realm of bioethics. Bioethics is the branch of 
applied ethics that studies the philosophical, 
social, and legal issues arising in medicine and 
other life sciences and is chiefly concerned with 
human life and well-being [1].

The issues included in the goal of study are 
represented by the moral approach, the decision- 
making process, and the behavior of those 
involved in the patient surgical care, with specific 
emphasis on the patient-surgeon relationship.

The term bioethics was used for the first time 
by Fritz Jahr in 1926, in reference to the use of 
plants and animals, but remained unused until the 
rebirth of bioethics during the 1970s. In 1970, 
van Rensselaer (1911–2011), from the University 
of Wisconsin, Madison, called for the need of a 
new field to tackle the basic issues of human 
thriving. He started to use bioethics to describe a 
new field which represented the intersection of 
human values, biology, and medicine. Years later 
the medical field and profession secure the use of 
the term bioethics. In that sense, Andre Hellegers 
(1926–1979), a Dutch gynecologist and founder 
of the Institute of Bioethics at Georgetown 
University, was highly instrumental, since the 
Georgetown’s approach was the one that led the 
medical arena and a huge influence in the medi-
cal scenario [2].

Surgery has some unique features that make 
ethics in the surgical field very specific and 
focused on crucial topics:

• Surgery harms before healing and curing the 
patient. There is a therapeutic justification to 
prevent this procedure from being otherwise a 
felony or an assault.

• Every surgical procedure is invasive and rep-
resents an aggression, so the requirements for 
a surgical informed consent process are 
stringent.

• Surgery is characterized by fallibility, and 
40–60% of all medical errors are performed in 
the operating room.
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• Surgical decision-making is usually per-
formed under conditions of uncertainty.

• Surgery is embedded by risks, accidents, com-
plications, and sequelae [3].

Medical ethics is considered to have started in 
ancient Greece, being its first representative 
Hippocrates of Cos (460–370 BC) and finishing 
its influence with Galen (AD 129–199), who 
developed and taught his science and art in 
Pergamon (present Bergama, Turkey). The 
Hippocratic Corpus represents a collection of 
about 60 ancient Greek medical works associated 
with Hippocrates, but none is proven to be writ-
ten by Hippocrates himself. This collection may 
represent the remains of a library of Cos or even 
a collection compiled in Alexandria, but it 
includes works from the Coan and Cnidian 
schools of ancient Greek medicine. The famous 
maxim “As to diseases, make a habit of two 
things- to help, or at least to do no harm” is men-
tioned in Epidemics, book I, 11. The preamble of 
“On the Physician” offers the physical and moral 
traits of the ideal physician; in the same fashion, 
“The Precepts” also refers to the physician’s 
behavior; meanwhile the “Decorum” provides 
tips about good manners at the doctor’s office or 
when visiting patients [4]. The Hippocratic Oath 
includes details regarding the physician ethics 
and moral behavior in its four sections: a tribute 
to the Gods. It is divided in four parts: a pledge to 
pagan deities; an itemization of positive obliga-
tions, those ones that are required; a listing of 
negative obligations, those which are forbidden; 
and a final allegiance. It also contains a laudation 
to the figure of the master or teacher: “To hold 
him who has taught me this art as equal to my 
parents and to live my life in partnership with 
him…,” evidence of the master-apprentice model 
of training and learning, which stayed through 
the medieval period until the nineteenth century.

Plato (427–347 BC) developed the first germ 
of the informed consent process, which only took 
place in the case of free citizens but did not apply 
for slaves: “The slave doctor prescribes what 
mere experience suggest as if he had exact knowl-
edge; and when he has given his orders, like a 
tyrant, he rushes off with equal assurance to some 

other servant who is ill …but the other doctor, 
who is a free man, attends and practices upon free 
men; and he carries his enquiries far back and 
goes into the nature of the disorder, he enters into 
discourse with the patient and his friends, and is 
at once getting information from the sick man, 
and also instructing him as far as he is able, and 
he will not prescribe for him until he has first 
convinced him” [5].

Galen considered mandatory the knowledge 
of philosophy for medical practitioners. He was 
not only a physician and a medical author but was 
also involved in philosophical issues addressing 
topics in the field of epistemology, causation in 
the world of nature, and philosophy of mind (now 
psychology). He was influential through the 
medieval times and even later, both in Europe and 
in the Arabic world [6].

In the Islamic world, the figure of Avicenna 
(980–1037) was influential in the field of medical 
ethics: although in his Canon there is not a spe-
cific section devoted to ethics, the whole book is 
filled with ethical references that focus on human 
beings as the target of medicine. In the Jewish 
tradition, Maimonides (1135–1204) was a 
Talmud scholar and one of the world’s greatest 
physicians. The influence of Buddha is remark-
able in India and southwest Asia, while the teach-
ings of Confucius (551–479 BC) were influential 
in China. In this country the Huangdi Neijing 
(The Inner Canon of the Yellow Emperor) is a 
very old medical text in the form of dialogues 
between the mythical Yellow Emperor and six of 
his ministers, addressing traditional Chinese 
medicine and ethical behaviors [4].

Isaac Judaeus (circa 832–circa 942), consid-
ered the father of medieval Jewish Neoplatonism, 
in his “Physician guide” forwarded a word of 
caution against those “know it all” physicians 
and requested that doctors should lead an exem-
plary and virtuous life, free from gluttony and 
other vices. During the Middle Ages, medicine 
was influenced by the teachings and power of the 
Catholic Church; the care of the poor and the sick 
was considered a gift of charity and a service of 
compassionate people to God.

Arnau de Vilanova (1240–1311), originally 
from present-day Catalonia, was professor of 
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medicine in Montpellier and personal physician 
to Kings Peter III and James II of Spain. He was 
a devoted admirer of Galen’s teachings. He was 
fluent in Arabic, and his recommendations 
included a practice-oriented clinical care: to go 
beyond transmitted teachings by careful thera-
peutic experimentation, to draw judicious con-
clusions about these experiments, and to 
communicate these conclusions with succinct 
clarity [7]. Jehan Yperman (1260–1331) is con-
sidered the master of Flemish medicine, and 
among his recommendations, the following can 
be mentioned: “Physicians and surgeons must 
not only have a knowledge of Medicine, but must 
also know the books of Nature, which is called 
Philosophy…the doctor must also know Ethics, 
as this science teaches good morals” [8].

Gabriele de Zerbi (1445–1505) was professor 
in Padova and also practiced in Verona and was a 
very successful author of his time. He made spe-
cial mention of the Hippocratic Oath. In his book 
Advice to Physicians, he highlighted the virtue of 
fidelity, since “The doctor is the faithful compan-
ion to the body of his patient, suffers with him 
and rejoices in his health” [9]. The German 
Ahasverus Fritsch (1629–1701) published in 
1684 his book The Sinning Physician, where he 
described some of the types included in this defi-
nition: “those practicing medicine without suffi-
cient learning, failing to entrust themselves and 
their patients to divine providence, charging the 
poor a fee or overcharging the rich, prolonging 
treatment for the sake of pain, failing to consult 
when appropriate or abandoning a patient or flee-
ing the city in contagion, advocating for a virtu-
ous and ethical behavior” [4].

John Gregory (1724–1773) should be consid-
ered as the modern developer of medical ethics. 
He was born in a family of academicians and 
raised to become appointed First Physician to 
her Majesty for Scotland. He was professor of 
philosophy and medicine at King’s College 
between 1746 and 1764, with a brief interval 
while in London, and taught practice of medi-
cine at Edinburgh between 1766 and his death. 
He was influenced by Francis Bacon’s philoso-
phy of science and medicine and a contemporary 
of Sir David Hume and was the one responsible 

for the transformation of medicine from a trade 
into a profession. He introduced the concept of 
medicine as a fiduciary profession and the physi-
cian as a moral or fiduciary agent, founded in the 
need for the physician to know and respect the 
patient’s best interest, putting aside any self-
interest and guided by altruism. Gregory defined 
medicine as “the art of preserving health, pro-
longing life, treating diseases and making death 
easy” [10]. Being a fiduciary means that the phy-
sician must be in a position to know reliably the 
patient’s interest, should be concerned primarily 
with protecting and promoting the patient’s 
interests, and should be concerned only second-
arily with protecting and promoting his or her 
own interests.

Thomas Percival (1740–1804) became a lead-
ing figure at the Manchester Infirmary and due to 
the conflict between Tory surgeons and Whig 
physicians was asked to develop a code of profes-
sional conduct to rule in these situations. His 
work was originally called Medical Jurisprudence 
and was later entitled Medical Ethics, being this 
the first use of this term. He introduced his opus 
as a system of professional ethics and represented 
the strongest influence for the first Code of Ethics 
of the American Medical Association [11].

On the other side of the Atlantic, Samuel Bard 
(1742–1821) was the personal physician to 
George Washington and his family. His com-
mencement lecture to the first graduate class of 
Columbia University was about “A discourse on 
the duties of the physician” where he emphasized 
the virtues of integrity and ability and condemned 
ignorance and dishonesty [12]. Worthington 
Hooker (1806–1867) was the vice president of 
the American Medical Association in 1846 and a 
huge advocate of ethics and promoter of the first 
AMA Code of Ethics, based in the one developed 
by Percival in the United Kingdom. In his book 
Physician and Patient, published in 1848, he 
credited the French pathologist Auguste François 
Chomel, the successor of Laennec, with the first 
use of the dictum “Primum non nocere.” He also 
favored keeping hope and truthfulness in the 
frame of the physician-patient relationship [13].

Sir William Stokes, a well-reputed Irish sur-
geon and past president of the Royal College of 
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Surgeons Ireland, delivered an introductory 
address to the session 1894/5  in the Meath 
Hospital and County Dublin Infirmary on 
Monday, October 8, 1894. He mentioned exam-
ples of “nimia diligentia chirurgiae,” synonym of 
unnecessary surgery, and he should be credited 
for using the term surgical ethics for the first time 
when he mentioned: “A consideration of surgical 
ethics that frequently exercises the mind of the 
operating surgeon is the question of the princi-
ples that should guide him in dealing with can-
cerous growths. The question as to what 
constitutes justification in dealing with them in 
an operative way is ever present and surrounded 
with difficulty, as the result of such interference 
must end in weal or woe, satisfaction or regret to 
the patient as to the operator.” In other words, he 
poses the following challenge: do the risks of the 
operation outweigh the potential benefits to the 
patient? [14].

A huge landmark in the development and 
increasing influence of surgical ethics was the 
introduction of anesthesia and the inconveniences 
of its early adoption, due to the unacceptable ini-
tial high rate of risks, accidents, and complica-
tions [15]. The concept of professional diligence 
as a core foundation for medical and surgical eth-
ics was reintroduced by Richard Cabot (1868–
1939), professor at Harvard University and a 
contemporary of Ernest A. Codman (1869–1940). 
He was concerned with the occurrence of medi-
cal errors and his research focused in the com-
parison of clinical diagnosis and autopsy findings, 
and he was a fierce advocate of the “ethics of 
clinical competence” [16]. The development of 
transplantation was very fertile in the arising of 
new and unknown conflicts and dilemmas 
brought to the table of ethical discussion. Surgical 
innovation has also represented a challenge in the 
advance of surgical ethics [17].

McCullough et al. consider that surgical ethics 
is founded on the recognition of the rights of sur-
gical patients. There is no surgical procedure or 
intervention without the active role of a surgeon 
who is part of the therapeutic alliance of the 
patient-surgeon relationship. In this dyadic rela-
tionship which should be based on trust, the sur-
geon deters a role of “authority” due to his or her 

training, expertise, clinical judgment, and fidu-
ciary responsibilities; meanwhile the patient 
deters a position of “authority” since he or she 
will consent and allow that upon his or her body 
a surgeon may act displaying the art and science 
of surgery [18].

Miles Little highlighted the uniqueness of sur-
gical ethics, and his proposal of five categories 
characterizes this branch of ethics, which per-
tains and traverses the surgical field in all its dis-
ciplines. These categories are rescue, proximity, 
ordeal, aftermath, and presence. The first four are 
experienced exclusively by the patients; mean-
while the presence of the surgeon throughout the 
whole process of intervention and recovery 
should be considered as a virtue and a duty inher-
ent to our profession [19].

 (a) Rescue: there is a need in all those patients 
requiring a surgical consultation for rescue, 
submitting their desire to the power of the 
surgeon. This power is based on the abilities 
or skills needed to be displayed: the techne or 
technical skill, the episteme or knowledge, 
and phronesis or practical judgment, all vir-
tuous characteristics to be displayed by an 
ethical surgeon.

 (b) Proximity: the patient-surgeon relationship is 
very intense, usually short and invasive, and, 
of course, intimate due to the interchange of 
values.

 (c) Ordeal: the physical and mental impact of 
surgery may probably remain for life and 
refers to the usually unpleasant and some-
times painful experience to go through a sur-
gical intervention.

 (d) Aftermath: the aftereffects are usually obvi-
ous, specially in cancer patients who after an 
operation are subjected to chemo- and/or 
radiotherapy, life controls with a tension 
every time a diagnostic modality is requested 
for assessment or restaging.

 (e) Presence: patients request the presence of the 
surgeon and/or the surgical team in a very 
proactive way, with complete supervision of 
the recovery process and a leading role of the 
different team members needed during the 
perioperative stages.
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Thus, SE acknowledges all these categories, 
circumstance that added to the peculiarities of the 
surgical therapeutic approach, are the reason why 
SE differentiates itself from the field of medical 
ethics [20].

Surgical ethics combines and provides a 
frame for providing solutions to all the issues, 
problems, decisions, conflicts, and dilemmas a 
surgeon confronts in the daily activity of patient 
care, surgical research, surgical education and 
training, leadership, and management. It needs 
be understood as a discipline of both ethics and 
surgery which provides an answer to the ques-
tion “What ought morality to be in surgery?”. 
Besides, all the questions about what represents 
good professional practice concern surgical 
ethics rather than surgical technique; nonethe-
less it must be understood that being a compe-
tent surgeon is a prerequisite to being an ethical 
one. So, technical mastery is necessary to fulfill 
the expectations of our patients and society, but 
this quality is not enough. The present chal-
lenge is to be a superb and a complete surgeon. 
The central question has changed. It is not just 
“What can we do for this patient?” but today’s 
question is “What should be done for this 
patient?” and this is a question for surgical eth-
ics. As stated by Pellegrini, “Surgery is a moral 
practice, and every surgeon is a moral agent” 
[21]; and this situation can only be determined 
by focusing on the ethical dimensions of surgi-
cal care.

In the last 30 years, the attention and focus on 
surgical ethics have changed dramatically; now 
surgical ethics lies at the core of surgical profes-
sionalism, and it must remembered that every 
time a surgeon is confronted to a surgical deci-
sion, he or she will need to differentiate “how to 
treat” questions which are a matter of medical 
and surgical science from “why to treat” issues, 
related to surgical ethics. The role of being a fidu-
ciary for the patient’s sake is a pivotal one, mean-
ing that in the conflict between altruism and 
self-interest, the first one must prevail [22]. 
Besides, surgery is characterized by a fierce 
accountability: when the patient of an internist 
dies, the natural question his colleagues ask is 
“What happened?”. When a patient of a surgeon 

dies, his colleagues ask “What did you do?”. By 
the nature of his craft and his beliefs about it, the 
surgeon is more accountable than other physi-
cians, and he or she also has much more to 
account for [23].

Surgery and surgical ethics rely on the princi-
ples of beneficence, nonmaleficence, respect for 
autonomy, and justice, as collated by Beauchamp 
and Childress and included in the Belmont Report 
[24]. They based their principle system on the 
one previously described by Donald Ross, in 
1930 [25].

In addition to the four classic ethical princi-
ples, truthfulness, fairness, integrity, dignity and 
respect of people’s rights, and honesty should be 
added, all of which have a heavy impact on every 
stage of surgical care.

The main characteristics of the four classic 
ethical principles are the following [3]:

 Beneficence

Beneficence stands for acts of mercy, kindness, 
and charity and involves the principle of acting 
with the best interest of the other in mind. In con-
trast to utility, positive beneficence requires 
agents to provide benefits to others and is more 
an ideal than an obligation: according to the 
Good Samaritan’s parable, we cannot demand 
others to act in an exceeded moral behavior.

The principle of positive beneficence supports 
an array of moral rules of duties: basically, to 
protect and defend the rights of others and to pre-
vent harm from occurring to others. The rules of 
beneficence prevail positive requirements of 
action. David Hume argued that the obligation to 
benefit others arises from social interactions: “All 
our obligations to do good to society seem to 
imply something reciprocal: I receive the benefits 
of society and therefore ought to promote its 
interest.” Reciprocity is the act or practice of 
making an appropriate and often proportional 
return. Examples include returning benefit with 
proportional benefit, harm with proportional 
criminal sentencing, and friendly actions with 
gratitude.

Foundations and Principles of Surgical Ethics
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 Nonmaleficence

Nonmaleficence is based on the dictum “Primum 
non nocere” (“above all, do no harm”) and 
requires intentionally refraining from actions that 
would cause harm.

The principle of nonmaleficence imposes an 
obligation not to inflict harm on others. Though 
the aphorism “Primum non nocere” is often 
considered the fundamental principle in the 
Hippocratic tradition of medical ethics, it does 
not appear in the Hippocratic corpus exception 
made of the translation of a single passage: “At 
least do no harm.” Nonetheless the Hippocratic 
Oath expresses obligations of nonmaleficence 
and of beneficence: “I will use treatment to help 
the sick according to my ability and judgment, 
but I will never use it to injure or wrong 
them” [27].

Since the most important rule of this principle 
consists in not to inflict evil or harm, it requires 
only intentionally refraining from actions that 
cause harm. Harm stands for physical harm, 
especially pain, suffering, disability, death, or 
loss of chance (survival) as well as mental harm. 
This obligation includes not only the duty not to 
inflict harm but also the duty not to impose a risk 
of harm. In cases of risk imposition, both law and 
morality recognize a standard of due care that 
determines whether the agent who is causally 
responsible for the risk is legally or morally lia-
ble as well.

On the other hand, negligence represents the 
lack of due care and a departure from the profes-
sional standard that determines the due care in 
any given situation. When addressing negligence, 
there is a focus on the behavior or misdemeanor 
that falls below a standard of due care that the law 
or the moral codes have established to protect 
others from the careless imposition of risks. The 
following are essential elements in a professional 
model of negligent care:

 1. A surgeon’s duty to the patient
 2. Breach of duty from the surgeon
 3. Harm suffered by the affected patient
 4. Causality link between the breach of duty and 

the harm achieved

Professional malpractice is an instance of neg-
ligence that involves not adjusting to the profes-
sional standards of due care.

 Respect for Autonomy

The concept of autonomy is derived from the 
Greek words autos (self) and nomos (rule, gover-
nance, law), referring originally to the self-deter-
mination of city- states in ancient Greece.

The concept of autonomy precludes the indi-
vidual decision-making in health care and 
research, as patients and as subjects, in the surgi-
cal care process. There are two conditions essen-
tial for autonomy: liberty (freedom from external 
controlling influences) and agency (capacity and 
capability for intentional action). The moral 
requirements of respect for autonomy include 
autonomous action in terms of normal choosers 
who act intentionally, with full and complete 
understanding and free from external or control-
ling influences that determine their action.

Two philosophers have powerfully influenced 
the contemporary interpretations of respect for 
autonomy: Immanuel Kant and John Stuart Mill. 
Kant argued that respect for autonomy flows 
from the recognition that all persons have uncon-
ditional worth, each having the capacity to deter-
mine his or her own moral destiny. Mill concerned 
himself primarily with the individuality of auton-
omous agents, arguing that society should permit 
individuals to develop according to their own 
convictions so long as they do not interfere with 
a like expression of freedom by others or unjusti-
fiably harm others. Kant’s position entails a 
moral imperative of respectful treatment of per-
sons as an end in itself [26].

The basic paradigm of autonomy in health 
care is represented by the surgical informed con-
sent process and entails competent judgment. To 
be valid, the conditions of competent judgment 
must satisfy the standards of its determination. 
These abilities include the following spectrum: to 
understand one’s situation and the consequences 
of performing or refusing therapeutic treatment, 
to understand all relevant information, to receive 
and provide rational and risk-/benefit-related rea-
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sons of doing or not, to arrive to a final and rea-
sonable decision, and to communicate that choice 
to the health-care team.

 Justice

Aristotle first conceptualized justice as the “ren-
dering to each individual of what is due to him or 
her” and refers to the development of fairness and 
equality. More recent influences in biomedical 
ethics originate from Rawls’ A Theory of Justice, 
in which he argues that a social arrangement 
forming a political state is a community effort to 
advance the good of all in society. Representing 
an egalitarian point of view, Rawls attempts to 
solve the problem of distributive justice (the 
socially just distribution of goods in a society) by 
using a variation of the familiar device of the 
“social contract.” The resultant theory is known 
as “justice as fairness,” from which the author 
derived his two principles of justice: the liberty 
principle and the difference principle [28].

In the health-care setting, justice primarily 
refers to the distribution of usually scarce resources 
in a fair way from a communitarian point of view. 
However, it includes the obligation to respect the 
patients’ rights and morally acceptable laws from 
the patient’s individual point of view.

The four ethical principles embrace more spe-
cific rules applicable to surgical care and provide 
a framework to consider systematically the ethics 
of surgical practice [29]. In that sense, the prin-
ciple typology of surgical ethical issues includes 
the following:

 (a) Respect for autonomy: surgical informed 
consent, truth telling, confidentiality, com-
munication skills

 (b) Beneficence: surgical competence, sound 
judgment, continuing medical education, 
accountability, communication skills

 (c) Nonmaleficence: surgical competence, sound 
judgment, recognizing one’s limitations, dis-
closure and discussion of complications and 
surgical errors

 (d) Justice: allocation of scarce resources, legal 
issues, human rights

 Concluding Remarks

• The foundations of surgical ethics lie in the 
Greek and Roman tradition, and its develop-
ment has been influenced by different 
religions.

• Many figures have been influential, but the 
significant role played by John Gregory 
and Thomas Percival should be duly 
acknowledged.

• The first one to use the term surgical ethics 
was the Irish surgeon William Stokes in 1894.

• Miles Little, an Australian surgical oncologist, 
was the one who defined the five categories of 
surgical ethics.

• Surgery is a moral practice and every surgeon 
should be considered a moral fiduciary agent.

• Surgical ethics provides a frame for three 
aspects of the surgical practice: (a) the virtues 
and obligations of the surgeon in the physician- 
patient relationship, (b) the surgeon’s profes-
sional obligations and behavior, and (c) the 
surgeon’s responsibilities to society.
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The Ethical Challenges of Surgical 
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 The Ethical Challenges of Surgical 
Leadership

What I must do, is all that concerns me; not what 
people think. This rule, equally arduous in actual 
and intellectual life, may serve for the whole dis-
tinction between greatness and meanness. It is 
harder because you will always find those who 
think they know what your duty is better than you.

Ralph Waldo Emerson [1]

Not a week goes by without organizational 
crises making the news headlines. In these 
instances a common thread seems to be a failure 
of duty and adhering to ethical principles. Recent 

examples include the recent data breach at 
Equifax impacting the personal identity of nearly 
140 million Americans and the apparent delayed 
public response by the leadership [2, 3]; the US 
Justice Department unsealing an indictment in 
May of 2015 charging 14 world soccer figures, 
including officials of Fédération Internationale 
de Football Association (FIFA) [4]; or the 
National Collegiate Athletic Association (NCAA) 
investigation in 2017 concerning an athletic shoe 
manufacturer and claims of money being paid 
directly to college basketball players or their 
families in a few programs by that manufacturer 
[5]. Health care is not immune from such crises. 
For example, the Tampa, Florida-based health 
insurer WellCare announced in August of 2010 
that it would pay $137.5 million to the federal 
government to settle ongoing investigations and 
$200 million to settle a class action suit related to 
alleged Florida Medicaid fraud [6]. Nor is sur-
gery immune. An example is the poor handling of 
the Dr. Michael Swango affair by several institu-
tions in the USA in the early 1980s. These orga-
nizations were criticized for not bringing forward 
suspicions of patient harm being committed by 
this would-be murderer [7]. Another example is 
represented by issue of surgeons’ potential con-
flict of interest with support from the pharmaceu-
tical and the surgical technology industry. Finally, 
compliance investigations involving professional 
billing and overlapping surgeries. The list goes 
on and on.

Key Points
• Definition of leadership and followers
• Definition of ethics and why it is funda-

mental to leadership
• Definition of ethical leadership and 

organizations
• Assessment of bad leadership
• The major ethical challenges of 

leadership
• Ethical decision-making
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In order to develop a strong ethical organiza-
tion and avoid ethical breaches, it is essential that 
the modern surgical leader considers the ethical 
dimension in each and every decision. Achieving 
this goal is the ultimate ethical challenge for 
leaders [8]. It is essential that the modern surgical 
leader possess the personal qualities of a virtuous 
leader, to know her or his duty and adhere to their 
personal values when navigating the complex 
social and business environment in which we live 
and work. Per Emerson’s quote being self-reliant 
and confident in your purpose and duty is critical. 
This alone is insufficient as the leader must con-
nect with the organization they lead and the fol-
lowers, who are so dependent on a trusting and 
just culture.

The fictional scenario in Case 1 frames some 
of the ethical challenges for surgical leaders and 
serves as an introduction to some of the concepts 
that will be outlined in this chapter.

Case Study 1
The following fictional scenario sets the 
stage for this chapter and highlights the 
ethical challenge of making decisions and 
the leadership role when there is tension 
between organizational decisions based on 
business performance and ethical decisions 
based on the best interest of the society. 
The friction between our social contract 
with the public and our organizational con-
tract with specific performance objectives 
(quality, safety, patient satisfaction, LOS, 
readmission, value, and financial perfor-
mance) is where ethical considerations 
become crucial for every leader.

Dr. Ann Leader, a general surgeon by 
training, is the CEO of a 5-hospital not-for- 
profit health system called Integrity Health 
with nearly 2000 beds and performing 
100,000 surgical procedures annually. It is 
the leader in orthopedic procedures in the 
region and in particular hip and knee 
replacement performing 6000 procedures 
annually. A local competing for-profit 

health system, Profit Health, has been 
increasing the volume of joint replace-
ments annually including robotic applica-
tions and has approached several of the 
busy orthopedic surgeons at Integrity 
Health to move their practices to Profit 
Health. The chief quality officer informed 
Dr. Leader of a high incidence of MRSA 
infection of implanted joints on the ortho-
pedic service. The infection rate had 
increased to 8%. There have been no 
deaths. The hospital epidemiologist has 
determined a process issue in the steriliza-
tion of equipment was responsible for the 
infection and recommended stopping the 
procedures until the process error could be 
corrected and estimated this could take 
8–12  weeks. The chief of orthopedics 
believes it was a sampling error and is ada-
mant that the orthopedic service continues 
to run at the same volume without an inter-
ruption of service.

How would you handle this circum-
stance? What are the ethical dimensions 
you would consider as part of the decision-
making process? What are the business 
decisions you would consider? How would 
you further investigate this incident? What 
is your internal and external communica-
tion plan? After reading this chapter, please 
return and reflect on the above questions.

Author’s Comments
As the CEO in this situation and the 

moral fiduciary of Integrity Health, a deci-
sion must be made to protect the patients 
from further infection even though there 
would be loss of orthopedic procedure rev-
enue. In addition, there is the potential that 
the program’s future could be jeopardized 
as this incident may lead current surgeons 
to move their practices to Profit Health. 
The CEO must have the courage and wis-
dom to make a decision in the best interest 
of the public while at the same time having 
the guarded optimism that the organization 
will be able to reestablish trust with the 
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In order to be a successful leader in general, it 
is essential to consider the ethical dimension and 
how it interfaces with your organizational or 
departmental responsibilities. This is likewise 
important to your organization and followers for 
which you have the responsibility to care for and 
to lead in order to help them succeed. Whether a 
surgeon or another medical or nonmedical pro-
fessional, leaders are often presented with situa-
tions that require them to consider several ethical 
dimensions prior to making a decision. This is a 
dynamic process and must be fluid responding to 
the organizational needs based on multiple fac-
tors. In these situations, an apparently innocuous 
decision may turn into a very dicey ethical issue. 
To best navigate today’s complex world in health 
care, the challenge to the physician executive is 
to be an ethical leader and internalize the essen-
tial elements therein, foster the development of 
an ethical organization, and consider ethics in 
each and every decision. Developing a moral 
imagination will assist the leader in seeing ethi-
cal dilemmas and the ethical dimension in what 
seem to be routine decisions. Although surgeons 
will be leaders in many different situations, this 
chapter will focus the surgeon as a leader of 
larger organizations. However, the principles dis-
cussed can be applied to all leadership roles, 
regardless of the scope or size of the organiza-
tion. Finally, bioethical dilemmas and consider-
ations represent an important and distinct group 
of challenges that the leader in health care must 
be sensitive too. These will be covered in other 
chapters.

The primary objectives of this chapter are to 
provide the following:

• Definition of leadership and followers
• Definition of ethics
• Discuss why ethics is fundamental to 

leadership
• Definition of ethical leadership
• Creation of an ethical culture
• Examination of bad leadership
• The major ethical challenges of leadership

 – Power
 – Privilege
 – Information
 – Consistency
 – Loyalty
 – Responsibility

• Ethical decision-making
• Case studies in ethical and unethical leadership

 Leaders and Followers

In general terms, leadership is the exercise of 
influence and power in a group context in order to 
achieve common goals. As Johnson points out, 
leaders are found wherever humans associate with 
one another [9]. These associations can be part of 
societal construct such as a village, county, or state 
legislature; a local parent- teacher organization; a 
societal movement; an organization such as a cor-
poration, hospital, branch of the armed forces, or 
an industrial plant; or a team whether it be the pre-
mier soccer league, a health-care team, or a mili-
tary unit. Leaders are the agents of change engaged 
in setting the vision, the goals, and the culture for 
the organization. Furthermore the leader has the 
major responsibility of furthering the needs and 
desires of their followers as well as themselves and 
their organization or service unit. A leader may be 
at the top of an organization/unit or the leader of 
subunit or division. It is no different in health care 
where the leaders may be presidents, CEOS, 
deans, chairs, division chiefs, section leads, or, on 
a smaller, but equally important, level, the leader 
of “the code blue team,” a consult service, or an 
operating room team.

Johnson observed that the definition of leader-
ship is incomplete without distinguishing 
between leading and following [9]. The leader 
usually is given the credit for both, success and 

public and recover. The CEO must oversee 
an objective study of the incident with 
internal or external experts and develop a 
corrective action plan. In addition the CEO 
must decide on how to communicate this 
information to the public and consult with 
the legal team on how to best to respond to 
lawsuits from infected patients or their 
families.
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failure. For example, a department chair in sur-
gery will usually get credit for improving the 
mortality index, surgical admissions, and surgical 
volume but criticized and accountable for cor-
recting a high readmission rate or suboptimal 
financial performance. In fact we know that in 
either circumstance the outcome is the result of 
efforts of many department members who are 
followers. Leaders and followers work together 
in complementary roles. The leader takes on a 
greater degree of responsibility for the direction 
of a group. The followers implement the plans 
and do the day-to-day work. Leaders through 
their actions affect followers’ lives either nega-
tively or positively. Hence, the leader has a moral 
responsibility to the followers as discussed below.

Leaders are sometimes followers and follow-
ers are sometimes leaders. In other words, we 
switch roles depending on the circumstances. For 
example, a division chief of vascular surgery is 
responsible for the clinical outcomes, patient sat-
isfaction, and career development of his or her 
followers but in an MBA course may be a fol-
lower. Likewise a staff surgeon who is a follower 
may be a leader in the role as the coach of a soc-
cer team or the president of the local parent- 
teacher association (PTA).

Although we often think leadership is related 
to a position, it is not a prerequisite to leading. All 
of us have the potential and will be given the 
opportunity to lead. For example, the junior resi-
dent during the day and at night may be the leader 
of the code blue team. There were many people 
who assumed leadership roles in the recent hurri-
canes (Harvey, Irma, and Maria) that impacted the 
USA and Caribbean in the fall of 2017 and the 
Las Vegas shootings in which Stephen Paddock 
killed 56 people and injured 489 on Sunday, 
October 1, 2017 [10]. They were put into devas-
tating situations and rose up to the task of leader-
ship. The leader-follower continuum is dynamic 
and changes upon the situational circumstances.

 The Surgeon as a Leader

All surgeons will at times be leaders of teams. 
However, the size and complexity of the team 

may vary. In some circumstances the surgical 
leader is overseeing daily patient care. For exam-
ple, the trauma surgeon is the leader of the team 
responding to a trauma alert, in the operating 
room the surgeon is responsible for the coordina-
tion of care of the surgical patient, and on rounds 
the chief resident is the leader of a smaller team 
of students and postgraduate trainees providing 
perioperative care. One can even reason that each 
surgeon-patient relationship involves some 
 element of leadership from the point of view of 
the surgeon taking a role as a fiduciary of infor-
mation and trust for patients as they go through 
the treatment process. In other circumstances the 
surgical leader has a larger scope of responsibil-
ity: for example, a clinical department, division, 
research program, college of medicine, or even a 
large health-care system. In these circumstances, 
the surgeon will have responsibility for diverse 
programs, operations, organizational outcomes 
and metrics in patient care, research, education, 
and financial performance. Regardless of the 
scope, size, or complexity of the organization, the 
principles of ethical leadership are fundamental 
to the success of the leader, his or her followers, 
and the organization or unit.

 The Distinctive Attributes 
of the Surgical Leader

One could assume that a surgical leader is similar 
to all other leaders and offers no distinctive attri-
butes. I argue against this assumption based on 
the fact that the features of surgical training 
which emphasize duty and moral obligations pre-
pare the surgeon for ethical leadership. The 
surgeon- patient relationship is unique and bound 
by duty and trust. Based on training and experi-
ence, the surgeon brings a unique skill set, surgi-
cal ethical base, and thought process concerning 
leadership. Ferreres argues that surgery is a moral 
practice and as such the surgeon becomes a moral 
fiduciary agent [11]. The surgeons’ role as a 
moral fiduciary is at the core of surgical ethics. 
By the very nature of the surgeon-patient rela-
tionship, the bond is characterized by trust. As a 
moral fiduciary, the surgeon is bound to focus on 
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the patient’s best interest, protect and promote 
that interest, and only secondarily be concerned 
with her or his own interests. By the nature of his 
or her training, the surgeon develops a core moral 
character built upon surgical ethics. Hence, the 
surgeon as a leader by training and experience 
has been exposed to the personal values and 
responsibility necessary to be an ethical leader. 
Albeit human nature and the drive for personal 
gain can derail the ethical core, so the surgeon 
and other leaders need to be very attentive to the 
ethical dimension in every aspect of leadership.

 Ethics

The word ethics is derived from ethos, a Greek 
word meaning character, conduct, and/or cus-
toms. Ethics is concerned about what morals and 
values are found appropriate by individual mem-
bers or groups of people in society. Ethics helps 
define the situational right and good vs. wrong 
and bad. Regarding leadership, ethics refers to a 
leader’s character as well as what they do in 
word, action, or behavior.

 Ethics Is Paramount to Leadership

Why are ethical considerations so critical for the 
leader? Ethics is paramount to leadership, 
because of the relationship between leaders and 
followers. Leaders through their actions affect 
followers’ lives either negatively or positively 
[12]. The nature of influence depends on the lead-
ers’ character and behavior. As leaders have more 
power, hence they have greater responsibility 
with respect to their interactions and potential 
impact on their followers. Leaders influence fol-
lowers in the pursuit and achievement of com-
mon goals. In these situations, leaders need to 
treat their followers as individuals and with 
respect and dignity. Furthermore leaders are 
instrumental in establishing organizational val-
ues and ethical climate which are determined by 
their own personal values. The success of an 
organization, particularly those in health care, is 
directly related to its satisfying the obligations of 

the social contract between that entity and the 
people that it serves to provide access to and 
deliver safe, innovative, effective, value-based, 
and high-quality patient care. Such a leader must 
set the moral tone of the organization as the fol-
lowers expect direction in challenging situations. 
These situations require that the leader have an 
ethical and moral character and the ability to con-
sider moral dilemmas in the decision-making 
process. Ethical leadership is a dynamic process, 
balancing metric-driven performance with moral 
duty. As will be seen later in this chapter, there 
are many examples of decision-making seem-
ingly devoid of ethical consideration which leads 
to an organizational chaos or crisis.

 Ethical Leadership

The practice of ethical leadership is a part pro-
cess involving both personal moral behavior and 
moral influence. It is a dynamic and ongoing pro-
cess. A leader can be categorized as ethical or 
unethical based on his or her conduct and the 
consequences of his or her decisions or actions, 
duty, or character or virtue-based assessment. 
There is a widespread misconception that ethical 
leadership is not effective leadership. However, 
case studies have repeatedly shown that ethical 
leaders are frequently more and not less effective 
than unethical counterparts [13]. Ethical leaders 
were found to be more promotable and effective, 
more satisfied and engaged, more likely to create 
a culture of trust, and engage in socially respon-
sible behavior.

Are there methods to assess ethical leader-
ship? Yes. Three theories are commonly used to 
assess a leader’s actions. Theories related to the 
consequences of ones’ actions are called the tele-
ological approach. Telos is a Greek word for pur-
poses or ends. This approach uses the outcomes 
of a leader’s actions, behavior, or conduct to 
define the leader’s actions as ethical or unethical. 
The deontological approach (deos is a Greek 
word for duty) focuses on defining any action or 
behavior as being inherently good. The virtue- 
based approach focuses on the leader’s 
character.
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 Teleological Assessment

Three categories of teleological decision assess-
ment are employed: ethical egoism, utilitarian-
ism, and altruism. Ethical egoism assesses the 
decisions and actions of the leader on the basis of 
achieving the greatest good for the leader. 
Utilitarianism assesses a leader’s action on the 
basis of achieving the greatest good for the larg-
est number of people. Altruism assesses the 
action of the leader on the dimension of demon-
strating concern for the interest of others over the 
interests of the leader.

 Ethical Egoism
Ethical egoism seems contrary to positive ethical 
leadership. Making a decision solely on the basis 
of achieving the greatest good for the leader 
seems at odds with meeting the leader’s responsi-
bility for her or his followers. Repeated decision- 
making using this model without consideration 
of how the decision could impact the organiza-
tion may in fact be unethical or not, depending on 
the outcomes for the organization and followers.

 Utilitarianism
Utilitarianism is based on the theory that ethical 
choices should be based on their consequences 
and is, in essence, attempting to do the greatest 
good for the greatest number of people. This pro-
cess was formalized in the eighteenth and nine-
teenth centuries by English philosophers Jeremy 
Bentham (1748–1832) and John Stuart Mill 
(1806–1873) [14]. As summarized by Johnson, 
“there are four steps to conducting a utilitarian 
analysis: (1) clearly identify the action or issue 
under consideration, (2) specify all those who may 
be affected by the action, not limited to those 
immediately involved in the action” (patients, 
nursing staff, physicians, etc.), “(3) determine the 
good and bad consequences for those affected, (4) 
add up the good and bad consequences” [9, 
p. 147]. The action is morally right if the good out-
weighs the bad. Johnson advises the following 
when using this mode of decision-making: use 
your experience, assess the outcomes of prior 
decisions, screen off personal conflicts, and recog-
nize the centrality of measuring impact [9]. He 

further advises the following cautions: outcomes 
are difficult to analyze, acknowledge potential 
unanticipated consequences, and those other deci-
sion-makers may make different decisions. Finally, 
be cognizant of unbridled utilitarianism [15].

 Altruism
Altruism is based on placing the interests of oth-
ers ahead of the leader’s interests. Advocates of 
this approach to decision-making emphasize that 
love of neighbor is the ultimate ethical standard. 
Leaders focused on benefiting themselves will 
rely on personal achievements and rely on com-
mand and control as well as coercive paradigms to 
manage followers. In contrast the altruistic leader 
will pursue organizational goals, rely on follow-
ers, and give power away. Kanungo and Mendonca 
classify altruistic leaders in four groups based on 
the leader’s focus and altruistic behaviors: indi-
vidual-focused leader, group- focused leader, 
organizational-focused leader, and societal-
focused leader (Table 1) [16]. An essential ele-
ment of this decision-making style is self-sacrifice 
with leaders postponing or giving up personal 
benefits and perks and sharing with employees. 
Self-sacrificial behavior has a powerful impact on 
followers whether they are employees, staff, or 
faculty. This style is central in benevolent pater-
nalistic leadership in which the leader sets a moral 

Table 1 Altruistic behaviors

Individual-focused leaders provide
 Training
 Technical assistance
 Mentorship
Group-focused leaders provide
 Team building
 Participative decision-making
 Minority advancement programs
Organizational-focused leaders provide
 Commitment and Loyalty
 Protection of organizational resources
 Protection of whistle-blowers
Societal-focused leaders provide
 Contributions to promote social welfare
 Reduce pollution
 Ensure product safety
 Maintain and improve customer satisfaction

From: Kanungo and Mendonca [16]
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example through selflessness, self-discipline, and 
a strong work ethic. Johnson notes successful 
application of this style requires the leader to con-
sistently put the needs of followers before those of 
themselves, act as a role model, and use compas-
sion as an important decision- making guide. He 
cautions the following: if is not possible to satisfy 
demands, the extent of the leader’s duty may be 
blurred, many who express altruism fail to dem-
onstrate such in word and action, and altruism 
may take on various forms [17].

 Deontological Assessment

The founding basis of this approach is to assess 
the actions of leaders as doing what is ethically 
right. The argument is that whether an action is 
ethical depends on its outcome as well as whether 
the action is itself inherently good. In contrast to 
the standpoint, Immanuel Kant (1724–1804) 
argued that people should do what is morally 
right no matter what the consequences. Duty 
should play a role in ethical deliberations. Kant 
offers two powerful decision-making tools. First 
ask yourself if you would want everyone else to 
make the same decision. If not, take a pause and 
re-evaluate the decision. Second, always respect 
the dignity of others. Respecting the freedom of 
others to choose for themselves is fundamental 
to ethical leadership. To achieve this, leader can 
share information while avoiding deception and 
coercion. In applying this type of leadership, 
Johnson advises: meet your duty, reflect on 
whether you would want others to make the 
same decision, and consistently show respect for 
followers [18]. He cautions that every rule has 
exceptions, alternative moral obligations may 
conflict, ethical guidelines are at times impracti-
cal, and doing what is right in every stressful 
situation may be difficult [19].

 Virtue-Based Approach

These theories are based on the leader’s charac-
ter. Interest in virtue ethics is prominent in both 
Eastern and Western thought. The Chinese phi-

losopher Confucius (551–479 BCE) emphasized 
that virtues are critical for maintaining relation-
ships and for fulfilling organizational and famil-
ial duties [20, 21]. Aristotle taught that a person 
could be helped to become more virtuous. In 
other words virtuous behavior can be learned. 
He also espoused that more attention should be 
given to advising a person what to be rather than 
telling them what to do. Aristotle’s virtues of an 
ethical person include generosity, courage, tem-
perance, sociability, self-control, honesty, fair-
ness, modesty, and justice. Furthermore, 
Velasquez opined that organizational managers 
should learn and demonstrate the following vir-
tues: perseverance, public-spiritedness, integrity, 
truthfulness, fidelity, benevolence, and humility 
[22, 23].

Johnson points out that virtue ethics, until 
recently, was not popular with scholars being 
superseded by ethical theories as noted above. 
However, virtue ethics has regained interest and 
support [9, p.70–71]. Modern philosophers and 
psychologists have identified the following char-
acter strengths as important for today’s leaders: 
courage, temperance, wisdom, justice, optimism, 
humility, compassion, and most importantly in 
my opinion integrity.

A person must exhibit courage to function as 
an ethical leader. Moral action can at times be 
risky and the ethical leader must have the strength 
of character necessary to model the ethical behav-
ior despite the risk. These leaders create an ethi-
cal culture regardless of opposition from 
superiors or followers. Johnson states “They 
refuse to set their values aside to go along with 
the group, to keep silent when customers may be 
hurt or to lie to investors” [24].

The temperate leader practices moderation 
and controls destructive impulses. There are 
many intemperate leaders. They cannot control 
their emotions. They have a tendency to set unre-
alistic goals for the organization and followers. 
Frequently, they fail to live within their budgets, 
have inflated salaries, and try to control every-
thing that goes on in their organization. Temperate 
leadership requires introspection. The temperate 
leader must recognize his or her destructive 
impulses [25].
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Johnson identified the attributes of the wise 
leader: The wise leader (1) is exceptional at rea-
soning and employing a broad knowledge base, 
(2) seeks input from other thought leaders to 
make complex decisions, (3) demonstrates high 
emotional intelligence and respect of cultural dif-
ferences, (4) is highly collaborative, (5) is authen-
tically engaged with the organization and 
adaptable to changing circumstances, (6) is 
reflective with a keen sense own character, and 
(7) aspires to improve themselves, their follow-
ers, and organizations [25]. To practice wisdom, 
Johnson recommends the leader to be curious, 
inquisitive, collaborative, and analytical and 
think about the long-term impact of [25].

Justice is a particularly important trait for 
leaders, and fairness is central for every ethical 
decision. The leader should work to correct injus-
tice and inequality caused by others.

Optimism is an equally important attribute of 
leaders. In this sense we are not speaking of 
unbridled optimism but rather realistic optimism 
where a leader grows from hardships and has the 
potential to help followers learn from setbacks 
and grow.

Humility is comprised of three components. 
The humble leader is self-aware and through 
introspection can assess his or her strengths and 
weaknesses. Owing to the recognition of one’s 
own weaknesses, the humble leader is open to 
new ideas and information. The humble leader 
acknowledges there is a power greater than one-
self. The humble leader will not develop an 
inflated view of oneself and their self-importance. 
They have the capacity to appreciate the worth 
and contributions of others [25].

Compassion is important to the ethical leader. 
It is an essential element of altruism. An orienta-
tion toward others rather than oneself is an impor-
tant dimension that differentiates ethical from 
unethical leaders. An ethical leader recognizes 
that they serve the group rather than oneself.

Integrity is at the core of leadership. Leaders 
with this virtue live their values and keep their 
promises. There is nothing that undermines a 
leader more than lack of integrity. Establishing 
organizational trust is essential to achieving high- 
performance levels and employee engagement. 

People who work in trusting environments are 
more productive and enjoy better working rela-
tionships [26].

 Creating an Ethical Culture
The leader is the ethics officer for an organization 
[27]. The CEO is the chief ethics officer. 
Followers look up to leaders to be ethical role 
models. The leader, because of a position of 
authority, is legitimate. An ethical leadership 
challenge is to build one’s credibility by living 
the values they talk about – the leader needs to 
walk the talk. Ethical leaders make sure that 
moral messages are not replaced by obsession 
with performance and profits but rather work to 
make the ethical goals and the performance goals 
complimentary. This builds an ethical climate.

Victor and Cullen classify ethical climates or 
cultures as follows [9, p.  330, 28]. The instru-
mental climate follows the principle of ethical 
egoism. Decisions are made for the selfish inter-
ests of the leader and the internal leadership 
group and not for the benefit of the followers and 
organization. In caring climates the number one 
consideration is concern of care for others. In law 
and order climates, decision-making is driven by 
criteria such as professional codes of conduct. In 
rules climates decisions are based on rules or 
policies developed by the organization. The final 
climate type is the independent climate in which 
members of the organization have wide decision- 
making authority.

In applying this scheme to health-care organi-
zations and perhaps other types of organizations, I 
hypothesize that each organization may have a 
dominate climate but within an organization sub- 
climates might exist. Each organizational climate 
or sub-climate has unique ethical challenges. In 
assessing organizations, Johnson citing Victor and 
Cullen [28] notes those with instrumental climates 
are more prone to immoral decisions and behavior 
[9, p. 330]. These types of organizations tend to be 
in the for-profit sector and have an authoritarian-
based leadership style. Caring climates promote 
follower loyalty. Rules-based cultures encourage 
ethical behavior but not organizational engage-
ment. A major challenge for the leader is to under-
stand the dominant culture and climate of an 
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organization and the sub- climates in order to pro-
vide harmonious guidance.

Johnson points out that there is “no one-size- 
fits-all approach” [29]. The leader needs to iden-
tify the principles and attributes of moral 
organizations and apply them to create a domi-
nant ethical culture. Johnson observes that the 
sine qua non of high-performing ethical organi-
zations includes “risk recognition, zero tolerance 
of for destructive behaviors, justice, integrity, 
trust, process focus, structural reinforcement and 
organizational citizenship” [29].

Codes of ethics are useful tools to establish 
and maintain an ethical culture. Common ele-
ments include addressing conflicts of interest, 
maintenance of records of fund and assets, 
 information management (includes HIPAA 
rules), outside relationships, employment prac-
tices (discrimination, sexual harassment, human 
resource issues), and other practices (health and 
safety, technology, innovation, use of company 
assets for personal benefit, institutional review 
boards (IRB), compliance programs).

Formal ethics training is important in on- 
boarding new staff as well as reinforcing the cur-
rent ethical position of the organization. Training 
should emphasize the moral danger signs; reduce 
destructive behaviors; promote trust and integ-
rity; reinforce organization mission, vision, and 
values; and provide insight into ethical guide-
lines. Such training improves adhering to compli-
ance guidelines which are critical for 
organizational integrity in the health-care sector.

 Examining Bad Leadership

A leader is a person who has an unusual degree of 
power to create conditions under which other peo-
ple live and work. Parker Palmer observes that the 
impact of leadership can be illuminating or the 
leader can cast an oppressive shadow [30]. The 
leader must take responsibility for her or his own 
character and work to evolve in a positive sense 
lest the act of leadership create more harm than 
good. Facing and reflecting on the dark side of 
leadership lessens the potential abuse of authority 
and can help the leader be more effective.

There are many ways to classify bad leader-
ship. According to Kellerman, bad leaders can be 
ineffective, unethical, or both [31]. She identifies 
seven types of undesirable leaders: incompetent 
(lack academic or emotional intelligence and are 
careless), rigid (unwilling to accept new ideas), 
intemperate, callous, corrupt, insular (cordons off 
the leadership group from the organization), and 
evil. The Bond scholars identify seven clusters of 
destructive leadership behaviors:

• Cluster 1: Makes poor decisions, makes deci-
sions without adequate information, and fails 
to prioritize.

• Cluster 2: Lacks critical skills, poor at negoti-
ation, and cannot motivate followers.

• Cluster 3: Makes good decisions but is overly 
controlling and micromanages subordinates 
and managers.

• Cluster 4: Cannot deal with conflict, plays 
favorites, and behaves inconsistently.

• Cluster 5: Is not that bad or good and tends to 
be poor at seeking information and coordinat-
ing a team.

• Cluster 6: The leader isolates self from the rest 
of the organization.

• Cluster 7: Creates a situation of significant 
misery and despair by engaging in bullying 
behavior and lying [32].

Einarsen et al. found that 61% of respondents 
in a survey of Norwegian organizations reported 
ongoing destructive behavior in leaders [33]. 
Leaders could be classified as tyrannical, sup-
portive but disloyal, derailed, and “laissez-
faire,” whereas constructive leaders cared about 
followers, were supportive, and used resources 
wisely.

A number of psychologists believe that uneth-
ical leadership is related to three similar person-
ality traits: narcissism, machiavellianism, and 
psychopathy. Narcissists are self-absorbed and 
self-confident. A narcissistic tendency can be a 
positive trait of leaders as they have charisma 
and display confidence with bold decision-mak-
ing. Unregulated this type of personality can 
lead to their demand for special privileges and 
abuse of power. Niccolo Machiavelli, an Italian 
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philosopher, thought that a leader should main-
tain a virtuous image but use whatever means 
necessary to achieve their ends. These leaders 
can be highly skilled at manipulation and tend to 
be self- promoters. Psychopaths have a total lack 
of conscience and hence are very different than 
the aforementioned traits that according to psy-
chologists can experience remorse and guilt to 
varying degrees. The psychopath is extroverted, 
energetic, and charming. Once they assume a 
leadership role, they tend to manipulate and sub-
vert in order to secure additional power and priv-
ilege. All three types can undermine the ethical 
foundations of an organization. All would likely 
create a culture and climate devoid of trust and 
collaboration.

 The Six Major Challenges 
of Leadership

Johnson identified six burdens of leadership [9]. 
These are truly the primary ethical challenges 
that the leader must manage in order to keep an 
organization balanced. The challenge of ethical 
leadership is the dynamic management of 
Johnson’s burdens: power, privilege, informa-
tion, consistency, loyalty, and responsibility. The 
illustration in Fig. 1 emphasizes that the leader 
must keep a delicate balance in managing these 
challenges. Failure to reach equipoise can lead to 
an organization that may be in ethical danger. 
The symptoms of such, according to Johnson, 
consist of several factors, of which the following 
are pertinent to health care in my assessment: 
pressure to maintain numbers, lack of engage-
ment with followers displaying fear and silence, 
a bigger-than-life CEO, a weak board, unchecked 
conflicts of interest, and arrogant innovation 
([9, p 332–333]).

 Management of Power

Power is the fundamental foundation of influence. 
Power can be classified as coercive (punishment- 
based), reward-based, legitimate power (based on 
position), expert power (based on characteristics 

of the individual, and referent power (based on 
admiration or affinity for the leader) [34].

The effective and ethical leader modifies the 
application of his or her power. The abuse of power 
is more frequent than one thinks. In Europe 3–4% 
of employees report being the victim of bullying at 
least weekly, and 10–15% state that they have 
been the target of psychological aggression in the 
prior 6  months [35] (in the USA up to 90% of 
employees report being disrespected by the boss 
[36]). In this latter study, the authors noted that 
destructive leaders exhibited the following behav-
iors: deceit, constraint, coercion, selfishness, cru-
elty, disregard, and deification [36]. The followers 
of such leaders suffer low self-esteem and are less 
productive and, of course, less satisfied [36].

The more unchecked and unregulated a lead-
er’s power is, more risk there is for abuse. “Power 
Corrupts and absolute power corrupts absolutely” 
(Lord Acton). In health care there are few leaders 
that have completely unchecked power and con-
trol. In most organizations there is a governance 
structure such as boards or a hierarchical struc-
ture that modulates a leader’s authority. The CEO 

Power

Privilege

Trust

Information

Consistency

Loyalty

Responsibility

Leader

Character

Fig. 1 For effective ethical leadership, the leader must 
exercise dynamic and balanced management of the six 
major challenges in order to create a culture of trust. To do 
so the leader must rely on her or his character and meet the 
duties of leadership. Failure to do so can lead to organiza-
tional imbalance and dysfunction as signaled by the cardi-
nal symptoms, pressure to maintain numbers, lack of 
engagement with followers who display fear and silence, 
a bigger-than-life CEO, a weak board, unchecked con-
flicts of interest, and arrogant innovation. (Published 
with permission of E. Christopher Ellison MD FACS)
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of a medical center reports to a board. The medi-
cal school dean reports to the provost or univer-
sity president and ultimately to the board of 
trustees. The chair of a department reports to the 
dean. It is important to appreciate that most lead-
ers in large health systems, colleges of medicine, 
or departments in fact function as middle manag-
ers. They have a direct report to a superior and 
governing body and also have responsibility to 
the faculty and staff in their unit. For example, 
the chair of a department reports to the dean and 
must satisfy the needs of the faculty to be suc-
cessful. Still unmodulated power is a risk for the 
organization. For example, a leader who isolates 
oneself from the organizational community and 
other leaders and not engaging that community 
will be viewed as more dictatorial than one who 
develops a leadership team representing various 
components of the organization and to engage 
them in the decision-making process. In a depart-
ment of surgery, this leadership team may consist 
of vice chairs, division chiefs, as well as at large 
faculty. The inclusion of the latter is critically 
important and signals that the leader wants the 
input of the organization and that the leader real-
izes that collaboration is critical for success.

Despite the checks and balances, the style of 
the leader is critically important. The Bard 
Scholars Cluster 3 or micromanaging is one of the 
more serious dysfunctional leadership characteris-
tics in surgery and medicine in general. In these 
circumstances the leader quickly disenfranchises 
the leadership team and sends the message that the 
team cannot be trusted and that he or she is the 
only one that can make decisions of any significant 
magnitude. The effective leader needs to develop 
confidence in the team and provide them some 
defined autonomy to oversee their areas of respon-
sibility. For the CEO these would include hospital 
directors, for a dean department chairs, and for 
department chairs, division chiefs and faculty.

The crucial decision for the leader is to decide 
what types of power he or she should use, in what 
situations, and for what purposes, as well as how 
much power to delegate. Delegating power is highly 
motivating and very effective at promoting collabo-
ration and organizational trust as well as increasing 
employee effectiveness and engagement. Clearly 

with delegation of authority, there may be some 
risks depending on the level of experience of the 
person to whom the authority is delegated. Hence 
there is the need to develop accountability measures 
and metrics to assess outcomes.

 Management of Privilege

“With leadership comes great privilege.” Much 
of the privilege is in terms of compensation. Over 
the past four decades, the salaries of chief execu-
tives in the USA have increased $ 15.2 million 
(including salary, bonuses, stock, and stock 
options) with an adjusted inflation rate of over 
900% [37]. These large salaries are more com-
mon in the for-profit companies but occur in not- 
for- profit health-care organizations to a lesser 
extent as well. Johnson stated “In one year the 
compensation of the top 20 nonprofit hospital 
CEOS jumped 29.6% including major increases 
for Ascension executive Anthony Tersigni (who 
earned $7.1 million) and Ronald Peterson of 
Johns Hopkins Health System (who earned $1.7 
million)” [9, p. 13, 38]. Leaders can potentially 
abuse perks as well because of their positions of 
influence. On the contrary, leaders can also send 
a powerful positive message if they contribute 
time and money to needy countries or organiza-
tions. With great privilege comes greater respon-
sibility. Some of the world richest leaders have 
pledged to give away the vast majority of their 
wealth (Warren Buffett, Bill and Melinda Gates, 
Mark Zuckerberg, etc.) [9].

Regarding privilege and compensation, orga-
nizations can moderate the negative impact by 
establishing processes for setting formulaic com-
pensation and awarding incentives. In the best of 
circumstances, compensation of the leader should 
be determined by a third party such as a board of 
trustees or directors or compensation committee.

 Management of Information

A leader has more access to information than oth-
ers in an organization. The leader is a fiduciary of 
information and must consider when and how 
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much information to share. The leadership chal-
lenge is to meet the societal responsibilities while 
managing a potentially critical situation. If the 
information could negatively impact the organi-
zation, the leader may be tempted to cover up or 
alter the information. Wagner reported in a VA 
scandal audit that managers at the Veterans 
Administration disguised long wait times for vet-
erans seeking medical care [39].

Other challenges that surround information 
sharing include whether to release information or 
not, the timing, privacy issues, and public report-
ing of medical outcomes such as infection rates 
or mortality. In most organizations a communica-
tion team is in place to advise the release of 

Case Study 2
In late December of 2004, elevator workers 
at Duke Health Raleigh Hospital and Durham 
Regional Hospital drained hydraulic fluid 
into empty soap containers and capped them 
without changing the labels. Not long after-
ward, medical staff complained that some of 
their surgical tools felt slick [40].

Within a few hours of learning of the 
event, Dr. Victor Dzau, chancellor for 
health affairs and president and CEO of the 
Duke University Health System, reported 
in an interview that leadership “gathered a 
crisis team to assess the situation. The 
atmosphere was somber. We asked for 
facts. Were patients harmed? How could 
this have happened? Have we fixed the 
problem? Is this a systemic problem? Are 
any other hospitals affected? At that point, 
we did not know the circuitous chain of 
events that led to a mix-up that victimized 
both our health system and our patients (as 
we later learned, elevator company workers 
had drained used hydraulic fluid into empty 
detergent containers, which were then 
returned to the detergent company and sub-
sequently redistributed to several hospitals 
as detergent). But soon I realized that 
everyone in the room felt the same way that 

I did. Our first concern was for our patients. 
This was not the time to cast blame, but to 
jump into action.”

According to the article, “The staff had 
discovered that some surgical instruments 
had been inadvertently washed in hydraulic 
fluid instead of detergent at our two com-
munity hospitals, Duke Health Raleigh and 
Durham Regional. The fluid was acciden-
tally substituted for detergent in the multi-
stage, high-heat cleaning process. The 
instruments were rinsed of the fluid in a 
washing machine and later sterilized with 
steam and dry heat. The leadership team 
agreed that we must immediately inform 
the 3800 affected patients and their physi-
cians, and release new information as we 
learned more. Our discussion centered on 
how to deliver an accurate message while 
avoiding unnecessary anxiety or confusion. 
Our first letters went out on Jan. 6.

The leadership appointed an oversight 
team and designated the chief medical offi-
cer of each hospital as the primary patient 
contact, asking them to respond to patients 
and work with their physicians to provide 
appropriate care. Since the exposure to the 
instruments occurred over a defined period, 
the months of November and December, 
we were able to immediately examine the 
postoperative infection rate compared to 
normal rates. The infection control physi-
cians put into place a vigilant surveillance 
program. There proved to be no out-of-the- 
ordinary spike in infections.

To assure that the sterilization procedure 
had not been compromised, we quickly 
sought an outside expert, Dr. William 
Rutala, a UNC professor and director of the 
Statewide Program in Infection Control 
and Epidemiology at the UNC School of 
Medicine. We received his final report and 
conclusions June 15. Using the actual used 
hydraulic fluid, Dr. Rutala found that 
replacing cleaning detergent with the fluid 
did not alter the effectiveness of the high-
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newsworthy information and to assist with data 
collection for publicly reported information.

According to Johnson [9, p 15], unethical 
leaders have several deviant behaviors relative to 

information: they “deny knowledge of the infor-
mation they possess, hide the truth, fail to reveal 
conflicts of interest, withhold information that 
followers need, use information solely for per-
sonal gain, violate the privacy rights of followers, 
release information to the incorrect people, and 
prevent followers from releasing information that 
they are ethically bound to release.”

The scenario below (Case Study 2) is a true 
example of information management around a 
potentially dangerous situation.

In Case Studies 3 and 4, the reader will find two 
other examples of sharing information. In making 
the decision to release or not release information 
that may affect the health of others, there is really 
only one choice and that is to release the informa-
tion. Compare and contrast how the organizations 
in Cases 3 and 4 shared information with the pub-
lic. In these situations maintaining public trust is 
critical and information sharing allows a company 
or hospital to meet its social contract.

 Consistent Decision-Making

Leaders, whether in business or medicine, are 
human and are prone to develop closer relations 
with some of her or his followers than others. 
This may be people that the leader hired, people 
who are part of the leadership group, or people 
that share common interests such as the arts, golf, 
or perhaps their children go to the same school. 
Whatever the reason, there could be a tendency 
for the leader to treat this group of people more 
favorably than others unless they are cognizant 
that such relationships could lead to inconsistent 
decision-making. The in-group may have higher 
levels of trust or belong to the same clinical 
department or product line and share in the finan-
cial rewards of decisions that may favorably 
affect that unit. The out-group may not be as 
aligned with the leader. The relationships are not 
as supportive or trustworthy. When this group 
seeks access to resources, the leader, who is 
unaware of the obligation to be consistent and 
fair, will usually respond more cautiously or in 
the negative as opposed to an affirmative decision 
in the in-group.

heat sterilization process. We also recog-
nized at the outset that we should address 
any potential exposure to chemicals in 
hydraulic fluid (although we felt confident 
that any exposure would be slight, since the 
instruments were rinsed and sterilized 
before use). In January we retained world-
renowned RTI International in Research 
Triangle Park to conduct a chemical analy-
sis of the used hydraulic fluid, to determine 
what quantities of the fluid were left on the 
instruments, and to help us understand any 
risk to patients. The results showed that a 
miniscule amount of fluid was detected on 
the instruments that were determined not to 
be harmful to patients.”

Do you think this was handled well? Is 
there anything else you would have done 
differently? Was the response fast enough? 
Was the detail in the communication appro-
priate? Were the ethical obligations met?

Author’s Comment
In this example, the leadership success-

fully managed the situation by keeping the 
patients first and foremost, gathering the 
facts, and studying the impact of the hydrau-
lic fluid on infection as well as any chemical 
exposure impact on the patients by creating a 
hotline and also offered patients the opportu-
nity to be evaluated at an independent Duke 
clinic specializing in environmental medi-
cine. Key to the success of information man-
agement by this group was collecting the 
factual and accurate information as quickly 
as possible while reassuring the patients. It 
takes time to collect and assess the informa-
tion, and reporting inaccurate or speculative 
information would have created loss of trust 
between Duke Health and the patients. The 
goal was to allay their patients’ fears and 
directly answer their questions.
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The challenge for the leader, surgical or other-
wise, is to be aware of these natural tendencies 
and try to control them in order to maintain con-
sistent and equitable decision-making. In some 
instances, it is helpful to develop defined decision- 
making processes with use of arm’s length third-
party committees to distribute organizational 
assets such as capital or space (office, research, or 
clinical). Proponents of leader- member exchange 
theory encourage leaders to develop closer rela-
tionships with as many followers as possible 
including faculty, physicians, and other profes-
sional staff [41]. The process of engaging the 
organization may involve daily walk rounds, 
video blogs, and town hall meetings. The most 
effective is meeting as many people one on one as 
possible. In some large institutions, this may be 
difficult and assigning some of this to the leader-
ship team can help. Remember there is no substi-
tute for a handshake and a conversation no matter 
how short the duration.

 Loyalty

The effective and ethical leader is loyal to her or 
his organization, customers, and followers and 
expects the leadership team and followers to be 
loyal as well. Customers in health care can 
include patients, students, residents, and fellows 
in training. Followers include physicians, nursing 
staff, OR personnel, and other health system and 
department employees. In addition, the leader 
must be true to the governing board and loyal to 
their interest. The obligations may extend to 
larger organizations such as a university or col-
lege or hospital system as well as the community 
in which the organization is located.

In addition, the leader must be loyal to the fol-
lowers as noted above. Tension and friction not 
infrequently develops between the leader’s fidu-
ciary responsibility for organizational financial 
performance and loyalty to the followers. During 
times of financial stress and lower operating mar-
gins, leaders and boards need to focus on the bot-
tom line. This may result in efforts to control 
expenses by reductions in staff and layoffs. In 
health care this is a particularly challenging issue 

as patient care can be negatively impacted by high 
patient to nurse ratios. Reductions in OR staff can 
reduce the number of operating room suites which 
are available on a daily basis. Reductions in the 
ED can impact the number of patients seen and 
increase the hours on diversion. The patient staff 
ratios in ambulatory sites can lead to fewer 
patients being seen. Hence workforce cuts while 
helping the bottom line through expense reduc-
tion can lead to access issues for patients, and 
there is the theoretical concern for quality issues 
as well. Fortunately, in health care the staff is 
highly motivated and tends to put patients’ needs 
before their own. Hence, in these situations 
health-care team may work overtime and fill in 
the gaps to provide the needed coverage. However 
this can lead to burn out and fatigue and may lead 
to turnover. The leader needs to be sensitive to 
these issues and communicate her or his sensitiv-
ity to the staff. Although in times of economic 
downturn layoffs may be necessary, less stressful 
for the employees could be sought. This might 
include other forms of expense reduction, includ-
ing enhanced efficiency measures and focus on 
revenue cycle management. In addition most 
organizations have a back log of new hires that are 
pending. Prior to pursuing widespread workforce 
cuts, leaders could consider a hiring freeze. Every 
new position not filled saves a layoff. The key to 
loyal management is showing concern and free 
and open communication with full transparency.

The leader also has a loyal obligation to cus-
tomers and patients. Decisions regarding organi-
zational management and fiscal responsibility 
must be balanced by the needs of the customers. 
This is noted above in the staffing needs to main-
tain patient access and quality. Equally important 
is the need to deploy capital to keep up the infra-
structure of the organization. If the facilities dete-
riorate, it may impact the patient confidence in 
the health-care organization and potentially qual-
ity of care as well as education and research pro-
grams. It seems reasonable that if an organization 
or department is having financial difficulties, the 
leadership team may need to cut back on capital 
expenditures to maintain the bottom line and 
maintain payroll. These decisions could be 
weighed against the impacts of lack of capital 
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investment. If capital investments are being cur-
tailed to maintain a bonus pool for senior execu-
tives or physicians or to build increased reserves, 
the decision may need to be reconsidered in that 
negative impact may far exceed the perceived 
gains. These dilemmas between performance, 
personal gain, ethical obligation, and duty are at 
the heart of ethical leadership.

 Responsibility

Faculty, hospital, and departmental staff are 
responsible for their actions within the scope of 
their assignments. On the other hand, depending 
on the specific role, leaders may have a much 
broader scope of responsibility for performance of 
entire units including the department, service line, 
and health system. The leader is held accountable 
for the performance of these units as well as the 
individual actions of followers as prescribed by 
the code of conduct or human resource require-
ments and rules. In addition, the leader also has 
responsibility to the customers and patients.

A responsible leader makes reasonable efforts 
to prevent unacceptable employee-employee 
interactions and unethical behavior. Many of 
these occurrences are guided by institutional pol-
icies. For example, do you think a chair of sur-
gery is accountable for unprofessional conduct of 
a physician on the trauma service? In this circum-
stance the scope of accountability is very broad. 
It is probably unreasonable that the chair is per-
sonally responsible for the unprofessional inter-
action, but he or she is responsible to the 
organization to be certain the faculty is aware of 
institutional policies guiding employee interac-
tions and that appropriate corrective measures are 
taken to avoid future instances. Another example 
is when a faculty member publishes falsified sci-
entific data. Is the chair or dean personally 
accountable for this occurrence? Many would 
argue no and some yes. However, the leader has 
an obligation to the organization and the scien-
tific community to establish and maintain a cul-
ture of research integrity. This means having 
educational and compliance programs in place to 
ensure the faculty are aware of the personal ethi-

cal obligations for performing research. The indi-
vidual faculty member is responsible for his or 
her actions. Contrarily, if the leader is aware of 
professional misconduct or research misconduct 
and takes no corrective action, then he or she is 
accountable for not meeting the obligations set 
forth by the organization. The leader is responsi-
ble for her or his actions or inaction set forth in 
the organizational policies and procedures. Other 
examples could be cited in the area of Medicare 
fraud and responsible billing practices. The 
leader is responsible for assuring that compliance 
programs are in place, that physician billing 
activity is monitored, and that corrective action 
plans are in place and used to intervene on indi-
vidual physician billing practices. It follows that 
he or she is therefore accountable to the organiza-
tion if there are lapses in such programs, yet may 
have little or no accountability for an individual 
physician’s non-compliance. However, should 
the leader not take action when a physician is 
non-compliant, particularly after repeated infrac-
tions, then could the leader possibly share in the 
accountability for such actions?

The leader has a responsibility to patients to 
assure them a safe environment, with competent 
physicians and nursing staff. It is essential that 
the ethical leader abide by the medical staff 
bylaws and organizational policies concerning 
credentialing. The wise leader will defer final 
recommendations concerning privileges and cre-
dentialing the physician leadership of the medi-
cal staff. To act alone is unwise and fraught with 
personal risk. Likewise the leader has the organi-
zational responsibility to assure that the each fac-
ulty and staff member is compliant with the 
recommendations and processes of the institu-
tional review board that oversees human research. 
Unethical leaders would support circumventing 
these processes for a variety of conflicted issues 
involving research programs.

 Ethical Decision-Making

The leader will face ethical dilemmas. 
Neuroscientists point out that the process of mak-
ing ethical decisions is a complex cognitive pro-
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cess that involves logic and reason as well as 
intuition and emotion.

As cited by Johnson [9, p.177], Powers and 
Vogel identified six factors that underscore orga-
nizational ethical decision-making [42].

 1. Moral imagination
 2. Moral identification and sorting out important 

issues, priorities, and competing values
 3. Moral evaluation: using analytical skills to 

evaluate options
 4. Moral tolerance: realizing and accepting that 

there will be moral disagreement and 
ambiguity

 5. Moral integration: educating the leadership 
team to anticipate possible ethical dilemmas 
in day-to-day decisions and incorporating this 
into the organizational culture

 6. Moral obligation: developing a sense of duty 
regarding ethical decision in order motivate 
moral decision-making

According to Johnson, Rest has proposed the 
most accepted model of moral decision-making. 
He opines that ethical action is the result of four 
psychological processes: moral sensitivity or rec-
ognition, moral judgment, moral focus and moti-
vation, and moral character [9, p. 177, 43].

 Moral Sensitivity

Moral sensitivity is defined as being aware of 
ethical issues. Being insensitive to ethical situa-
tions can lead to moral breeches. As an example, 
Johnson cites the decision of the safety commit-
tee at Ford Motor to not repair the trouble-prone 
fuel tank on the Pinto automobiles as members 
apparently saw no problem saving money rather 
than lives. The fix would have cost $11 per vehi-
cle. The Pinto was forcibly recalled by the 
National Highway Traffic Safety Administration 
in 1978 [9]. Another example of moral insensitiv-
ity is reflected in Case Study 3 concerning a men-
ingitis outbreak related to compounding of 
steroids for spine injections, affecting over 800 
patients and leading to 76 deaths. An example of 
heightened ethical sensitivity is demonstrated in 

Case Study 4 on the Tylenol poisonings (1982) 
caused by potassium cyanide placed in Tylenol 
Extra Strength capsules by a worker in a Chicago 
drug store. The response of the CEO of Johnson 
& Johnson, James Burke, was to order the 
removal of all bottles of Tylenol Extra Strength 
(31 million) from the market at a cost of $ 100 
million and only replaced them when they had 
developed a tamper-proof container.

Being sensitive to one’s emotional intuition or 
gut reaction can heighten ethical sensitivity and 
moral imagination. This is at the core of ethical 
decision-making. If you do not think about the 
ethical ramifications of a decision, you will miss 
opportunities to make morally correct decisions. 
Another method to help frame the dilemma is the 
newspaper test. Imagine how the headlines would 
read in your local newspaper should there be an 
ethical breach driven by financial benefit for your 
hospital or department. If it feels bad, it will be 
bad and likely worse. In these situations it may be 
best to hit the pause button and rethink the ethical 
ramifications of the decision.

 Moral Judgment

Moral judgment is the decision about which deci-
sion is right or wrong. Developing moral judg-
ment is a complex cognitive process that involves 
progression from self-centered views of morality 
to broader definitions. Most leaders rely on rules 
and regulations when considering ethical deci-
sions. Creating and sustaining an ethical culture 
facilitates ethical decision-making. Sound ethical 
decisions require education of the leadership, 
developing and encouraging a broader perspec-
tive and understanding moral principles. It is also 
essential to consider emotional and ethical blind 
spots and biases. Without acknowledging these, 
efforts to think and act ethically will be over-
whelmed and ineffectual.

 Moral Focus

Moral focus consists in developing a sense of 
ownership and motivation to make ethical deci-
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sions. Such focus is derailed by self-interest and 
hypocrisy. Incentives and positive emotions are 
essential to developing mature motivations. 
Disincentives will undermine any attempt to cre-
ate a safe ethical environment and culture. One 
way to help foster this environment is the devel-
opment of an anonymous ethics hotline. The fol-
lowers need to understand that leadership takes 
ethical considerations seriously and want to know 
about any perceived violations. Having a confi-
dential and no retaliation hotline can strengthen 
an ethical culture in an institution. People who 
witness ethical breeches should be free to bring 
them to the attention of the leadership without 
fear of retaliation affecting job and possible pro-
motions. This will enhance all of the dimensions 
of an ethical culture including moral 
decision-making.

 Moral Character

Moral character is required of the leader. Earlier 
in this chapter, we outlined the essential ele-
ments of moral character including courage, 

Case Study 3: Meningitis Outbreak [46]
A New England Compounding Center 
meningitis outbreak which began in 
September 2012 sickened over 800 indi-
viduals and resulted in the death of 76. In 
September 2012, the Centers for Disease 
Control and Prevention, in collaboration 
with state and local health departments and 
the Food and Drug Administration (FDA), 
began investigating a multistate outbreak 
of fungal meningitis and other infections 
among patients who had received contami-
nated steroid injections from the New 
England Compounding Center (NECC) in 
Framingham, Massachusetts. The NECC 
was classified as a compounding pharmacy. 
Such pharmacies are authorized to com-
bine, mix, or alter ingredients to create spe-
cific formulations of drugs to meet the 

specific needs of individual patients and 
only in response to individual prescrip-
tions. In October 2012, an investigation of 
the NECC revealed the company had been 
in violation of its state license because it 
had been functioning as a drug manufac-
turer, producing drugs for broad use rather 
than filling individual prescriptions. In 
December, federal prosecutors charged 14 
former NECC employees, including 
President Barry Cadden and pharmacist 
Glenn Chin, with a host of criminal 
offenses. It alleged that from 2006 to 2012, 
NECC knowingly sent out drugs that were 
mislabeled and unsanitary or contaminated. 
The incident resulted in numerous lawsuits 
against NECC. In May 2015, a $200 mil-
lion settlement plan was approved that set 
aside funds for victims of the outbreak and 
their families.

Study Questions
What type of leadership was at work in 

NECC?
If you were an employee at NECC, how 

would you have felt?
If you were a board member of the com-

pany, what actions would you have taken?
If you were a physician that ordered the 

injectable for NECC and administered it to 
a patient, what would be your communica-
tion plan with the involved patients?

What is your ethical obligation to a 
patient who contracted meningitis after 
you administered the injectable?

Case Study 4: The Tylenol Poisonings  
[47, 48]

Following the Tylenol killings in Chicago 
in 1982, Johnson & Johnson found itself in 
a precarious position. One of its leading 
products had killed seven people in a rela-
tively small area. The response of Johnson 
& Johnson to the Tylenol poisonings in 
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1982 has received accolades as an example 
of how leaders should respond to a crisis 
impacting the public.

On September 29, 1982, 12-year-old 
Mary Kellerman died from taking one 
Tylenol Extra Strength capsule after wak-
ing up sick. Later that morning, Adam 
Janus took Tylenol and died shortly there-
after. To cope with their grief, Adam’s 
brother, Stanley, and sister-in-law, Theresa, 
ingested Tylenol from Adam’s bathroom, 
both dying within 48  hours. Tampered 
Tylenol would claim the lives of Mary 
Reiner, Paula Prince, and Mary McFarland, 
bringing the total death toll to seven people 
in the Chicago area.

Two firefighters called in to report a 
possible connection between the deaths 
and Tylenol, launching an immediate 
investigation. Laboratory tests showed 
that the victims had unknowingly ingested 
Tylenol Extra Strength capsules laced 
with potassium cyanide (KCN). KCN is 
an odorless, colorless substance that looks 
much like granulated salt or sugar. 
However, KCN can cause death within 
45 minutes of exposure, commonly from 
cardiac arrest. Most of the victims had a 
cardiac arrest. Later reports said that the 
killer took several bottles of Tylenol off 
various drug store shelves, emptied the 
acetaminophen (the active ingredient in 
Tylenol) out of some capsules, filled them 
with KCN, and replaced the bottles back 
on the shelves. The killer used 65 mg in 
each tainted capsule. This was over 10,000 
times the needed dose to kill a human 
being [49].

The company had never established a 
permanent public relations department other 
than an advertising and marketing division. 
Johnson & Johnson made several key deci-
sions in response to this crisis. On October 
5, 1982, 7 days after the first reported death, 
Johnson & Johnson issued a nationwide 
recall of all Tylenol Extra Strength capsules. 

This included over 31 million bottles at an 
estimated retail value of over $100 million 
[48]. Their market share collapsed practi-
cally overnight from 35% down to 8%. By 
making this decision, Johnson & Johnson 
showed that they were not willing to take 
any risks with the public’s safety, even if it 
cost them millions of dollars.

These incidents led to reforms in the 
packaging of over-the-counter medications 
and to federal anti-tampering laws. The 
actions of J&J to reduce deaths and warn 
the public of poisoning risks have been 
lauded as an exemplary public relations 
response to such a crisis.

In the days following the first death, J&J 
set up two 1-800 hotlines to deal with the 
massive panic and interest. One was set up 
for the general public for answering ques-
tions and fielding concerns of Tylenol 
users. The other was for news organiza-
tions that used a daily pre-recorded mes-
sage with updated statements from the 
company. To more efficiently reach the 
public, CEO James Burke worked with the 
national television news shows such as 
60  minutes and talk shows like The Phil 
Donahue Show. Using television as a com-
munication vehicle allowed the public to 
put a face to the problem. This enabled J&J 
to gain credibility by shortening the dis-
tance J&J was putting between the com-
pany and the crisis.

In the weeks that followed, Johnson & 
Johnson continued making the good deci-
sions working toward recovery. They 
worked closely with the Chicago Police 
Department, FBI, and FDA to find sus-
pects. Customers were able to exchange 
Tylenol capsules for caplets, which are 
more difficult to tamper with. On November 
11, 1982, Tylenol was reintroduced with a 
new, triple-sealed package. Tylenol became 
the first product in the industry to use a 
tamper-resistant packaging. The new seal-
ing design made it nearly impossible for 
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someone to tamper with the contents with-
out being noticed.

Study Questions
What were the ethical decisions that 

J&J made?
Complete a teleological and deontologi-

cal assessment of J&J’s response to the 
incident.

Complete a utilitarian analysis. Was the 
J&J decision morally right?

What virtues were displayed by Johnson 
& Johnson CEO James Burke?

Compare and contrast this case with the 
case of NECC.

integrity, humility, optimism, justice, and com-
passion. These natural or learned virtues help the 
leader be attentive to the needs of others rather 
than personal priorities. The leader should be 
self-reliant on her or his ethical duty and not be 
persuaded by others to move from that point. 
Leaders driven by duty make and carry out ethi-
cal decisions based on a sense of loyalty and 
responsibility to followers and customers.

Ethicists Rushworth Kidder and Laura Nash 
have described ethical decision paradigms that 
will give the leader a process for making moral 
decisions [9, 44, 45]. Please see Table  2 and 
Table 3.

 Summary

This chapter starts with an overview of real-life 
occurrences that face leaders and the sequela. 
The challenge to the surgical leader or for that 
matter a leader in any profession or business is to 
avoid bad outcomes to such occurrences by 
building a strong ethical organization and apply-
ing the ethical leadership principles reviewed in 
this chapter. Ethics is fundamental to leadership. 

Key Summary Points
• Ethics is critical to leadership.
• Ethical leadership is defined by a lead-

er’s actions and character.
• Balanced management of power, privi-

lege, information, consistency, loyalty, 
and responsibility is the key to ethical 
leadership.

• The process of ethical decision-making 
involves moral imagination and consid-
ering the ethical dimension in each and 
every decision.

Table 2 Checkpoints in ethical decision-making 
(Kidder [44])

Recognize that there is a problem
Determine who the actor is
Gather the relevant facts
Test for right versus wrong issues
Test for right versus right issues
Apply relevant ethical standards (justice, fairness, 
utilitarianism, altruism)
Look for alternatives if values are irreconcilable
Make the decision
Revisit and reflect on the decision

Adapted from Kidder [44]: Fireside as cited in Johnson 
CE. Meeting the ethical challenges of leadership. 6th ed. 
Thousand Oaks, CA: SAGE; (2018). pp. 189–190

Table 3 Questions to guide ethical decision-making 
(Nash [45])

Have you defined the problem accurately?
How would you define the problem from the other side 
of the issue?
How did the situation occur?
To whom and to what do you give your loyalties to a 
person and an organization
What is the intention in making the decision?
How does the intention compare with the likely results?
Who could be injured by the decision or action?
Can you engage the parties in discussion before 
making a decision?
Are you confident that the position you take will be 
valid over a long period of time?
Could you comfortably disclose your decision to your 
superior, board of directors, Dean, etc.?
What is the symbolic potential of the decision if 
understood? Misunderstood?
Under what conditions would there be exceptions to 
the decision?

Adapted from Nash [45], as cited in Johnson CE. Meeting 
the ethical challenges of leadership. 6th ed. Thousand 
Oaks, CA: SAGE; 2018
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In order to know good leadership, we reflected on 
and examined bad leadership and the need to 
avoid the urge to go to the dark side of leadership, 
not infrequently driven by organizational greed 
or personal gain. The ethical leader must trust 
that their character is good, be self-reliant and 
unwavering in their duty, and make decisions that 
meet the organization’s social contract and bene-
fit the followers and customers of the organiza-
tion. The leader must also be accountable to the 
performance metrics of the organization and the 
board or higher authority. At times there will be 
friction between these two responsibilities. At 
times there will be terrible events that you must 
manage in a socially responsible manner and 
make decisions that will negatively impact your 
bottom line or the financial aspects of your 
health-care organization. Whether a health sys-
tem, medical school, department, or division, 
maintaining the unit’s public reputation and trust 
should be the most important outcome by which 
your success is measured. Complex situations in 
which these dilemmas occur are where a moral 
imagination and consideration of the ethical 
dimension in each and every decision is so 
important.

We reviewed the six major challenges of lead-
ership which are the management of power, privi-
lege, information, consistency, loyalty, and 
responsibility. In addition, we explored the ethi-
cal decision-making process. Finally, we exam-
ined several case studies that the reader could 
delve into to apply the principles touched on in 
this chapter.

The ethical challenges of leadership are a 
complex topic. For those who seek to study this 
topic more, I highly recommend, Craig 
E.  Johnson’s book Meeting the Challenges of 
Ethical Leadership [9] which served as a source 
for much of the information in this chapter.
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What Is Surgical Professionalism?

Steven M. Steinberg and Andrew L. Warshaw

Professionalism is and has been, inarguably, the 
most important characteristic valued by both 
patients and surgeons. If a surgeon is not per-
ceived as behaving professionally, a patient’s 
trust in the surgeon is much more likely to be 
called into question. This chapter deals with the 
topic of professionalism in the practice of sur-
gery, challenges to surgeons’ professionalism, 

and our suggestions on meeting those 
challenges.

Even before modern surgeons evolved from 
our European predecessors, professionalism has 
been important for those practicing the art of sur-
gery. Guy de Chauliac [1], sometimes referred to 
as the father of surgery, completed his seven- 
volume work titled Chirurgia Magna in the 
1360s, and it remained the preeminent European 
text on surgery for five centuries. Earlier in his 
career, he wrote what has been translated to be 
“What a Surgeon Ought to Be.” It is worth read-
ing in its entirety:

The conditions necessary for the surgeon are 
four: First, he should be learned; second, he 
should be expert; third, he must be ingenious; and 
fourth, he should be able to adapt himself. It is 
required for the first, that the surgeon should 
know not only the principles of surgery, but also 
those of medicine in theory and practice; for the 
second, that he should have seen others operate; 
for the third, that he should be ingenious, of good 
judgment and memory to recognize conditions; 
and for the fourth, that he be adaptable and able 
to accommodate himself to circumstances. Let 
the surgeon be bold in all sure things, and fearful 
in dangerous things; let him avoid all faulty treat-
ments and practices. He ought to be gracious to 
the sick, considerate to his associates, cautious in 
his prognostications. Let him be modest, digni-
fied, gentle, pitiful, and merciful; not covetous 
nor an extortionist of money; but rather let his 
reward be according to his work, to the means of 

Key Points
• Professionalism is highly valued by 

both patients and surgeons and is a bed-
rock of the doctor-patient relationship.

• Understanding professionalism requires 
recognition of unprofessional behaviors 
and actions.

• Keeping a professional stance requires 
facing the challenges from circum-
stances in surgical practice and in the 
evolving health-care environment.
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the patient, to the quality of the issue, and to his 
own dignity.

It is easy to recognize many of the modern- 
day precepts of professionalism in Guy de 
Chauliac’s assertion. If one of the preeminent 
surgeons of the day actually spelled out these 
characteristics in detail, the implication is that 
there must have been practitioners who did not 
follow these principles. One can infer that the 
perception of our professionalism was of great 
importance to leading surgeons, especially to dis-
tinguish themselves from the common tradesman 
of the day.

Barber surgeons were first recognized in 
medieval times and made their first appearance in 
medieval European monasteries at approximately 
1000  AD to assist monks in maintaining their 
required tonsure. These early surgeons would 
also perform other minor procedures such as 
bloodletting and tooth pulling. Over the next few 
hundred years, their surgical repertoire expanded 
as very few physicians performed operative pro-
cedures. They were, however, viewed as techni-
cians and were looked down upon by the 
better-educated physicians of the day. 
Subsequently surgery and surgeons in Europe 
took diverse paths in development.

In Paris, the surgeons’ organization was estab-
lished in 1210 AD when the College of St. Cosme 
was founded. The College’s members were 
divided into two groups, one of whom wore long 
robes and the other short. Only the long-robed, 
who were considered to be physicians, could per-
form surgery. A three-way conflict between phy-
sicians, surgeons, and barbers ensued over who 
would control surgery. When anatomy was intro-
duced into the curriculum, it created even more 
confusion as only physicians could supervise the 
dissections, while the surgeons actually wielded 
the knives. In 1516, the conflict ended when the 
surgeons yielded authority to the physicians, at 
least in part because of a shared distaste of the 
barbers.

Italy took a different tack. Because the medi-
cal schools in Salerno, Bologna, and Padua 
trained physicians to operate, no division between 
physicians and surgeons developed. The medical 
school in Florence kept physicians and surgeons 

as separate professions but, in 1349, instituted the 
Florentine statute that gave the barbers secondary 
status compared to physicians.

In England, barbers and surgeons were mem-
bers of separate guilds. The Fellowship of 
Surgeons was founded in 1368, and the Company 
of Barbers was established in 1376. King Henry 
VIII merged them in 1540 into the United 
Barbers-Surgeons Company. This fact in itself 
may indicate the low esteem of surgeons at that 
time! Nonetheless, at that time, surgeons on the 
mainland like Ambroise Paré were elevating the 
work of surgeons above that of the common bar-
ber, and eventually barbers were banned from 
performing operative procedures except for 
bloodletting and tooth pulling. In 1745, due to the 
separation in practices of barbers and surgeons 
that had evolved, the surgeons left the United 
Barbers-Surgeons Company and established the 
Company of Surgeons. In 1800, a royal charter 
was granted to this Company, which became the 
Royal College of Surgeons of England. Similar 
colleges arose in Scotland and Ireland as well as 
other parts of the British Empire. A common 
thread was the evolution of surgery from a trade 
to a profession and, with it, the codification of 
professional values.

The Merriam-Webster dictionary defines pro-
fession as “a calling requiring specialize knowl-
edge and often long and intensive academic 
preparation” and a professional as “character-
ized by or conforming to the technical or ethical 
standards of a profession; exhibiting a courte-
ous, conscientious, and generally businesslike 
manner in the workplace.” Souba summarized 
the meaning of profession as “a collegial disci-
pline that regulates itself by means of manda-
tory, systemic training. It has a base in a body of 
technical and specialized knowledge that it both 
teaches and advances; it sets and enforces its 
own standards; and it has a service orientation, 
rather than a profit orientation, enshrined in a 
code of ethics. To put it more succinctly, a pro-
fession has cognitive, collegial, and moral attri-
butes.” These qualities are well expressed in the 
familiar sentence from the Hippocratic oath: 
“With purity and with holiness I will pass my life 
and practice my Art.” [2]
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It is important to distinguish our profession 
from a vocation. The most commonly held defi-
nition of vocation is simply the work in which a 
person is employed, a means of making a liv-
ing. However, vocation can also be defined as a 
“calling,” which implies that it may be more 
than just a job. While physicians and surgeons 
certainly are employed to care for the sick and 
physicians in the United States are well 
rewarded with a substantial income for their 
work, most did not become physicians for pecu-
niary purposes. Medical school applicants com-
monly indicate that they wish to become a 
doctor for altruistic and humanistic reasons. 
Indicating that passion, William Osler stated 
“You are in this profession as a calling, not as a 
business; as a calling which extracts from you 
at every turn self-sacrifice, devotion, love and 
tenderness to your fellow man. We must work 
in the missionary spirit with a breath of charity 
that raises you far above the petty jealousies of 
life.” [3] It seems very clear that the standards 
of a profession are much higher than just those 
that define a “job.” It is those standards that 
elevate professions above mere vocations. It is 
also those standards that are being continuously 
challenged.

Nonetheless, there are forces at play that 
threaten to disrupt our professionalism, some 
internal to medicine and surgery and others exter-
nal. Possibly the most important force is the 
change in our society and more specifically the 
rate of change that has created stresses. 
Challenges to our professionalism and profes-
sional standing include a philosophical and atti-
tudinal change from paternalism to patient 
autonomy, the medical malpractice crisis, the rise 
of entrepreneurship in medicine with its potential 
for conflict of interest, the commercialization of 
health care, the commoditization of surgical care, 
the introduction of new technology, and more 
overt competition among health providers and 
systems. We will address each of these and offer 
possible approaches to avoid the loss of profes-
sionalism in surgery. We must be clear that we do 
not believe that the changes in our health-care 
environment and practice are necessarily bad for 
professionalism. None of these changes are to be 

feared and many have a positive flip side. It is 
simply important to understand them in order to 
adapt effectively.

 Paternalism Versus Patient 
Autonomy

The rise of patient autonomy in medical decision- 
making is a relatively recent occurrence. Both of 
this chapter’s authors’ careers began at a time 
when it was more common for a patient to 
respond to a recommendation with “whatever 
you say. You are the doctor” rather than a request 
for more information in order that the patient 
could make a truly informed decision. The argu-
ments in favor of paternalism have been twofold: 
the comprehension of the cognitive and technical 
aspects of surgical care is beyond the typical lay-
person, and the doctor believes he/she best under-
stands what is in the patient’s best interest. At its 
extreme, the paternalistic approach allows the 
patient very little input into decisions, and the 
physician proceeds with the treatment plan he/
she thinks is best. Even the American Medical 
Association, in its 1847 Code of Ethics, states: 
“The obedience of a patient to the prescriptions 
of his physician should be prompt and implicit. 
He should never permit his own crude opinions 
as to their fitness, to influence his attention to 
them.” [4] There is no requirement for the physi-
cian to explore the patient’s circumstances, cul-
ture, or preferences. After the appalling examples 
of the human experiments by the Nazis during 
World War II and the Tuskegee experiments in 
which African-American men were observed 
instead of treated for syphilis so that the natural 
history of the disease could be determined, strict 
guidelines have been developed for human exper-
imentation and informed consent. These discus-
sions have helped fuel the rise of patient 
autonomy as an ethical principle. Autonomy calls 
for respect and observance of the decisions of the 
patient regardless of how faulty, deficient, or dan-
gerous those positions might seem, as long as the 
patient is competent.

Some physicians have had a difficult time 
adjusting to the change in these ethical doc-
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trines, and some have resisted them. The out-
come may be a degradation of the doctor-patient 
relationship such that the physician presents the 
patient with a menu of choices, but without 
explaining the pros and cons of each or offering 
alternatives. This incomplete presentation 
leaves the patient with autonomy on personal 
decisions but without a proper foundation. The 
surgeon at this extreme becomes a technician 
rather than an advisor. More recently shared 
decision-making, in which the surgeon seeks to 
understand the factors driving the patient’s 
views and to present the risks and benefits ger-
mane to that individual, has gained increasing 
acceptance and  implementation. Atul Gawande, 
in his book Being Mortal: Medicine and What 
Matters in the End, illustrates the issue very 
well in a series of examples that share a com-
mon thread; it is only after the doctor and patient 
truly have an honest conversation about what is 
important to the patient that the doctor can help 
construct a treatment plan that will assist the 
patient in achieving the goals and endpoints that 
embody the patient’s wishes [5]. For example, 
does the patient prefer to undergo a risky opera-
tion for a small chance of cure? A mastectomy 
vs a lesser excision and radiation? Prostatectomy 
vs observation for low-grade cancer? In the 
2016 AMA Code of Ethics, the message has 
changed completely in comparison with the 
1847 version. It now states “The health and 
well-being of patients depends on a collabora-
tive effort between patient and physician in a 
mutually respectful alliance.” [6]

 Payment Model

For most of the history of health care, the most 
care delivered by surgeons has been via a direct 
pay-for-procedure model. Social anthropologists 
have pointed out that unit-based payment can 
influence surgeons, unconsciously or con-
sciously, to offer operations that may be of 
unproven value or even unnecessary. As Albert 
Jonsen mentioned, the conflict between altruism 

and self-interest is the one that characterizes the 
relationship between the physician and the 
patient (New Engl J Med 1983; 308: 1531–1535). 
Clearly, the provision of care that may not benefit 
a patient but stands to benefit the surgeon, 
whether intentional or not, subtracts from the 
professionalism of the surgeon. Any surgeon can 
think of procedures that were previously thought 
to be “mandatory” that now, after further study, 
have been shown to be of doubtful benefit. In 
general surgery, inguinal hernia repair is a good 
example. In the past, the mere presence of an 
inguinal hernia was believed to be an indication 
for inguinal herniorrhaphy. We now know that 
many patients, particularly elderly patients, who 
have no or relatively minor symptoms can be 
safely observed and many will never require an 
operation at all. The role of appendectomy in 
both children and adults has also been called into 
question, and there are a number of studies that 
indicate that in uncomplicated acute appendicitis, 
the majority of patients will recover without sur-
gery. Yet some surgeons – albeit in the belief they 
are delivering the right care  – may be uncon-
sciously influenced by their own financial benefit 
to operate.

In order to reduce the delivery of care that is 
unnecessary or of unproven benefit, as well as to 
reduce overall cost of health care, new payment 
models are being investigated. In the United 
States, accountable care organizations (ACOs) 
are being tested. As opposed to providing pay-
ment for specific services, ACOs pay for popula-
tions of patients such that the economic benefits 
to doctors are greater for assuring health rather 
than treating illness. It is postulated that changing 
the payment model will reduce the amount of 
unnecessary care being provided. However, a 
word of caution is that changing the payment 
model in this way may eliminate one challenge to 
physician professionalism but may introduce a 
different, and just as negative, challenge. If we 
are financially incentivized to avoid unnecessary 
care, the unintended outcome may be to withhold 
indicated care. At the end of the day, profession-
alism means that the surgeon is obliged always to 
place the health and welfare of the patient first.
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 The Rise of Technology in Medicine 
and Surgery

Technologic advancements in both diagnostics 
and therapeutics in surgery have been occurring 
at a rapid pace [7]. Minimally invasive surgery, 
first in the form of laparoscopic surgery and more 
recently with robotic surgery, first burst upon the 
scene in the 1980s. Minimally invasive tech-
niques such as these tempt both surgeons and 
patients unwisely to lower the bar for deciding on 
an elective operation. Computed tomography 
(CT) has been utilized commonly – and perhaps 
excessively – so that a patient admitted to the sur-
gical service without a CT scan is almost a rarity. 
CT, magnetic resonance imaging (MRI), and 
other types of imaging often precede and even 
replace the performance of a complete history 
and physical examination. This technology, as 
wondrous as it is, has come at the expense of the 
“laying on of hands,” the performance of a good 
history and physical examination, and the conse-
quent development of the personal doctor-patient 
relationship that is the bedrock of the surgical 
professional.

Even the simple interposition of technology in 
between the physician and patient in the notifica-
tion of test results challenges our professionalism 
and the doctor-patient relationship. Many health 
systems have developed protocols to notify 
patients of many of their test results by automatic 
email, without the requirement that a physician 
or any other sort of provider deliver the results 
and be available to explain them to the patient. 
We have assumed that the patient always will 
want a more rapid result, but do they? [8] 
Friedman suggests, and we agree, that what 
patients want is a “physician who actually cares” 
enough to explain results of test, their implica-
tions, and next steps [9].

The explosion of social media on the Internet 
has created its own challenges to professional-
ism. The posting of patient pictures or other iden-
tifiable protected health information online for 
any reason and the posting of inflammatory or 
derogatory information about people or institu-
tions constitute unacceptable behavior. The per-

manent inability to retrieve or erase those 
postings has created a serious liability to one’s 
reputation and career. A precept of medicine that 
dates to Hippocrates is the oath to keep patients’ 
information as “holy secrets.”

In a 2014 study, Langenfeld and colleagues 
reported on the use of social media by 996 surgi-
cal residents. Just under one-third had a publicly 
identifiable Facebook page [10]. They assessed 
each of the residents’ Facebook pages for unpro-
fessional posts such as depicting binge drinking, 
sexually suggestive photographs, and Health 
Insurance Portability and Accountability Act 
(HIPAA) violations of protected health informa-
tion. Of the Facebook posts of those 319 resi-
dents, 12% contained blatantly unprofessional 
content, 14% were found to have potentially 
unprofessional content, and there was no differ-
ence in unprofessional behavior based on gender 
of resident posting the item. These data indicate 
that fully one-fourth of the next generation of 
surgeons have either behaved unprofessionally or 
gave that perception. In 2015, the same research 
group performed a similar study on the faculty of 
the abovementioned residents [11]. Of the 758 
general surgery faculty identified, just under 26% 
had identifiable Facebook pages. Ten percent had 
potentially unprofessional postings, and 5% had 
clearly unprofessional postings. In the case of the 
faculty, clearly unprofessional postings were 
made only by the male surgeons, and those 
behaviors were more common in young male sur-
geons in their first 5 years of practice. In taking 
these two studies together, it is clear that age is 
inversely related to posting either potentially or 
clearly unprofessional material on Facebook. 
What is not so obvious is whether older age is 
associated with a lower risk of posting such 
materials because one learns to avoid inappropri-
ate postings over time or whether younger sur-
geons are more likely to use social media, its use 
being associated with unprofessional behaviors. 
In the first case, there is hope that social media in 
the course of time may have a diminishing role in 
promoting unprofessional behavior with proper 
education of its users. The maxim of “don’t send 
an email and don’t post anything online that you 
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wouldn’t want your parents or your patients to 
see as the headline in tomorrow’s newspaper” 
continues to be true.

 Commercialization of Health Care

As health care has become a profitable commod-
ity, many surgeons, and particularly those who 
are employed by health systems, have become 
viewed as high-priced technicians whose primary 
job is to produce relative value units (RVUs) and 
contribute to the health system’s bottom line. For 
small and rural hospitals, the general surgeon is 
viewed as a vehicle for financial survival. The 
external pressure to produce clinical activity and 
increase the number of patients and operative 
procedures may introduce a conscious or 
 subconscious motivation by administrators to 
require more cases, perhaps with questionable 
justification. While this behavior is clearly 
unconscionable and unprofessional, the pressure 
is real, especially for the employed surgeon who 
is receiving regular reports on personal produc-
tivity which determines compensation.

In all fairness, commercialization of health 
care has not been all bad. When viewed at a sys-
tem level or higher, larger health-care systems 
may be better able to provide the right care, 
including subspecialty and multidisciplinary care, 
at the right time and at lower cost than can indi-
vidual practitioners. Furthermore, larger systems 
have the capacity to measure and improve out-
comes of care, including both quality and cost.

 Appropriate Limitations to Practice 
and Responsibility to Keep 
Up To Date

A key tenet of professionalism is the obligation 
for self-improvement. Without continuous life-
long learning, the surgeon of tomorrow will prac-
tice just the medicine of today  – no better. A 
corollary is the voluntary confinement of one’s 
practice to one’s current expertise, not the broad 
content of remote training. Failure to recognize 
the sometimes insidious reduction in proficiency 

as we age provides another trap if the surgeon 
continues to provide care for conditions better 
treated by other providers with greater skills.

Surgical practice is changing very rapidly as 
new technology and new knowledge emerge. 
What has been accepted truth is constantly being 
enlarged or discarded. Professionalism demands 
constant improvement through self-study, using 
tools such as the Surgical Education and Self- 
Assessment Program (SESAP) and Continuing 
Medical Education conferences. The assumption 
of current competence must be proven by 
specialty- specific Maintenance of Certification 
(MOC). We have a duty to refer patients whose 
disease process falls outside our current expertise 
to other surgeons who can better manage the 
patient’s clinical problems.

 Fear of Malpractice Litigation

The fear of litigation appears to have had a sig-
nificant impact on surgeons’ perception of pro-
fessionalism, but the level of concern about 
medical malpractice liability has waxed and 
waned. Whereas for many years that concern 
ranked in the top four in the annual survey of the 
American College of Surgeons’ Board of 
Governors, in 2015 medical liability fell to the 
10th position of importance behind other prob-
lems such as the burden of the electronic medical 
record, process of MOC, and funding of graduate 
medical education. Nonetheless, the fear of liti-
gation has been shown to drive some surgeons to 
perform unnecessary tests to cover all potential 
eventualities in case of litigation, expediency 
replacing professional judgment.

 Failure of Systems-Based Practice

In a 2007 study performed by the American 
College of Surgeons, unprofessional practices 
fostered many malpractice claims [12]. Of 460 
closed claims that were reviewed, 229 were 
attributed, at least in part, to technical errors, but 
the surgeon’s technical ability was judged to be 
inadequate in only 11%. More commonly, 
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 unprofessional judgment related to technical 
competence contributed to the bad outcome for 
the patient: performing procedures outside of 
one’s usual scope of practice; failure to refer 
cases that required skill outside the surgeon’s 
abilities; failure to consult intraoperatively: fail-
ure to refer patients to a tertiary care center for 
problems that exceeded the abilities of the pro-
vider or institution to meet the patient’s needs; 
failure of attending surgeons to properly super-
vise trainees; failure of trainees to ask for needed 
attending supervision; failure of aging surgeons 
to recognize their declining cognitive or technical 
skills and consequently to limit their scope of 
practice; and failure to introduce new technology 
into the practice. Other behavioral failures that 
contributed to bad patient outcomes and liability 
claims included failure to communicate with the 
patient and/or family (34%), pursue an abnormal 
 symptom or test result (25%), recognize a post-
operative problem (25%), or adequately assess a 
surgical problem preoperatively (19%). In 78% 
of the examined closed claims, at least one behav-
ioral failure was identified [13].

 Self-Regulation: The Code of Silence

Doctors are often hesitant to report or confront 
colleagues with their failings and errors. The 
tenet of self-regulation of a profession requires 
corrective action when there is recognition of a 
failure or deficiency in the practice of surgery. To 
meet professional responsibility, proper actions 
include communication with the relevant erring 
colleague, patient, family, and, when appropriate, 
the colleague’s supervisor, institution, or even 
authorities.

As previously mentioned, medical errors or 
perception of negligence can lead to malpractice 
litigation, but professionalism dictates that a sur-
geon called to testify must be fair both to the 
patient and the defendant surgeon. An expert wit-
ness should be prepared to speak the truth for 
either side. Justice cannot be served if surgeons 
will only speak for the defense but decline to 
criticize another surgeon. When a surgeon is 
found guilty, that should be stated in order to 

 protect the patient’s rights. Professionalism 
requires that we act on behalf of the patient as 
well as our colleagues. According to Antiel and 
colleagues, the reasons for the reluctance of doc-
tors to testify against other doctors, a “code of 
silence,” fall into four main categories: error as a 
contested concept, the glass house effect, fear of 
retaliation, and the diffusion of responsibility. 
Ultimately, remaining silent is a selfish, self-pro-
tective, and unprofessional behavior [14].

 Competition

Competition for patients, either between individ-
uals or groups, can escalate to unprofessional 
behaviors. Competition between individual sur-
geons can lead to unsubstantiated injurious 
claims of substandard care. Even the peer review 
process has been used unfairly to defame a com-
petitor with the goal of compromising that sur-
geon’s standing and practice. Turf battles between 
subspecialties that perform the same or similar 
procedures (e.g., thyroidectomy by either endo-
crine surgeons or otolaryngologists; spine sur-
gery by either neurosurgeons or orthopedic 
surgeons) have sometimes led to public competi-
tion with overt advertising or, worse, derogatory 
and unfounded claims of substandard quality of 
care or difference in outcome.

 Conflict of Interest

Real and perceived conflicts of interest have been 
identified as major ethical and professionalism 
problems. The topic has been well studied, and it 
has been shown that even small inducements, 
such as ballpoint pens and coffee mugs, may 
influence physician prescribing and choices of 
treatment. Consequently, many institutions have 
restrictive policies related to pharmaceutical and 
device manufacturers and their attempt to bias 
physician opinion and institutional purchasing 
decisions. Some prohibit industry representatives 
from even entering the institution. Essentially all 
academic institutions and educational programs 
require physicians to disclose any relationship 
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they have with relevant commercial interests. 
Decisions impacting patient care must not be 
determined by any consideration other than the 
welfare of the patient.

 Solutions

A good starting place for understanding profes-
sional behavior is in the American College of 
Surgeons Fellowship Pledge [15], which states:

Recognizing that the American College of 
Surgeons seeks to exemplify and develop the high-
est traditions of our ancient profession, I hereby 
pledge myself, as a condition of Fellowship in the 
College, to live in strict accordance with the 
College’s principles and regulations.

I pledge to pursue the practice of surgery with 
honesty and to place the welfare and the rights of 
my patient above all else. I promise to deal with 
each patient as I would wish to be dealt with if I 
were in the patient’s position, and I will respect the 
patient’s autonomy and individuality.

I further pledge to affirm and support the social 
contract of the surgical profession with my com-
munity and society.

I will take no part in any arrangement or 
improper financial dealings that induce referral, 
treatment, or withholding of treatment for reasons 
other than the patient’s welfare.

Upon my honor, I declare that I will advance 
my knowledge and skills, will respect my col-
leagues, and will seek their counsel when in doubt 
about my own abilities. In turn, I will willingly 
help my colleagues when requested.

I recognize the interdependency of all health 
care professionals and will treat each with respect 
and consideration.

These precepts are further detailed in the 2003 
American College of Surgeons Code of 
Professional Conduct [16]:

As Fellows of the American College of Surgeons, 
we treasure the trust that our patients have placed 
in us because trust is integral to the practice of sur-
gery. During the continuum of pre-, intra-, and 
postoperative care, we accept the following 
responsibilities:

• Serve as effective advocates of our patients’ 
needs

• Disclose therapeutic options, including their 
risks and benefits

• Disclose and resolve any conflict of interest 
that might influence decisions regarding care

• Be sensitive and respectful of patients, under-
standing their vulnerability during the periop-
erative period

• Fully disclose adverse events and medical 
errors

• Acknowledge patients’ psychological, social, 
cultural, and spiritual needs

• Encompass within our surgical care the special 
needs of terminally ill patients

• Acknowledge and support the needs of patients’ 
families

• Respect the knowledge, dignity, and perspec-
tive of other health care professionals

Our profession also is accountable to our commu-
nities and to society. In return for their trust, as 
Fellows of the American College of Surgeons, we 
accept the following responsibilities:

• Provide the highest quality surgical care
• Abide by the values of honesty, confidentiality, 

and altruism
• Participate in lifelong learning
• Maintain competence throughout our surgical 

careers
• Participate in self-regulation by setting, main-

taining, and enforcing practice standards
• Improve care by evaluating its processes and 

outcomes
• Inform the public about subjects within our 

expertise
• Advocate for strategies to improve individual 

and public health through communication with 
government, health care organizations, and 
industry

• Work with society to establish just, effective, 
and efficient distribution of health care 
resources

• Provide necessary surgical care without regard 
to gender, race, disability, religion, social sta-
tus, or ability to pay

• Participate in educational programs address-
ing professionalism

This code of professional conduct emphasizes 
the following four aspects of professionalism: (1) 
a competent surgeon is more than a competent 
technician; (2) while ethical practice and profes-
sionalism are closely related, professionalism 
also incorporates surgeons’ relationship with 
both patients and society; (3) unprofessional 
behavior must have consequences; and (4) 
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 professional organizations are responsible for 
fostering professionalism in their membership.

The Accreditation Council for Graduate 
Medical Education includes professionalism as 
one of their six key competencies along with 
patient care, medical knowledge, practice-based 
learning and improvement, interpersonal and 
communication skills, and systems-based prac-
tice. These six key competencies have filtered up 
and down the medical education chain of com-
mand to the point that they are expected of any 
medical student, resident or fellow, or practicing 
physician. Our medical students and trainees are 
routinely evaluated on these competencies. They 
have rightfully become an explicit part of our 
health-care culture.

From a practical perspective, what can an indi-
vidual surgeon do to maintain his/her profession-
alism? Other than working to comply with the 
abovementioned precepts and code of behavior, 
there are two simple strategies. First, keep the 
doctor-patient relationship sacrosanct. From the 
first to the last encounter, treat patients as you 
would like to be treated – with respect, care, and 
consideration of their goals  – and as an equal 
partner in their health care. Communicate with 
the patient the way you would want your doctor 
to communicate with you. Most of us expect the 
truth. Do not substitute technology for that rela-
tionship; a CT scan may help you make a diagno-
sis, but only you can explain the findings to the 
patient and discuss the implications of the find-
ings. While health care has become big business 
in the United States and around the world, avoid 
the temptation to think of your patients in fiscal 
terms. Understand the health-care goals of your 
patients, and recommend only the pathway that 
will best help them achieve those goals. Second, 
treat everyone the same, regardless of who they 
are and whatever their social standing or 
resources. Our biggest reward as surgeons comes 
from the satisfaction of helping a patient main-
tain or regain health. That sensation is truly 
priceless.

In conclusion, while there are many external 
forces that compete with or impede our aspira-

tions to behave as professionals, the choices that 
must be made to get us there are really our own. 
Being a professional requires continuous self- 
improvement; self-regulation keyed to our indi-
vidual current competence, contributing to the 
equitable regulation of our colleagues and our 
surgical practices; and always putting the welfare 
of the patient before our own.

 Concluding Remarks

• Changes in health-care delivery, the doctor- 
patient relationship, and society have created 
stresses that are challenging professional 
behavior.

• Being a professional requires continuous self- 
assessment and self-improvement.

• Being a professional requires self-regulation 
keyed to current competence.

• Being a professional requires the equitable 
self-regulation of the form, function, and prac-
tice of surgery.

• Principally, being a professional requires put-
ting the welfare of patients first, treating them 
with care and respect as partners in under-
standing and achieving their goals.
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Ethics in Academic Surgery

Charles W. Kimbrough and Timothy M. Pawlik

 Introduction

Academic surgery represents a challenging but 
rewarding career path, which is at the forefront of 
exciting new innovations and a rapidly evolving 
knowledge base. The pace of technological 
advance and discovery over the last century has 
been unlike any time in human history. In just 
over 60 years since Watson and Crick described 
DNA, we are on the verge of manipulating the 
human genome, and insights into molecular biol-
ogy have led to impressive developments in pre-
cision therapy. Technical advances have widened 
the scope of what can safely be achieved in the 
operating room, all while minimizing the inva-
siveness of procedures. Nonetheless, many times 
these developments raise as many questions as 
answers. Important questions regarding what we 
ought to do for our patients and the role we have 
in society underscore many of these scientific and 
technical advances. At its core, surgery is still an 
exercise in applied ethics. To this point, advances 
in medicine often bring unanticipated ethical 
challenges without clear answers or precedent to 
guide behavior. Nonetheless, academic surgeons 
have the obligation to practice socially responsi-
ble science [1]. As a profession, surgeon- 
scientists are afforded a privileged place in 
society. Through prolonged study and training, 
we possess highly specialized knowledge and a 
skill set that affords us the ability to determine 
our own professional codes and standards. In 
return, the public places great trust in us to use 

Key Points

• The multiple roles of academic surgeons 
can generate dual loyalties, where 
responsibilities to patients may conflict 
with responsibilities to research.

• Human subjects research must satisfy 
ethical conditions including voluntary 
informed consent, scientific value, and 
favorable risk-benefit ratios.

• Researchers have an ethical responsibil-
ity to maintain research integrity and 
avoid misconduct including falsifica-
tion, fabrication, and plagiarism.

• All real or perceived conflicts of interest 
must be appropriately disclosed.

• Good mentorship and the cultivation of 
an ethical character are crucial to pro-
vide a moral compass in academic 
surgery.
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our skills and knowledge to the best benefit of 
society.

There exists a rich tradition and history on 
medicine’s social responsibilities, with consider-
able focus on the physician-patient relationship. 
Some of the earliest recorded histories of medi-
cine reveal a preoccupation with ethics, as both 
the Egyptians and Babylonians prescribed rules 
for physician behavior [2]. Most medical stu-
dents still take some version of the Hippocratic 
Oath. Interestingly, most modern literature on the 
ethics of academic surgery has been published 
only over the last several decades. In turn, con-
cepts of medical ethics have evolved over time 
with many discussions now focused on the core 
principles of bioethics that include autonomy, 
nonmaleficence, beneficence, and justice [3]. 
These principles can assist academic surgeons 
who have many roles, including clinician, scien-
tist, administrator, and educator. Competing 
goals among these roles can introduce a number 
of ethical tensions and dual loyalties [4]. For 
example, as surgeons, we have a fiduciary duty to 
our individual patients, yet as researchers we 
have a duty to future patients and society as a 
whole. One can easily imagine similar ethical 
tensions emerging among other roles assumed by 
the academic surgeon. For example, the pressure 
to be academically productive (“publish or per-
ish”) may contribute to misconduct such as pla-
giarism, fraud, exploitation of subordinates, or 
any number of conflicts of interest [5]. 
Furthermore, administrative responsibilities lead 
to duties to the healthcare system, which must be 
balanced against the needs of individual patients.

For surgeons trained in evaluating objective 
data and making decisive judgments, the “subjec-
tivity” and nuances of ethical reasoning to delib-
erate trade-offs and balance competing demands 
can represent a different challenge for the clini-
cian. Ethical dilemmas may arise with no clear 
answer, and each side can be supported by 
equally valid arguments. Learning how to 
approach and manage these dilemmas is, how-
ever, critical for any surgeon-scientist. Even 
though certain ethical problems may present 
mutually exclusive options, most ethical dilem-
mas can still be approached in a systematic fash-

ion (see Box 1). A solid understanding of existing 
precedents and guidelines is necessary to resolve 
many ethical challenges that arise in academic 
surgery. In this chapter, we explore specific facets 
of academic surgery, identify where ethical con-
flicts can arise, and discuss prior precedents, 
guidelines, laws, and other resources that can 
help guide ethical decision-making.

 Human Subjects Research

 Historical Development

Research on human subjects can represent a fun-
damental conflict of interest for surgeon- 
scientists. As clinicians, surgeons have a primary 
responsibility to place the needs of each particu-
lar patient above all else. However, as scientists 
we seek to expand the overall understanding of 
disease and improve therapies to benefit society 

Box 1 A Method for Ethical Decision-Making
Many theories have been proposed to tackle 
ethical dilemmas, although there is no 
clearly superior approach. Shamoo and 
Resnik describe a practical method to 
approach ethical problems. While this par-
ticular approach does not need to be strictly 
applied and may vary depending on the 
particular circumstances, these steps can 
serve as a useful framework for approach-
ing ethical problems.

 1. Define the problem, question, or issue.
 2. Gather relevant information.
 3. Explore the viable options.
 4. Apply ethical principles, institutional 

policies, or other rules or guidelines to 
the different options.

 5. Resolve conflicts among principles, pol-
icies, rules, or guidelines.

 6. Make a decision and take action.

Adapted from: Shamoo and Resnik [24].
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as a whole. The nineteenth-century story of Dr. 
William Beaumont provides a representative 
example of these dual loyalties. While a young 
military surgeon, Dr. Beaumont treated and saved 
the fur trapper Alexis St. Martin following a shot-
gun wound to the abdomen. When St. Martin 
developed a chronic gastrocutaneous fistula, 
Beaumont used St. Martin to conduct a series of 
experiments on human digestion. Beaumont 
greatly advanced the understanding of gastric 
physiology, ultimately publishing his work [6]. 
However, St. Martin became increasingly frus-
trated by Beaumont’s experiments and made 
multiple attempts to dissolve their relationship. 
Similar examples from the nineteenth century 
stirred debate regarding the objectification of 
human patients for scientific research.

In the twentieth century, technological 
advances and the rise of the modern state ampli-
fied the tension between medical research and 
patients’ rights. In particular, the topic of human 
subjects research was brought into focus by the 
war crimes that occurred under the Nazi regime 
in the 1930–1940s. Many of these atrocities were 
sanctioned by official government policies and 
occurred despite vigorous ethical debates at the 
time [7]. The subsequent Nuremberg trials led 
jurists to articulate a series of principles that pro-
tected human subjects involved in research. 
Many consider the Nuremberg Code as the begin-
ning of modern bioethics. The Nuremberg Code’s 
principal points emphasized that “voluntary con-
sent of the human subject is absolutely essential” 
and any experiment should have a favorable 
 risk- benefit ratio with “fruitful results for the 
good of society” [8]. In 1964 the Declaration of 
Helsinki further developed the ethics of human 
subjects research and addressed perceived short-
comings of the Nuremberg Code. Overall, the 
Declaration of Helsinki emphasizes “the health 
of the patient is the first consideration” and 
research “can never take precedence over the 
rights and interests of individual research sub-
jects” [9]. The Declaration of Helsinki further 
outlines specific principles that promote the pro-
tection of patients, a favorable risk-benefit ratio 
in research, and independent review of research 
protocols.

Despite the principles outlined by the 
Nuremberg Code, a climate of unethical research 
persisted after World War II.  To this point, in 
1966 Dr. Henry Beecher published a landmark 
review of research studies that abused patient’s 
rights. Egregious examples included the artificial 
induction of viral hepatitis in mentally chal-
lenged children and the injection of live cancer 
cells into patients without their knowledge [10]. 
A few years later, the revelation of the infamous 
40-year-long Tuskegee Syphilis study led 
Congress to establish the National Commission 
for the Protection of Human Subjects of 
Biomedical and Behavioral Research. The 
Commission was given the task of developing 
guidelines for ethical research and published 
their results as the Belmont Report in 1979 [11]. 
The report clearly defined the boundary between 
clinical practice and research and conceptually 
linked ethical principles to facets of human sub-
jects research in order to protect vulnerable pop-
ulations. Specifically, the Belmont Report 
suggested respect for persons should guide 
informed consent, beneficence should drive risk- 
benefit analyses, and justice should underlie 
patient selection for research [12].

The principles outlined in the Belmont Report 
were converted into official federal policy by the 
Department of Health and Human Services 
through 45 CFR 46, known as the Common Rule. 
The Common Rule defines research as any sys-
tematic investigation designed to contribute to 
general knowledge and includes all human sub-
jects research. In order to ensure that research on 
human subjects remains ethical, the Common 
Rule established external review of research proto-
cols through institutional review boards (IRBs). 
IRBs consist of members of the research institu-
tion as well as the community and can only 
approve research if the following conditions are 
met: (i) risks to subjects are minimized, (ii) risks to 
subjects are reasonable in light of potential bene-
fits, (iii) subjects are selected in an equitable man-
ner, (iv) informed consent is obtained, (v) 
provisions exist for safety monitoring, (vi) data 
confidentiality will maintain subject privacy, and 
(vii) protections exist for vulnerable populations. 
The Common Rule outlines additional regulations 
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that cover informed consent and documentation 
requirements. Researchers have an ethical duty not 
to proceed with any human subjects research with-
out IRB approval. Once a study is underway, IRBs 
have the responsibility to monitor its progress and 
may suspend or modify the protocol if necessary. 
In turn, researchers are obligated to report any 
adverse or unanticipated events to the IRB.

 Ethical Requirements for Clinical 
Research

Although the Common Rule establishes regula-
tory requirements for human subjects research, 
ethical research must satisfy more than a legal 
minimum. While IRB review and the Common 
Rule establish necessary conditions for research 
studies, bare adherence to these regulations may 
not be sufficient. Research studies occur within a 
variety of different backgrounds, where case by 
case differences challenge rote application of reg-
ulations. This distinction has led several authors to 
propose a generalized approach to clinical research 
ethics. For instance, Emanuel and colleagues pro-
posed several ethical requirements for clinical 
research. In this conceptual model, seven key 
requirements establish a framework for evaluating 
the ethics of clinical studies (see Box 2). These 
requirements attempt to ensure that research sub-
jects are not merely used, but respected, and that 
research projects contribute to the social good 
[13]. Similar to the Belmont Report, these require-
ments can be linked back to broad principles 
including respect for autonomy, justice, benefi-
cence, and nonmaleficence. By anchoring research 
requirements to ethical principles, these guidelines 
provide a universal framework to approach the 
ethical dimensions of clinical research.

Appropriate application of such requirements 
demands a necessary level of expertise. 
Researchers must not only be skilled in the 
appropriate research methodology and statistical 
analysis (see Data Management); surgeons 
should also understand the ethical dimensions to 
study design such as subject selection and risk- 
benefit ratios. For instance, randomized con-
trolled clinical trials represent the gold standard 
for clinical research but require a significant 
knowledge of both methodology and ethics. For a 
clinical trial to be valid, it must be designed to 
address a state of “clinical equipoise.” As defined 
by Freedman, clinical equipoise exists when 
there is “honest professional disagreement among 
expert clinicians about the preferred treatment” 
[14]. There are several implications to this defini-
tion. Once sufficient evidence accumulates to 
favor one treatment over another, clinical equi-
poise is disturbed, and it is no longer ethical to 

Box 2 Seven Ethical Requirements for 
Clinical Research
 1. Value – Research must enhance health 

or knowledge.
 2. Validity – Studies must adhere to a rigor-

ous and scientifically valid methodology.

 3. Fair subject selection – Vulnerable pop-
ulations should not be targeted for risky 
research, nor should beneficial research 
favor privileged groups.

 4. Favorable risk-benefit ratio  – Risk to 
individual subjects must be minimized, 
while benefits are enhanced; the poten-
tial overall gain for society must out-
weigh a study’s risks.

 5. Independent review – Independent bod-
ies not affiliated with the research must 
be available to review, approve, emend, 
or terminate a study.

 6. Informed consent  – Subjects must be 
informed of the research and give vol-
untary consent; consent may be with-
drawn at any time.

 7. Respect for enrolled subjects – Subjects 
should have appropriate privacy protec-
tions, the right to withdraw from a study, 
access to information regarding any 
results or new risks, and their well-
being monitored.

Adapted from: Emanuel et al. [13].
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withhold the proven treatment. This determina-
tion can be heavily influenced by trial design and 
may require sophisticated analysis, often by inde-
pendent review boards. In addition, patients must 
be clearly informed of the lack of professional 
consensus and be given the option to participate 
or decline. As Freeman notes, “We do not con-
script patients to serve as subjects” [14].

 Informed Consent

Informed consent remains a cornerstone of 
human subjects research. Just as research ethics 
evolved over the last 50  years, the process of 
informed consent has undergone similar revision. 
Traditional paternalistic conceptions of the 
physician- patient relationship have given way to 
increased emphasis on patient autonomy, trans-
parency, and shared decision-making [15]. The 
overall process of informed consent should rec-
ognize the inherent worth of patients as moral 
agents and respects their right to independently 
decide the best course of action. In the research 
setting, subjects may need a significant amount 
of information to make a truly informed decision. 
Many patients are being asked to participate in 
clinical trials or studies at the edge of medical 
knowledge, involving issues that are difficult or 
unresolved even for medical experts. While many 
subjects are happy to simply “follow the doctor’s 
orders,” others may have a profound distrust of 
the medical community stemming from publi-
cized examples of research abuses. For the 
surgeon- scientist, informed consent therefore 
becomes a critical mechanism to facilitate com-
munication and instill trust. While documenta-
tion of consent receives heavy emphasis, it is the 
process of open communication, trust, and under-
standing between the researcher and subject that 
forms the true basis of informed consent.

From a practical standpoint, informed consent 
consists of three general steps: disclosure, subject 
understanding, and subject decision-making free 
of coercion. Disclosure entails the provision of 
information to potential subjects on the risks, 
benefits, and alternatives of participation in a 
study. Researchers must understand that subjects 

may be naïve to many of the medical details and 
present information in an easy-to-understand for-
mat incorporating lay terminology, images, or 
similar strategies. Recent updates to the Common 
Rule require that consent forms provide informa-
tion that a “reasonable person” would want to 
make an informed decision and that forms are 
organized to facilitate easy understanding of why 
one may or may not want to participate in 
research [16]. Despite these measures, subjects 
can proceed through the informed consent pro-
cess without truly becoming “informed.” For this 
reason, it is necessary to gauge a potential sub-
ject’s understanding of the information that has 
been presented. Often this can be performed by 
asking patients probing questions or having them 
explain the study details back to you in their own 
words. During this exchange, the researcher can 
help clarify any misunderstanding or address 
additional concerns that a subject may have. It is 
not only important to assess the subject’s com-
prehension of the technical details but also how 
they believe any potential outcomes will impact 
their life. Only after a person demonstrates 
understanding can they make a truly informed 
decision. Even then, this may be a process that 
requires consultation with family, friends, or 
repeat conversation with their surgeon.

 Surgical Innovation

In addition to research on human subjects, sur-
geons are uniquely positioned to innovate during 
the course of routine operations and patient care. 
Surgery has a rich tradition of innovation and as 
Riskin and colleagues note “most surgeons inno-
vate on a daily basis, tailoring therapies and oper-
ations to the intrinsic uniqueness of every patient 
and their disease” [17]. This constant tinkering to 
improve technical skill and operative technique 
has led to the incremental improvement of post-
operative outcomes and patient care. Many times 
this is a conservative, gradual process with small 
adjustments in technique that pose minimal addi-
tional risk to patients. However, rapidly advanc-
ing technology offers the opportunity for more 
radical innovations through novel, but unproven, 
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approaches. Such advances may place patients at 
unacceptable levels of risk for little or no benefit, 
and some may actually harm patients. Currently, 
there is little regulation that applies to surgical 
innovation, and the boundary between innovation 
and research is not always clear.

In order to help surgeons decide when innova-
tion crosses over into research, the Society of 
University Surgeons (SUS) developed guidelines 
that distinguish between the two [18]. The dis-
tinction is critical as it affects not only the level of 
oversight required but also determines when 
informed consent is necessary for patient partici-
pation. Unlike true innovation, variation is 
defined as a minor modification that is generally 
unplanned and involves only a slight shift in tech-
nique. Variations do not increase the risk to the 
patient or extend the time of anesthesia. In con-
trast, any planned, systematic investigation that 
leads to generalizable knowledge is considered 
research. An example of research may be a ran-
domized trial of carotid endarterectomy versus 
carotid stenting. For projects that qualify as 
research under this definition, all the Common 
Rule regulations and IRB oversight discussed 
above are mandatory. Innovation is much more 
difficult to define. According to the SUS, an inno-
vation is new or modified procedure that differs 
from accepted local practice, with outcomes that 
have not been described, and that may pose risk 
to the patient [18]. An alternate definition is any 
surgical procedure that has not been described in 
a North American surgical text. All planned inno-
vations must be disclosed to patients prior to sur-
gery during the informed consent process or 
postoperatively if an unplanned innovation 
occurs during surgery.

 Research Integrity and Publication

While ethical abuses against human subjects 
have been heavily publicized over the last half- 
century, recently there has been increased aware-
ness of fraud and misconduct related to research 
data and the publication of study results. 
Egregious examples of fraud emerged in the 
1980s, highlighted by a physician who was 

accused of forging data that formed the basis of 
over 100 publications while he was employed at 
Emory and Harvard [19]. As a result, new federal 
regulations were developed that required institu-
tions to investigate allegations of research mis-
conduct [20]. The Office of Research Integrity 
(ORI) was established in 1992 to respond to these 
allegations, as well as promote integrity and 
responsible research practices. As part of this 
mission, the ORI has developed clear definitions 
and guidelines regarding research misconduct 
(See Box 3) [21].

Fabrication, falsification, and plagiarism are 
clear examples of misconduct and dishonesty in 
research. Whereas fabrication is the outright 
invention of data that is not supported by experi-
mental results, falsification is the misrepresenta-
tion of data or results obtained from experiments. 

Box 3 Federal Research Misconduct Policy

Research misconduct is defined as fabrica-
tion, falsification, or plagiarism in propos-
ing, performing, or reviewing research or 
in reporting research results.

• Fabrication is making up data or results 
and recording or reporting them.

• Falsification is manipulating research 
materials, equipment, or processes or 
changing or omitting data or results 
such that the research is not accurately 
represented in the research record.

• Plagiarism is the appropriation of 
another person’s ideas, processes, 
results, or words without giving appro-
priate credit.

• Research misconduct does not include 
differences of opinion.

From: Steneck N.  ORI Introduction to 
the Responsible Conduct of Research. 
Department of Health and Human Services, 
Washington D.C.: US Government Printing 
Office, 2007.
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Falsification may include the omission of data 
points or the selective use of data to obtain antici-
pated results. Perhaps the most overt form of mis-
conduct is plagiarism, where one takes the work 
of another and passes it off as their own. Self- 
plagiarism can occur when someone duplicates 
their own work without proper citation. All three 
can have serious consequences for the researcher, 
including public embarrassment or censure, loss 
of funding, or “academic suicide” with all loss of 
credibility. From a broader perspective, repeated 
episodes of misconduct erode the public trust in 
scientific research.

In addition to fabrication, falsification, and 
plagiarism as outlined by the ORI, a wider range 
of scientific misbehavior has been described. In 
one survey of over 3000 scientists, one-third 
admitted that they had engaged in a variety of 
questionable research practices [22]. These 
included overlooking flawed data or methodolo-
gies, nondisclosure of conflicts of interest, or 
changing study design or results in response to 
pressure from a funding source. The exact preva-
lence of research misconduct is unknown, with 
survey estimates ranging anywhere from less 
than 2% to as high as 72% [23]. The higher esti-
mates suggest that misconduct results from more 
than just a “few bad apples.” In fact, structural 
pressures inherent to the research environment 
itself may be conducive to academic misconduct. 
Many of the tangible rewards in academics – sta-
tus and prestige, promotion and tenure, or grants 
and funding – are tied to one’s publication records 
contributing to an environment described as 
“publish or perish” [24]. Often the quantity of 
publications receives just as much emphasis as 
quality, which rewards slicing projects into the 
“minimal publishable units” or duplicating con-
tent. Many of these papers may have little to add 
to existing scientific knowledge. In addition, the 
overemphasis placed on positive results by medi-
cal journals may encourage data mining or “mas-
saging” data to arrive at the “right” results. For 
example, 1 review of 74 randomized controlled 
trials published in highly regarded journals found 
selective reporting of trial results. There were 
multiple discrepancies between protocol- 
specified and published endpoints with positive 

unplanned findings significantly outnumbering 
negative results [25].

Even in the absence of intentional fraud, many 
research findings may be misleading simply due 
to inappropriate methodology or statistical 
naiveté [26]. The increasing complexity of stud-
ies and the requisite sophistication of analyses 
introduce a significant potential for error. 
However, perhaps as a consequence of “publish 
or perish,” many studies do not adhere to good 
research practices. In fact, it has been suggested 
that the majority of published research findings 
are false and that up to 85% of research resources 
are wasted [27]. Low statistical power, incorrect 
choice of statistical tests, and poor understanding 
of pretest probability all contribute to the 
increased chance of false-positive results and 
misinformed conclusions. These phenomena 
may be even more pronounced among small 
studies, as well as reports with small effect sizes 
and those testing multiple hypotheses [28]. In 
fact, many research results have not been repro-
ducible or proven robust over time, including 
those published in well-regarded, high-impact 
journals [29]. Flawed studies can propagate mis-
information through the medical literature, which 
ultimately may divert future resources to mis-
guided follow-up studies, obscure good results, 
or possibly harm patients. Beyond just producing 
credible results, researchers therefore have an 
ethical responsibility to ensure that sound meth-
odology and analysis underlie all research 
projects.

 Good Research Practices

Increased recognition of research misconduct 
and questionable methodologies has led to criti-
cal reevaluation of the research environment. 
Multiple reforms have been proposed to improve 
the quality and integrity of biomedical research 
[1, 27, 29–31]. Reform proposals range from 
improvements in study design and execution to 
changing the underlying research culture. From a 
process standpoint, good research is based upon 
the principles of the scientific method, whereby 
thoughtful hypotheses are tested by empirical 
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data gathered through well-designed experi-
ments. Transparent, verifiable, and reproducible 
data are critical to this process. Increased use of 
collaborative research, registration of trials and 
protocols, sharing of raw data, and standardized 
definitions may all help improve the reproduc-
ibility and transparency of results [27]. Early 
involvement of a statistician with more appropri-
ate use of statistical methods can improve the 
credibility of data analyses. Journals have recog-
nized the importance of many of these measures, 
and several have introduced new recommenda-
tions to encourage the use of more stringent 
research methodologies. For instance, Nature 
announced new author guidelines including the 
increased disclosure of raw data, more thorough 
description of methods, and possible auditing by 
independent statisticians [32].

Beyond questions around research methodol-
ogy, other proposed reforms have sought to alter 
the underlying research culture. The competitive 
nature of some fields deters collaboration, and 
the priority given to those who publish first con-
tributes to a “winner-takes-all” system [30]. In 
addition, hierarchal relationships may discourage 
discussion of questionable results or practices 
within a research laboratory. The result can be the 
suppression of open communication both within 
and between research labs. The cultivation of 
open research environments is critical to improve 
the quality of research. An open research envi-
ronment allows ambiguous or dubious results to 
be discussed, and measures can be implemented 
expeditiously to correct wrong answers or faulty 
processes.

The current promotion and reward system is 
another aspect of research culture that may incen-
tivize poor-quality research. Promotion, funding, 
or other rewards can often be unduly influenced 
by the quantity of research output. This may 
encourage projects that help build a CV, but have 
little impact on a researcher’s field. Performance 
reviews can involve individuals with limited 
knowledge of an investigator’s specific focus of 
research and are therefore poor judges of the 
research quality. Careful peer review of the scien-
tific quality of an investigator’s work may be one 
strategy to better capture the contributions of a 

researcher to his/her field [30]. Aligning reward 
structures with a researcher’s true impact may 
help decrease the overall incidence of research 
misconduct.

 Authorship

Given the emphasis on publication, authorship 
can be a particularly contentious topic. Authorship 
has implications for career advancement and pro-
motion; the volume of medical publications and 
the rising number of multi-author papers reflect 
the importance placed on getting author credits 
[33]. Several ethical conflicts related to author-
ship have been described. Researchers may have 
little involvement with the underlying research 
but become attached to publications as “honor-
ary” authors. Honorary authors have made no 
significant contribution to the publication, but 
attempt to justify inclusion for any number of 
reasons (e.g., “I obtained the grant funding for 
this project” or “Several of the patients studied 
were from my practice”). On the other hand, 
junior researchers can be denied first authorship 
despite having performed the bulk of the data col-
lection, analysis, and manuscript preparation. In 
order to help clarify any controversy surrounding 
authorship, the International Committee of 
Medical Journal Editors has established clear cri-
teria on what constitutes authorship (see Box 4). 
Many journals now request that any article sub-
missions conform to similar criteria and ask that 
each author details their specific contributions to 
the project [34].

In order to help avoid controversies related 
to authorship, clear discussion should be held at 
the beginning of any research project. The prin-
cipal investigator or senior author needs to 
agree on clear expectations and guidelines with 
co- authors, particularly any junior or lead 
authors. The ultimate order of the authors gen-
erally reflects the importance of each individu-
al’s role in the paper. If necessary, author roles 
may need to be revisited and reordered during 
the course of a project – such contingency plans 
should be clearly discussed and established 
beforehand.
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 Conflicts of Interest

To maintain research integrity, ethical scientific 
research should strive to limit sources of bias. 
Conflict of interest is one particular form of bias 
that has attracted significant attention. While 
attention has generally focused on areas of inap-
propriate financial gain, conflicts of interest can 
occur related to industry sponsorship, publica-
tion/authorship, medical education, and promo-
tion. In general, a conflict of interest arises 
anytime that professional judgment concerning a 
primary interest (e.g., valid research) tends to be 
unduly influenced by a secondary interest (e.g., 
industry sponsorship) [35]. As opposed to ethical 
conflicts, where both sides of an argument may 
have equal claim to validity, in a conflict of inter-
est, only the primary interest has claim to author-
ity. This does not mean that secondary interests 

are illegitimate but that they should not dominate 
the primary interest. For instance, while industry 
sponsorship is often necessary and desirable to 
conduct trials, it should not impact the validity of 
the underlying research. Unfortunately, empirical 
evidence suggests industry funded clinical trials 
are “positive” up to 85% of the time, whereas 
approximately 50% of government funded trials 
have “positive” results [26].

Even when a true conflict of interest may not 
exist, the perception of a conflict of interest can 
degrade confidence in the integrity of a research 
project or surgeon-scientist. In a sense, perception 
is just as important as reality. Any researcher must 
therefore be cognizant of any and all potential con-
flict of interests, as well as know the appropriate 
steps to properly address them. The first step to 
manage a conflict of interest is full disclosure of 
any real or potential conflicts of interest. The 
Institute of Medicine (IOM) recommends that any 
institution that carries out medical research should 
develop a conflict of interest committee to manage 
these issues within their institution [36]. Individual 
institutions are responsible for outlining the rules 
of what constitutes a conflict of interest and how 
they must be disclosed [37]. While the IOM has 
provided  recommendations for relationships that 
should be disclosed (see Box 5), it is incumbent on 
each surgeon-scientist to familiarize themselves 
with their home institution’s policy. In general, dis-
closure should include any financial compensation 
for the specific investigator or any of his/her family 
members. Independent institutional review of any 
potential conflict of interest is necessary, as indi-
vidual researchers may not be able to objectively 
assess when a conflict of interest exists. While 
many times researchers with a conflict of interest 
can continue their work with appropriate oversight, 
occasionally they may need to divert themselves 
from projects or industry relationships.

Box 4 ICMJE: Defining the Role of Authors 
and Contributors

The ICMJE recommends that authorship 
be based on the following four criteria:

• Substantial contributions to the concep-
tion or design of the work or the acquisi-
tion, analysis, or interpretation of data 
for the work

• Drafting the work or revising it criti-
cally for important intellectual content

• Final approval of the version to be 
published

• Agreement to be accountable for all 
aspects of the work in ensuring that 
questions related to the accuracy or 
integrity of any part of the work are 
appropriately investigated and resolved

Adapted from: The International 
Committee of Medical Journal Editors. 
Recommendations for the Conduct, 
Reporting, Editing, and Publication of 
Scholarly Work in Medical Journals. 
Updated December 2016.

Box 5 Recommend Industry Relationships 
Requiring Disclosure
• Research grants and contracts
• Consulting agreements
• Participation in speakers bureaus
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In addition to the institutional oversight of 
conflicts of interest, the US government has 
introduced regulations aimed at increasing trans-
parency in physician relationships with industry. 
Provisions of the 2010 Patient Protection and 
Affordable Care Act require pharmaceutical 
companies and medical device manufacturers to 
report all payments or transfers of value to physi-
cians and teaching hospitals. More popularly 
known as the “Sunshine Act,” payments as low as 
$10 per instance or $100 per year require disclo-
sure [38]. Among other forms of compensation, 
transfers of value also include gifts, entertain-
ment, travel, or meals. Data from the first 2 years 
of the program demonstrated payments to physi-
cians totaling $3.4 billion in 2013, rising to $6.6 
billion in 2014 [39]. The Centers for Medicare 
and Medicaid Services maintains a website that 
provides free public access to data regarding pay-
ments to individual physicians and teaching 
hospitals.

 Mentorship

Perhaps no area of academic surgery has the 
potential to cultivate ethics as much as effective 
mentoring and education. Not only do mentors 

teach the technical skills and provide the feed-
back trainees need to develop a research skill set, 
more importantly, they play a critical role in 
modeling ethical behavior. The word ethics 
derives from the Greek ethos, meaning character 
or habit. In this sense, professionalism and ethics 
do not result as much from a technical curriculum 
as they are acquired through long guidance under 
teachers who embody these moral qualities [40]. 
Although it is critical that trainees understand the 
guidelines, regulations, and rules that govern 
research, there is no guarantee that this knowl-
edge will lead to ethical behavior. Instead, men-
toring should instill a deep appreciation of 
fundamental ethical principles. For instance, 
Markman argues the fundamental principles of 
human subjects research that should be empha-
sized by mentors include (1) informed, voluntary 
consent, (2) scientific value of the study justifies 
the risks, and (3) any potential hazards to patients 
are minimized [41]. Many times adherence to 
these principles requires attitudes or values that 
cannot be taught in formal courses.

Nonetheless, the mentorship relationship can 
be subject to abuse. Ideally the mentor-trainee 
relationship is fiduciary  – trainees rely on their 
mentors to look after their best interests. However, 
there exists a disparity in expertise, power, and 
experience in the mentor-trainee relationship that 
may leave the trainee vulnerable to exploitation 
[24]. Examples include overloading trainees with 
low-yield activities, “hijacking” a trainee’s ideas 
or projects, or not giving sufficient time to truly be 
effective mentors [42]. On the other hand, trainees 
have a responsibility to be good mentees by taking 
a proactive role in the relationship, as opposed to 
passively expecting their mentor do everything for 
them. Trainees need to come to meetings prepared, 
make good use of their mentor’s time, and have a 
clear goal or agenda in mind [43].

 Conclusion: Ethics as a Continuing 
Endeavor

The development of research ethics and contem-
porary precedent can help guide surgeon- 
scientists. It is crucial to understand, however, 

• Honoraria
• Intellectual property, including patents, 

royalties, and licensing fees
• Stocks, options, warrants, and other 

ownership
• Position with a company
• Technical advisory committees, scien-

tific advisory boards, and marketing 
panels

• Company employee or officer, full or 
part time

• Authorship of publications prepared by 
others

• Expert witness for a plaintiff or defendant
• Other payments or financial relationships

From: Lo and Field [36].
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that these guidelines are not absolute given that 
the rapid growth of scientific knowledge will 
continue to demand evolution of ethical codes. In 
reality, regulations, guidelines, and recommenda-
tions need to serve as the starting point for con-
tinued conversation over ethical behavior. As Dr. 
Lawrence McCullough notes “Medical Ethics 
[can be] understood as a moral response to scien-
tific and technological change…[such a] moral 
response is required to address scientific and 
technological changes that are unprecedented 
and therefore threaten to outstrip society’s moral 
capacities” [44]. In other words, scientific dis-
covery reshapes our codes of ethics at the very 
same time that we seek these principles for guid-
ance. Knowledge threatens to outpace wisdom. 
To be successful, simply following guidelines 
will not be enough – we should strive to develop 
ethical character [5]. A focus on character shifts 
the emphasis away from action prescribed exter-
nally by codes to action guided internally by a 
sense of what one ought to do. A foundation of 
ethics built in this manner would be able to 
respond morally to novel situations without any 
pre-existing guidelines or rules or in situations 
where prior guidelines no longer seem to apply.

The unique nature of academic surgery will 
continue to challenge surgeons with ethical 
dilemmas. Conflicting loyalties among the differ-
ent roles assumed by surgeon-scientists require a 
balancing act between our responsibilities to 
patients and society as a whole. A solid under-
standing of ethical codes and precedent is critical 
to inform our moral reasoning as we engage these 
problems. More than this, we must also challenge 
ourselves to develop the character necessary to 
provide moral orientation and direction when 
new ethical dilemmas arise.
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“To hold the one who has taught me this art as equal
to my parents and to live my life in partnership with him”

The Hippocratic Oath [1]

Ethical Issues of the Mentor- Mentee 
Relationship

Alberto R. Ferreres

The term mentor has a Greek origin, men refers 
to the “person who thinks,” while tor is the male 

and trix the female. So the meaning of mentor 
refers to “the man who thinks.”

The Oxford English Dictionary provides the 
following meanings of the noun mentor:

 1. Allusively, one who fulfills the office which the 
supposed Mentor fulfilled toward Telemachus

 2. An experienced and trusted advisor

So, it is mandatory to dive into Homer’s The 
Odyssey to get an insight of the term and its con-
notations. The origin of this term was linked to 
the character of Mentor, mentioned in Homer’s 
work. In Greek mythology [2], Mentor was the 
son of Alcimus and Asopia and is considered the 
one who supposedly took care of Telemachus, 
Odysseus’ son, during the latter’s long trip. 
Nonetheless a careful review of this epic poem 
will prove that this assumption is not true [3]. 
These quotations provide further details:

• “Mentor rose to speak. Mentor was an old friend 
of Odysseus, to whom the King had entrusted 
his whole household when he sailed, with orders 
to defer to the aged Laertes (Odysseus’ father) 
and keep everything intact” (:43)

• “Remember your old friend and the good 
turns I have done you in the past. Why, you 
and I were boys together” (:333, Odysseus 
speaks)

• “Odysseus has come home. And he has killed 
the rogues who turned his whole house inside 
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out, ate up his wealth, and bullied his son” 
(:341, words of an old servant)

• “I have been told that a whole crowd of young 
galants are courting your mother and running 
riot in your house as uninvited guest” (:56, 
Nestor of Gerenia)

• “Is it not enough that all this time, under pre-
text of your suit, you have been robbing me of 
my best, while I was too young to understand? 
I tell you, now that I am old enough to learn 
from others what has happened and to feel my 
own strength at last, I will not last until I have 
let hell loose upon you” (: 45, Telemachus’ 
statement to Mentor)

The only opportunities when Mentor’s role 
was according the expectations were when god-
dess Pallas Athena took his disguise, as the god-
dess of war and wisdom. So it is clear that the 
demeanor of Mentor in Homer’s The Odyssey 
was not ethical neither beneficial to Telemachus.

The current idea of what a mentor is and 
deserves to be may be found in The adventures of 
Telemachus, the son of Ulysses published in 1699 
by Francois Fenelon, a French bishop and theolo-
gian, who was tutor to Louis XIV’s grandson.

Some of the quotes from his book may illus-
trate the nature of a true and loyal Mentor [4]:

• “…I have been seeking my father all over the 
sea, in the company of this man (Mentor) who 
was to me another father” (:54)

• “Oh happy Telemachus! You will never be 
bewildered as I have been bewildered, while 
you have such a guide and instructor! Mentor, 
you are the master!” (:136)

• “Forget not, my son, the pains I took when 
you were a child, to make you as wise and as 
valiant as your father” (:160)

• “Mentor regulated the whole course of the life 
of Telemachus in order to raise him to the 
highest pitch of glory” (:215)

His ideas were very influential at his time, as 
proved by his successors: Marquis Caraccioli 
(1719–1803) and Jean Jacques Rousseau (1712–
1778). In the book Emile, or On Education by the 
latter, the main character is given a copy of 

Fenelon’s The adventures of Telemachus in the 
initial stages.

The first use of the term mentor in the English 
language can be attributed to Lord Chesterfield 
(1694–1773) in a letter to his son dated March 8, 
1850, where he wrote: “There are resolutions 
which you must form and steadily execute for 
yourself, whenever you lose the friendly care and 
assistance of your mentor.” But the concept had 
been developed since earlier times and was 
related to the guilds of craftsmen in England dur-
ing the Middle Ages. The elders and owners 
transferred their knowledge and abilities to their 
pupils or apprentices, who were required to work 
for about 12 years or until they were 21 years old. 
This methodology of training and developing 
human resources was changed due to the advent 
of the Industrial Revolution.

In the surgical arena, the traditional method of 
training was the apprenticeship model of one to 
one (master and pupil), as previously described. 
But this paradigm shifted after William Halsted, 
surgeon in chief at Johns Hopkins, introduced the 
surgical residency, a system where the trainees 
spent 5 or more years living in a hospital (hence, 
the term of residents) learning clinical and surgi-
cal skills, as well as performing research under 
the guidance of faculty and attendings. This 
model has been largely replicated and represents 
the standard of surgical training all over the 
world.

Along the world history, religion has also 
adopted mentorship for the trainees: some exam-
ples include the guru-disciple relationship in 
Buddhism and Hinduism, as well as the master- 
disciple system in rabbinical Judaism and differ-
ent aspects of Christianism.

The modern use of the terms mentor and men-
torship should be traced to the North American 
business arena and the social movements starting 
in the 1960s. The importance of mentorship was 
highlighted by the group of Yale’s social scien-
tists led by Levinson; he considered the mentor 
as the key factor in order to achieve the dream of 
another individual [5]. Barondess in his 
Presidential Address when inducted as President 
of New  York Medical Society introduced the 
term mentor in the medical field. He made spe-
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cial reference to the relationship between Bill 
Dickey and Yogi Berra, both New York Yankees’ 
catchers and how the latter mentioned “Bill is 
learning me his experience.” This phrase illus-
trates in a very simple fashion the core of this 
relationship [6]. Edward Copeland III’ s 
Presidential Address at the American College of 
Surgeons in 2006 was titled “The role of a mentor 
in creating a surgical way of life” [7].

According to the Oxford English Dictionary, a 
mentor is an experienced and trusted advisor. In 
other words, a mentor is someone who sees more 
talent and ability within you than you see in your-
self and helps bring it out of you. In the medical 
and surgical arena, mentoring is the process 
whereby an experienced, highly regarded, 
empathic person (the mentor) guides another 
individual (the mentee) in the development and 
reexamination of their own ideas, learning and 
achieving professional and personal develop-
ment; the mentor, who often but not necessarily 
works in the same organization or field as the 
mentee, achieves this by listening and talking in 
confidence to the mentee.

So, what does the mentor do on behalf of his 
or her mentee? The mentor provides knowledge, 
expertise, and guidance to achieve the promotion 
of the mentee to a higher level and also to hone 
the personal qualities of the latter. But there is a 
difference between a mentor and a trainer, a men-
tor is not necessarily the one who teaches and 
trains a new generation of surgeons but the one 
who provides tutorship and guidance to progress 
the academic and surgical ladder. So it is desir-
able for the mentor to be altruistic, available, , 
accountable, active, and appreciative.

An assessment throughout the lives of suc-
cessful public figures demonstrates that most of 
them recognized the role of a mentor at some 
stage of their lives. But there are also many 
examples of failed mentor-mentee relationships. 
According to G. Steiner, there are three main sce-
narios or relationship structures within a mentor 
and his or her mentee [8]:

• Masters who destroyed their mentees
• Mentees who have betrayed and destroyed 

their mentors

• The interchange or “eros” of mutual confi-
dence, which should be the goal of very 
mentor- mentee relationship in order to be suc-
cessful and beneficial

Surgical ethics overflies this relationship in 
multiple ways: there is a moral responsibility on 
each side of this dyadic relationship which repre-
sents an essential component of surgical academ-
ics and lies at the core of professionalism. Both 
sides of this important relationship should bear in 
mind their ethical duties and obligations in order 
to achieve a successful and profitable relationship 
and in this way prevent abuses of power and other 
inequities, which will put an end to this nurturing 
link. The principles of biomedical ethics devel-
oped by Beauchamp and Childress represent a 
very useful framework and a very valuable tool 
when confronted to ethical dilemmas and con-
flicts in everyday surgical life [9]. The ethical 
principles include beneficence, nonmaleficence, 
justice, and autonomy.

Beneficence: it refers to the virtue of acting 
for the benefit of others. David Hume consid-
ered that the duty to benefit others arises from 
social interactions and is grounded on reciproc-
ity, which consists in the act or practice of mak-
ing an appropriate and usually proportional 
return. This principle is undoubtedly linked to 
the fiduciary duty of the mentor toward the men-
tee and vice versa. Both sides should behave in 
an altruistic manner, keeping in high regard the 
interest, benefit, and welfare of the other 
counterpart.

Nonmaleficence: it reflects and means the 
avoidance of harm to the other side. Many 
mentor- mentee relationships have been charac-
terized by hurting the other participant of the 
relationship. It is grounded on the “Primum non 
Nocere” dictum, which should not be attributed 
to Hippocrates but to Parisian pathologist 
Auguste Francois Chomel (1788–1858) [10].

Justice: justice should be considered as the 
fair, equitable, and appropriate treatment of what 
is due or owed to persons, which consists in the 
moral duty to act on the basis of fairness and 
equality. John Rawls introduced the liberty and 
the different principles in his concept of justice as 
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fairness [11]. In a practical sense, it highlights the 
right to be treated equally.

Autonomy: the concept of autonomy over-
views the decision-making of both mentor and 
mentee, as participants of this dyadic relation-
ship. The word autonomy derives from the Greek 
autos (self) and nomos (rule, governance) and 
originally referred to the self-rule of independent 
city states in ancient Greece. There are two essen-
tial conditions to the autonomy of both parties: 
liberty, meaning freedom from external coercion 
and agency, the capacity to act intentionally.

Both mentor and mentee should exercise an 
autonomous behavior, and their relationship 
should be an example of self-decision and free 
will. Both mentor and mentee should choose 
being in this relationship and profit from each 
other. The ideas of Immanuel Kant and John 
Stuart Mill have had a strong impact in the 
approaches to autonomy, representing the moral 
imperative and the utilitarian approach [12].

The foundation of the mentor-mentee relation-
ship is grounded in the fiduciary bond between both 
sides. This fiduciary relationship entails the men-
tor’s duty to act in the mentee’s best interest and not 
his own one. The fiduciary role is a key element for 
the success of this relationship. Being a fiduciary 
should be understood as being “a person holding the 
character of a trastee, in respect to the trust, confi-
dence, good faith and candor which it requires and 
having the duty to act primarily for another person’s 
benefit in matters connected with such undertaking” 
[13]. Another way to explain the fiduciary role is the 
fact that the mentor surgeon must be beneficent, 
zealous to serve the interests of the mentee, and the 
duty of good faith should be especially strong. In 
matters related to the fiduciary relationship, it is 
elemental that a fiduciary owes a duty of undivided 
and undiluted royalty to those whose interests the 
fiduciary is to protect. There is a sensitive and 
inflexible rule of fidelity as well as a duty of loyalty, 
requiring avoidance of conflict of interest between 
both sides. Being a fiduciary means that the mentor 
role should be characterized by:

• Placing the mentee’s welfare above your own
• Treat each mentee as you would wish to be 

treated

• Value each individual
• Do unto others as you would have them undo 

unto you

The ethical practice of mentorship involves 
the undertaking of principles, values, and virtues. 
The adherence to the ethical principles in a strict 
fashion will keep this relationship between the 
mentor and his or her mentee in due way and will 
also help preventing the first two scenarios 
described by Steiner [8]. So, this relationship will 
comply with three must-do actions:

• Respect each other’s rights and dignity
• Act honestly and promoting fairness and 

equity in the relationship
• Advocate the welfare, benefit, trustworthi-

ness, reliability, and loyalty

Mentors should focus on the beneficent 
aspects of their support toward the mentee, and 
probably this ethical principle is predominant 
and of the higher impact in the relationship, and 
the second one should be to avoid harm to the 
mentee, who is usually in a weaker situation [14].

Some of the ethical issues involve some of the 
elements of the mentor-mentee relationship, and 
care should be taken to prevent future conflicts 
among both parties. The goal of this relationship 
should be very clear from the first moment to both 
sides; having a clear and deep understanding of 
the reasons of this bond will help to prevent any 
confusion which may derive in unethical conducts 
as well as abuse of power. Communication should 
focus on the goals to achieve and objectives and 
characterized by openness, sincerity, and honesty. 
Trust is of paramount importance for the success 
of the mentor- mentee relationship, but it takes a 
time to build it. When trust does not flourish, the 
relationship must terminate, to prevent eventual 
harm. It should be understood that the improve-
ment and development of this relationship are a 
process with different stages.

The ethical principles, above mentioned, rep-
resent a roadmap for both parties in order to 
achieve progress in this relationship and prevent 
its failure. The misuse of power throughout 
this relationship represents a particular concern. 
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These power inequities may be acknowledged or 
not by either sides; strict adherence to four ethi-
cal principles should be useful to set appropiate 
boundaries and prevent this situation. Integrity is 
another moral value that should trascend this 
bond. An ethical mentor-mentee relationship 
needs to avoid eventual profit or benefits, as for 
example the mentee getting an underserved posi-
tion or appointment. Mentors should promote 
fairness and equity not only to their mentors but 
to other members of the academic faculty and 
also refrain from requesting specific favors to 
their mentees. In summary, the mentor should be 
a master of virtues and a moral role model.

• How ethical issues can be undertaken under 
this relationship in order to prevent its failure?
• Underneath the ethical mentor-mentee 

relationship
• Honesty: the general fiduciary commitment to 

protect and promote the interests of the men-
tees if SE is to guide the clinical judgment and 
practice of surgeons

• Ethical concept of the mentor as a fiduciary: a 
person holding the character of a trustee, in 
respect to the trust and confidence involved in 
it and scrupulous good to act primarily for 
another’s benefit in matters connected to that 
understanding

• (Brody BA, Engelhardt HT. The major moral 
considerations. 1987)

• Fidelity: faithfulness to a person, cause, or 
belief demonstrated by continuing loyalty and 
support, by the mentor and the mentee

• Fidelity: trustworthy, consistent, reliable, 
responsible, and fiduciary relationship

• Success: reciprocity, mutual respect, clear expec-
tations, personal connection, and shared values

• Value: greater productivity, more rapid pro-
motion, academic retention, personal profit, 
and adequate balance

• Failure: poor communication, lack of commit-
ment, personality differences, competition, con-
flicts of interests, and mentor’s lack of experience

• Abuse of power
• Misuse of power: abuse, sexual harassment, 

academic exploitation, Wrongful management 
of power, and inappropriate boundaries

 Concluding Remarks

• The concepts and features in the term Mentor 
do not origin from Homer’s The Odyssey but 
from Fenelon’s The Adventures of Telemachus.

• The surgical mentor-mentee relationship 
should be ruled by strict ethical principles.

• The role of the mentor is a fiduciary one: to 
seek the benefit of the mentee and not his or 
her own benefit.

• The values to be followed are honesty, integ-
rity, fidelity, royalty, and fairness.

• It is very important to prevent power inequi-
ties as well as the misuse and/or the abuse of 
power from either side.
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Surgical Ethics and the Surgical 
Societies: What Are We Doing?

Richard I. Whyte

 Introduction

The focus of this chapter, where the subject of 
Ethics fits in the role of professional surgical 
societies, is best addressed firstly through a defi-
nition of terms, an exploration into the role of 
surgical societies (and professional organizations 
in general), and then through an empirical view 
of how several surgical societies incorporate eth-
ics into their mission and practice. One can then 
ask the question, what should surgical societies 
do with respect to ethical issues and, conversely, 
what ethical issues or conflicts should surgical 
societies avoid?

Ethics is considered as the study of standards 
of conduct and moral judgment. Incipient to this 
is the term “moral”—a term that assigns right-
ness or wrongness to certain actions, thoughts, or 
concepts. Common morality refers to a set of 
tenets that are applicable to life in general and are 
not relative to specific cultures or groups [1]. 
These would include the following: do not kill, 
do not cause pain or suffering to others, prevent 
evil or harm from occurring, rescue persons in 
danger, tell the truth, nurture the young and 
dependent, keep promises, do not steal, do not 
punish the innocent, and obey just laws. Variations 
in these are consistent across many cultures and 

eras and appear to apply to the human condition 
in general.

The topic of “biomedical ethics” is a some-
what narrower term, but its current usage refers 
to a broad range of ethical issues related to clini-
cal medicine, medical research, biology, life sci-
ences, reproductive technology, and even social 
conditions. The core principles of biomedical 
ethics have been well described by Beauchamps 
and Childress in their now standard textbook on 
the subject, Principles of Biomedical Ethics (now 
in its eighth edition) [2]. In this work, the authors 
describe four pillars of biomedical ethics: respect 
for autonomy, beneficence, nonmaleficence, and 
justice, and frame much of their subsequent dis-
cussion on this framework. While these princi-
ples form a strong basis for examining surgical 
ethics, Fox has lamented that biomedical ethics 
has, historically, not dealt with larger, societal 
issues that relate to health—issues such as pov-
erty, economics, and racial and gender dispari-
ties—and how they affect both health and specific 
public policy determinations [3].

Within biomedical ethics is the subject of pro-
fessional ethics—at least as it is related to the 
practice of medicine. At a general level, profes-
sional ethics may incorporate the rules of com-
mon morality but are generally standards of 
conduct applicable to a certain profession. While 
some of these standards are unwritten, others 
may be found in written policies sponsored by 
organizations such as professional societies, 
State Medical Boards, hospital policies and 
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bylaws, professional accreditation organizations, 
and educational institutions.

On a broad sense, surgical ethics would 
include all topics that cover the standards and the 
moral judgments of surgeons in their professional 
role. The list of topics is extensive, and many of 
the topics are covered in this book, but at any 
given time, some topics are more germane. 
Currently, some of the “hot topics” include con-
sent for surgery, end-of-life care, futile care, the 
role of trainees in the operating room, the sur-
geon’s role in social media, regulation of surgical 
innovation, global surgery, disclosure of surgical 
errors, gender reassignment surgery, and issues 
related to medical malpractice. Others, such as 
the practice of concurrent, or overlapping, opera-
tions, demonstrate a fairly short, but intense, 
level of interest and can be correlated with cover-
age in the lay press.

 Professional Surgical Societies

To uncover the role of ethics in professional sur-
gical societies, the role of such organizations 
needs to be defined. While it is difficult to gener-
alize, most medical professional surgical organi-
zations are nonprofit organizations whose 
purpose is to further the issues of the profession, 
the interests of the individuals in the profession, 
and the public. Rothman pointed out that profes-
sional medical associations play a vital role in 
medical education, the development and publica-
tion of practice guidelines, and that they define 
ethical norms for their members through codes of 
conduct for professional behavior [4].

Surgical societies are a diverse set of organi-
zations. Some are based as primarily national 
organizations. The American College of Surgeons 
(ACS) and Society of Thoracic Surgeons (STS) 
are two such organizations although each permits 
international membership as either standard 
membership for Canadians or international mem-
bership for others. Other surgical societies are 
international in nature, the European Society of 
Thoracic Surgery (ESTS), for example, while 
others are regional (Southern Thoracic Surgical 
Association (STSA), Pacific Coast Surgical 

Society) or even local (Boston Surgical Society, 
San Francisco Surgical Society). Some surgical 
societies are specialty specific, the American 
Pediatric Surgical Society, for example, while 
others are far more broad-based, the American 
College of Surgeons as an example. Some such 
organizations are focused on a primarily aca-
demic membership (American Surgical 
Association (ASA), Society of University 
Surgeons (SUS)), while others design their mem-
bership criteria to attract as many practitioners in 
the field as possible (the Society of Thoracic 
Surgeons as an example). Others, such as the 
North American Spine Society, are focused on a 
particular type of surgery yet include surgeons of 
different specialties (both neurosurgery and 
orthopedics in this example) and actively solicit 
membership of “affiliated” practitioners such as 
nurses, physical therapists, nurse practitioners 
and chiropractors. There are also some surgical 
societies based on specific academic affiliation—
the Coller Society of the University of Michigan, 
for example. Finally, one could consider quasi- 
regulatory bodies such as the American Board of 
Surgery as a “professional surgical society” since 
it is composed primarily of members of the pro-
fession although its role is distinctly different 
from the other societies listed above.

Given the diversity of surgical professional 
societies, it should not be surprising that their 
missions are also quite diverse. While the pur-
pose of this chapter is not to categorize all surgi-
cal societies, the specific interests and goals of 
the societies generally reflect their membership, 
and their missions are often apparent from pub-
lished mission statements. For example, the mis-
sion of the American College of Surgeons is 
“improving the care of the surgical patient and to 
safeguarding standards of care in an optimal and 
ethical practice environment” [5]. Similarly, the 
mission of the Society of Thoracic Surgeons is to 
“enhance the ability of cardiothoracic surgeons 
to provide the highest quality patient care through 
education, research, and advocacy” [6]. In a simi-
lar vein, the goal of the North American Spine 
Society is to utilize “education, research and 
advocacy to foster the highest quality, ethical,  
value- and evidence-based spine care for patient” 
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[7]. While the motto of the American Association 
for Thoracic Surgery is “A Century of Modeling 
Excellence,” its bylaws indicate that its purpose 
is “to associate persons interested in, and carry 
on activities related to, the science and practice of 
thoracic surgery, the cure of thoracic disease and 
the related sciences; to encourage and stimulate 
investigation and study that will increase the 
knowledge of intrathoracic physiology, pathol-
ogy and therapy, and to correlate and disseminate 
such knowledge; to hold scientific meetings fea-
turing free discussion of problems and develop-
ments relating to thoracic surgery, and to sponsor 
a journal for the publication of scientific papers 
presented at such meetings and other suitable 
articles” [8].

On a more general level, the ethical underpin-
nings of professional medical associations have 
been examined relatively infrequently. Pellegrino 
and Relman pointed out that “the history of pro-
fessional medical associations reflects a constant 
tension between self-interest and ethical ideals 
that has never been resolved” [9]. They went on 
to warn against focusing too much attention on 
the economic concerns, avoiding excessive reve-
nue generation from for-profit business ventures 
(unrelated to the central purposes of the organiza-
tion should be avoided), avoiding co-branding 
with commercial entities, and ensuring editorial 
independence of owned scientific journals. 
Rothman went on to amplify the concerns about 
interactions between medical professional orga-
nizations and commercial entities [10]. More 
recently, Minkoff and Ecker examined the differ-
ences between guild interests and professional 
obligations: the former being more concerned 
with the interests of the members of the guild, 
while the latter putting emphasis on responsibili-
ties to patients [11].

 Ethics in Surgical Professional 
Organizations

Given the diversity of missions, it should not be 
surprising that the role of ethics in surgical soci-
eties also varies widely. As noted above, some 
surgical societies feature ethics in some fashion 

in their very mission statement. Others have eth-
ics committees, and others combine ethics, pro-
fessional standards, and discipline. Some include 
ethics as an educational opportunity, while some 
have set up special task forces to address specific 
ethical issues relevant to their society’s member-
ship. The Royal Australasian College of Surgeons, 
for example, has focused considerable efforts 
into combating bullying, discrimination, and sex-
ual harassment in surgery in Australasia and the 
American Academy of Otolaryngology-Head 
and Neck Surgery has addressed issues related to 
expert witness testimony [12, 13].

While some professional organizations have 
strayed into controversial ethical and political 
waters, Vogelstein has argued against doing so 
[14]. Interestingly, Rothman has argued exactly 
the opposite—suggesting that medical profes-
sional organizations expand their advocacy 
efforts [10].

From an ethical point of view, this approach 
represents the so-called political ethics, repre-
senting the relationship between professional 
associations and their community.

As to specific surgical societies, the situation 
of the American College of Surgeons (ACS) 
comes first. This organization of roughly 25,000 
surgeons in the United States and Canada as well 
as international members incorporates the con-
cept of an ethical practice in its mission state-
ment—a fact that suggests that the organization 
places a high level of importance on sound ethi-
cal practices. The ACS has a Committee on 
Ethics whose primary responsibility is to coordi-
nate presentations related to surgical ethics at the 
organization’s Annual Congress. The Committee 
sponsors an Ethics Colloquium, a session con-
sisting of peer-reviewed abstracts, and it sponsors 
an annual named lectureship devoted to some 
topic related to surgical ethics. Furthermore, the 
ACS supports ongoing education in surgical eth-
ics through financial support of fellows to partici-
pate in the University of Chicago MacLean 
Center’s Ethics Fellowship. The ACS Committee 
on Ethics has a focus on ethics, as opposed to 
professional standards and discipline—which is 
addressed by a separate committee—and has 
recently sponsored presentations and discussion 
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covering issues such as the role of residents 
(trainees) in medical missions, new concepts in 
informed consent, and surgical futility and has 
recently published a textbook, Ethical Issues in 
Surgical Care [15]. Notably, the ACS Committee 
on Ethics is not involved in professional advo-
cacy, discipline, or societal and professional stan-
dards as the organization has separate committees 
that address these areas. Furthermore, the ACS 
publishes its professional standards, not through 
its ethics committee, which as noted above 
focuses more on ethics education, but through its 
Statements of Principles [16]. This series of state-
ments describes the College’s code of profes-
sional conduct and addresses a wide range of 
issues ranging from responsibilities of the sur-
geon, to commitment to education and research, 
and to specific topical issues such as simultane-
ous or overlapping operations.

The Society of Thoracic Surgeons also has an 
ethics committee—however its title is “Standards 
and Ethics Committee.” This committee serves to 
“represent the Society, under the direction of the 
Board of Directors, in matters relating to stan-
dards of conduct in the specialty and in matters 
pertaining to medical ethics and discipline which 
involve members of the Society” [17]. While the 
committee’s deliberations are confidential, the 
STS has published a number of statements related 
to professional standards that are based, at least 
in part, on the recommendations of the commit-
tee, for example, the organization’s Code of 
Ethics, and policy statements on “Ethical 
Standards for Cardiothoracic Surgeons Relating 
to Industry” and “Statement on the Physician 
Acting as an Expert Witness” [18, 19]. As part of 
its educational efforts, the STS sponsors a lun-
cheon debate on a current ethical topic and, 
jointly with the American Association for 
Thoracic Surgery, sponsors the Cardiothoracic 
Ethics Forum which, in turn, sponsors an annual 
surgical ethics course.

While not wishing to focus solely on cardio-
thoracic surgical organizations—but using them 
as examples—the American Association for 
Thoracic Surgery has supported an annual ethics 
course as a supplement to its annual meeting, and 
both the Society of Thoracic Surgeons and the 

Southern Thoracic Surgical Association have 
included ethics debates as standard part of the 
programs of their annual meetings. Other surgi-
cal organizations have acted similarly. For exam-
ple, the Society of American Gastrointestinal and 
Endoscopic Surgeons (SAGES) has incorporated 
ethics based talks, primarily focused on the intro-
duction of new technology, into its annual meet-
ing program.

Two additional examples include the American 
Pediatric Surgical Association and the Royal 
Australasian College of Surgeons. The American 
Pediatric Surgical Association has an ethics com-
mittee whose purpose is to “provide education 
that is relevant to the active practice of pediatric 
surgery” and which will “provide resources for 
resolution of ethical dilemmas and a forum for 
discussion of particular cases” [20]. The Royal 
Australasian College of Surgeons has adapted 
into what appears unique, or at least unusual, in 
that its ethics committee is registered Human 
Research Ethics Committee. Specifically, the 
Ethics Committee “reviews research proposals, 
ensuring the privacy, welfare and rights of those 
involved are upheld, offers independent advice to 
RACS via the Professional Development and 
Standards Board on ethical matters, and aims to 
develop policies and position statements relevant 
to the protection of those taking part in research 
projects” [21].

 Controversies in How Surgical 
Societies Handle Ethical Issues

What, then, should surgical societies do with 
respect to ethical issues? While this, obviously, 
should be left to the individual society, the answer 
depends on the mission of the organization—
whether it is primarily focused on education of its 
members, advocacy for a certain issue, or a guild- 
like role of advocating for its members—or a 
combination thereof. One need that crosses 
essentially all professional societies is that of 
internal assessment: is the organization appropri-
ately balancing its multiple roles, or is it becom-
ing too focused on one area—profit-making 
interest at the expense of education of its 

R. I. Whyte



107

 members, for example. While this may be done 
through informal ongoing discussions among 
leaders of the organization, it can also be accom-
plished through discussions of specific contro-
versies germane to the organization.

Surgical societies periodically face “hot but-
ton” issues that affect significant numbers of their 
members—or even their patients. One recent 
example of this relates to the role of social media 
in the interactions between individual surgeons 
and their patients (and patients’ families). While 
this has come up recently in several surgical orga-
nizations, how each organization manages the 
debate will be specific to the organization: one 
may deal with it in an ethics committee, another 
may deal with it using an ad hoc committee dedi-
cated specifically to the matter, and yet another 
may deal with the issue through a committee ded-
icated to the organization’s internal policies and 
standards [22, 23]. Furthermore, dissemination of 
the organization’s recommendations may be pub-
lished either internally or externally through the 
forms of web pages, white papers, journal editori-
als, or other means. One potential problem, how-
ever, is that different organizations may well come 
to different conclusions.

How should surgeons and surgical organiza-
tions handle situations where codes of conduct, 
or policies, conflict with each other? This situa-
tion can easily arise when an individual surgeon 
belongs to several different surgical societies and 
each has a different mission. One example of this 
is the issue of live surgical broadcasts as an edu-
cational activity. While there may be advantages 
to watching a live broadcast of an operation, it 
can be argued that it creates divided loyalties for 
the surgeon. While he or she has the obvious obli-
gation of doing his or her utmost for the patient at 
hand, he or she also has an educational responsi-
bility. Is it possible that the patient’s operation 
could be compromised—perhaps unnecessarily 
prolonged—in order to make an educational 
point? Is it possible that the surgeon’s attention is 
diverted away from the patient in order to answer 
a question from the audience? While the answer 
to both of these is obviously “yes,” one would 
hope that the surgeon would do his/her best to 
avoid any compromise in patient care. 

Nonetheless, the potential drawbacks of a live 
broadcast should be balanced against any bene-
fits. Would a carefully edited recording not pro-
vide a more efficient and directed educational 
product? Is “real-world” decision-making lost in 
the presentation of an edited product? While rea-
sonable people may disagree on such questions, 
it is clear that different surgical professional 
organizations have come down on opposite ends 
of the debate. Is one wrong and the other right? In 
such cases, the wording of each organization pol-
icies may be critical. Is the organization simply 
not sponsoring live surgical broadcasts or is it 
enjoining its members from participating in such 
activities? While the first is simple to parse for 
the individual member—the responsibility of 
sponsoring an activity lies with the organization, 
not the individual member—the latter is more 
problematic and may reflect subtle differences in 
priorities of the organizations, one where the 
focus is on peer education and the other where 
patient advocacy is paramount.

 Concluding Remarks

• The role of ethics in surgical societies is a 
broad one and one that is determined by the 
mission of the organization, the structure of 
the organization, and the needs of its 
members.

• There is no single way to incorporate ethics 
into a surgical society, but as Pellegrino and 
Relman stated, “medicine is, in essence, a 
moral enterprise,” and, as such, no surgical 
organization can completely escape the need 
to deal with ethics at some level [9].

• Whether the organization simply looks inter-
nally and assesses itself, whether it makes eth-
ics a central part of its educational offerings, 
whether it takes on larger, more controversial, 
issues such as global medicine and the role of 
poverty in healthcare, or is somewhere in 
between will depend on the goals of the orga-
nization and the needs of its members.

• While surgical societies may address issues 
specifically related to surgery, they may take 
on more expanded roles—advocating for their 
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members patients and advocating for specific 
political goals—but they must understand that 
other surgical and medical societies will do the 
same and that one of the dangers of entering 
the political realm is that while the ethics of an 
issue may be clear from one perspective, even 
a moral perspective, the development of poli-
cies that can actually be enacted needs to be 
tempered by the political realities of the time.
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Ethical Issues in Surgical Research
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Surgical research has been criticized for pro-
ducing low-quality evidence in the form of case 
series rather than randomized controlled trials. 
Performance of randomized trials for surgical 
intervention is inherently more difficult than sim-
ilar investigation in the medical world due to the 
nature of surgical disease and therapy. However, 
in the past decade, the stages of development of 
surgical technique have been formalized in ways 
that maximize scientific validity and thus ethics. 
Surgeons should be aware of what constitutes 
research versus personal variations in technique 
and the protocols for developing novel 
techniques.

Quality improvement (QI) and quality 
improvement research have increased dramati-
cally in recent years. The line between quality 
improvement and human subject research is often 
ambiguous, and although risks to patients are fre-
quently limited to privacy concerns, investigators 
should be aware of what defines pure QI versus 
human subject research and the ethical guidelines 
governing each.
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Key Points
• Historically, ethical guidelines were 

established “ad hoc” in response to 
unethical research behavior. Such guide-
lines did not offer a complete means of 
evaluating the ethics of study design.

• Emanuel et al. in 2001 proactively pro-
posed seven requirements that are nec-
essary and sufficient to evaluate the 
ethical conduct of human subject 
research.

• Intrinsic barriers make scientific valid-
ity, and thus ethical research conduct, 
more complex in the field of surgery 
compared to nonsurgical fields.

• The “IDEAL” recommendations for 
surgical innovation simplify and stan-

dardize the ethical conduct for the prac-
tice of novel surgical techniques.

• Special topics: communication during 
informed consent, sham surgery, and 
authorship.
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The hierarchical nature of surgical depart-
ments often places investigators in difficult posi-
tion when assigning authorship. Formalized 
guidelines are in place to aid in this process; how-
ever ultimately communication between all par-
ticipants is paramount to prevent and avoid 
unethical and painful situations.

Surgical research, like clinical surgery, cre-
ates sustainable value in the societies it serves 
only if practiced ethically. Surgeons are uniquely 
positioned in the research community due to the 
history and culture of our profession. Surgical 
research is governed by the core ethical princi-
ples that apply to all biomedical investigation. 
However, nuances of surgical disease [1] and 
the surgeon-patient relationship [2], along with 
the need for research in surgical technique and 
devices, are the factors that warrant specific 
consideration of ethical conduct in surgical 
research.

Recognizing that it would be difficult to 
review or identify all ethical dilemmas that con-
front surgeons involved in research, this chapter 
will focus in the following aspects: (1) outlines 
common and critical issues, (2) provides the 
reader with an understanding of the principles 
guiding the ethical conduct of surgical research, 
and (3) explains the context in which these prin-
ciples arose. Box 1 highlights the idea that we 
believe underlies all ethical analysis of research 
conduct.

 Historical Perspective

The ethical conduct of research on human subjects 
in the modern era is grounded in the failures of the 
past. In our profession’s early history, there are 
countless examples of unethical research practices 
including nontherapeutic vivisection and forced 
sterilization carried out on vulnerable populations 
under the “care” of surgeons [3]. Out of atrocities 
committed in Germany in the 1930s and 1940s rose 
the Nuremberg Code, which established the princi-
ples of voluntary informed consent and minimaliza-
tion of risk to subjects [4]. Expanding on the 
Nuremberg Code, the Helsinki Declaration was 
developed in 1964 and subsequently revised by the 
World Medical Association to protect the rights of 
the individual research subject from violation in the 
name of any greater societal good [5]. More recently, 
the National Commission for the Protection of 
Human Subjects of Biomedical and Behavioral 
Research released the Belmont Report, which codi-
fied the concepts of respect for persons, beneficence, 
and justice in response to grossly unethical human 
experimentation that took place in the Tuskegee 
Syphilis Study [6]. These concepts were the founda-
tion of the Common Rule established in 1991 by the 
American Department of Health and Human 
Services to govern baseline ethical requirements for 
study design and implementation in government-
funded human subject research [7]. The Common 
Rule established institutional review boards (IRBs) 
to protect the rights of research subjects and pro-
vided additional protections for populations vulner-
able to harm from unethical research practices 
including prisoners, children, and pregnant women. 
Updates to the Common Rule will go into effect in 
2018, the most notable of which is the waiver of 
informed consent for biobanking of unidentified 
specimens [8]. These landmarks have been aptly 
described as the “property of all humanity [9].”

 Unifying Principles of Ethical 
Research Conduct

An important distinction exists between clinical 
research and individualized patient care. The 
overarching goal of research is hypothesis testing 

Box 1 Overarching Theme of Ethical 
Principles Guiding Surgical Research
Human research subjects are contributors 
to the common good. They place them-
selves at risk in order to advance societal 
knowledge of biology and the treatment of 
disease in others. As such, investigators 
owe their subjects exhaustive self- and 
external examination of their methods with 
an appreciation of established ethical 
guidelines in mind and the recognition that 
their subjects are providing an invaluable 
resource to both society and the 
investigator.
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and advancement of general knowledge. Patient 
care is the application of a previous hypothesis 
test with the primary goal of maximizing well- 
being to the individual [10]. This distinction 
allows that the ethical treatment of research sub-
jects may differ from ethical treatment of patients 
in clinical practice. Biomedical research neces-
sarily implies some degree of risk to individual 
subjects. If an intervention were known to 
improve outcomes in the absence of risk, it would 
be the standard of care, and investigation would 
be unnecessary. Research subjects volunteer for 
risk exposure and treatment in a fashion that may 
not maximize individual well-being, whereas 
treatment of a patient in clinical practice in any 
fashion other than one intended to maximize 
individual well-being would be unethical.

The potential for harm to subjects mandates 
scrutiny of the ethics of proposed research prior 
to the induction of a study. In 2001, Emanuel 
et al. published a series of requirements for eval-
uation of the ethics of clinical research studies. 
The authors recognized that the various academic 
and governmental guidelines in existence at the 
time left investigators with incomplete and often 
unclear instructions for ethical conduction of 
research. This was attributed to the reactionary, 
ad hoc establishment of ethical guidelines for 
research that persisted through the late twentieth 
century. Prior to these guidelines, no single set of 
rules was both necessary and sufficient to deter-
mine whether an investigation was ethical. The 
requirements described below were designed as a 
unified code of ethics for clinical research. They 
serve a parallel purpose to the accepted guiding 
principles of ethical clinical practice: benefi-
cence, nonmaleficence, respect for autonomy, 
justice, respect for dignity, and veracity [11]. The 
requirements assume honesty and responsibility 
from all parties and apply to clinical research in 
all forms. The seven requirements correspond to 
the respective phases of investigation: develop-
ment, implementation, and review. While they 
are not specific to surgery, it is our belief that 
these requirements are the most complete and 
applicable tool for evaluating the ethics of surgi-
cal research. The requirements as described in 
the original manuscript are summarized in Box 2 

[12]. Requirements 1, 2, 3, 4, and 7 are consid-
ered necessary for the conduct of ethical research. 
Requirements 5 and 6 are in place to ensure 
enforcement of the necessary requirements, min-
imize conflicts of interest, and ensure subject 
autonomy.

Box 2 Summary of the Seven Requirements 
for Ethical Conduct of Clinical Research [12]
 1. Social or scientific value: This require-

ment applies to hypothesis development 
and requires familiarity with the current 
knowledge base and needed future 
directions of study in a field. Human 
research subjects are necessarily 
exposed to risk. To be considered ethi-
cal, the proposed research must include 
potential benefit to the well-being of 
patients or add to the scientific knowl-
edge base. This prevents the exploita-
tion of subjects and wasting of scarce 
resources on hypothesis tests without 
potential social or scientific benefit. A 
proposal to evaluate the relationship 
between eye color and severity of chole-
cystitis would violate this requirement.

 2. Scientific validity: This requirement 
applies to methods of data collection 
and analysis and requires statistical 
expertise, familiarity with study popula-
tions, and pragmatism. Even if per-
formed to test a potentially beneficial 
hypothesis, invalid data collection 
methods negate the value of the hypoth-
esis test. This requirement also specifies 
that intentionally underpowered trials 
lack validity and thus true scientific 
value. Adherence to this principle pre-
vents exploitation of subjects and wast-
ing of resources. A proposal to evaluate 
operative versus nonoperative manage-
ment of acute appendicitis with five 
patients per group would violate this 
requirement.

 3. Fair subject selection: This requirement 
applies to decisions on recruitment 
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along with inclusion and exclusion cri-
teria. It requires knowledge of epidemi-
ology, vulnerable populations, and an 
understanding of the virtue of justice. 
Fair subject selection requires that 
selection of the study population maxi-
mizes validity and minimizes risk and 
that the population being studied stands 
to benefit from the research being con-
ducted. Under this principle, a valuable 
and scientifically valid investigation 
conducted at a safety net hospital that in 
the end would disproportionately bene-
fit the rich and powerful is considered 
unethical.

 4. Favorable risk-benefit ratio: This 
requirement applies to study design and 
implementation. It requires extensive 
scientific knowledge in the field of study 
and social values. Favorable risk-benefit 
ratio requires a study protocol that mini-
mizes risk and maximizes benefit to 
individual subjects and ensures that the 
benefits of participation outweigh the 
risks. Maximization of benefit to the 
individual is constrained to improve-
ments in well-being. Extraneous bene-
fits such as compensation do not weigh 
into this calculus. This requirement 
importantly assumes that the extent and 
probability of potential benefit and harm 
to the individual is clearly understood 
by the patient. The calculus allows that 
societal benefits may in some cases out-
weigh risk to the individual, as in the 
case of phase 1 safety trials and studies 
where risk to subjects is minimal. A 
study evaluating management of asymp-
tomatic lipoma with chemoradiation 
versus radical excision violates this 
requirement.

 5. Independent review: This requirement 
applies to study design and serves to 
prevent conflict of interest in investiga-
tors. Moral hazard exists for investiga-
tors in the development, implementation, 

and review of human subject research. 
IRBs and data and safety monitoring 
boards exist to minimize the impact of 
external pressures such as monetary 
gain and the desire to advance one’s 
career on the completion of high-quality 
research. The review process also helps 
to ensure that principles of ethical 
research are followed.

 6. Informed consent: This requirement 
applies to enrollment and requires sci-
entific knowledge, communication 
skills, and respect for autonomy. The 
principle of informed consent requires 
that patients have full knowledge of the 
risks, benefits and alternatives to study 
participation, and full autonomy free 
from coercion in the decision to partici-
pate in research. There are two notable 
exceptions to these criteria: emergency 
situations where genuine clinical equi-
poise between two treatments exists and 
in the case of surrogate decision-makers 
practicing substitute judgment for 
patients unable to make decisions 
regarding participation in the trial. The 
responsibility of the surgeon-scientist 
involved is first to the research subject 
and second to the community intended 
to benefit from their research. Surgeons 
have a fiduciary responsibility to indi-
vidual patients that supersedes their role 
as scientists. To minimize conflict of 
interest, persons other than the principle 
investigator of a study should perform 
the informed consent with potential 
subjects.

 7. Respect for potential and enrolled sub-
jects: This requirement applies to enroll-
ment and accrual. It ensures the 
protection of privacy and subject well-
being and requires scientific knowledge 
and communication between subjects 
and investigators. To fulfill this require-
ment, investigators must (1) respect 
rules regarding protected health infor-
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 Intrinsic Barriers to Ethical Surgical 
Research

The ideal investigation of an intervention would 
be a multicenter, double blind randomized con-
trolled trial that includes relevant patient groups 
without undue risk to each individual subject. 
Aspects of surgical practice and culture fre-
quently prohibit such investigations. Many cur-
rent surgical procedures were passed along 
through generations of hierarchical training pro-
grams and “grandfathered” in to practice without 
rigorous scientific comparison to alternative 
approaches [13]. These intrinsic factors distin-
guish surgical from nonsurgical research and 
warrant consideration in modern study design.

First, variations in methods and surgical 
expertise add a layer of complexity to the design 
of surgical research. While nonsurgical investiga-
tions do involve a level of diagnostic skill and 
critical thinking, this requirement is compounded 
with the technical abilities of individual surgeon 
in surgical investigations. Standardization of 
delivery of a medical therapy is more straightfor-
ward than standardization of surgical manage-
ment for research purposes. Varying availability 
of instruments and care pathways among institu-
tions raises concerns about the internal validity of 
multicenter trials. In the past, the single-surgeon 
or single-center case series was the solution of 
choice to standardization of methods [14]. 
However, this method leads to poor generaliz-
ability of results thus decreasing external validity 
of the results. One surgeon’s outcomes under 

study conditions may differ vastly from typical 
outcomes of the same procedure in the commu-
nity at large.

Learning curves and individual expertise have 
a role in the implementation of surgical therapy 
that is absent in nonsurgical interventions. 
Outcomes early in the life cycle of an operation 
generally do not match those that can be expected 
when the procedure is established. For instance, 
outcome improvements along the learning curve 
for laparoscopic colectomy are well described in 
studies including surgeons at various levels of 
experience [15]. This too impacts internal valid-
ity, as the results of a trial comparing various 
interventional therapies necessarily depend upon 
the point in each therapy’s life cycle at which the 
trial takes place.

Surgical intervention often represents a physi-
ologic challenge to the patient that is not encoun-
tered in trials of medical therapy. This can be 
prohibitive to the development of randomized tri-
als comparing operative to nonoperative treat-
ment, in the form of channeling bias [16]. 
Channeling bias occurs when investigators 
rightly assign patients to one intervention or 
another if the alternative branch of the study is 
considered too risky. In practice, this leads to dis-
parate risk profiles of the patient groups in a 
study and necessarily decreased internal validity.

Finally, the degree of personal responsibility 
that surgeons take for their outcomes impacts the 
degree of willingness to participate in investiga-
tions of novel surgical therapies. If surgical ther-
apy fails, the surgeon rather than the therapy 
itself is more often held accountable. This equates 
to the unlikelihood of separating their roles as 
care providers from their roles as scientists for 
surgeons participating in a clinical investigation. 
If a pharmaceutical approach fails, blame fre-
quently falls on the drug and the state of the sci-
ence, not the treating physician.

 Pathways to Ethical Innovation

With the above concerns in mind, McCulloch 
et al. have developed the IDEAL model, a strat-
egy for practical and scientifically valid surgical 

mation, (2) keep subjects apprised of 
developments in their individual health 
and the study intervention, (3) allow 
subjections to freely withdraw from 
studies, (4) vigilantly monitor well-
being of subjects throughout the study 
and care for them accordingly, and (5) 
disclose to subjects the results of the 
study and what knowledge or benefit 
their participation yielded.
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innovation. This pathway couples innovation and 
continuous evaluation using a staged rollout of 
novel invasive procedures. This model is summa-
rized in Box 3.

Personal developments in the art of surgical 
technique are considered improvements in indi-
vidual patient care. Parameters such as suture 
material and technique, laparoscopic port place-
ment, and patient positioning are at the discretion 
of the operating surgeon and should reflect what 
he or she believes is in the best interest of the 
patient. Often in the usual discourse of patient 
care, alterations in technique come about that, if 
disseminated and generalized, would contribute 
to the existing knowledge base and help large 
groups of patients in the future. An example of 
this would include the critical view of safety in 
laparoscopic cholecystectomy [18]. It is our view 
that if and when an investigator has intent to pub-
lish or otherwise disseminate a technique, he or 
she is obliged to treat the use of the technique as 
research, and its investigation should proceed as 
outlined in the IDEAL recommendations.

Box 3 Summary of the IDEAL 
Recommendations for Surgical  
Innovation [17]
Stage 1  – Innovation: This stage entails 
proof of concept for a novel intervention, 
performed by select innovators for the first 
time on humans, whether in a planned or 
unplanned fashion. The procedure is still in 
development and best practices are not 
established. Authors publish complete tech-
nical descriptions of the procedure and 
details of patient selection in case reports. 
Ethics committee approval is recommended 
but institution-dependent. Outcomes, par-
ticularly adverse events, should be reported 
to avoid replication of ineffective or danger-
ous methods.

Stage 2a  – Development: This stage 
involves development of a standardized 
technique. The procedure remains in its 
infancy and is performed again on a small 
number of patients by innovators and early 
adopters. At this point prospective evalua-
tions of safety and efficacy are performed, 
and the initial learning curve is established. 
In the past, innovation at this phase has 
been published as retrospective case series. 
However, prospective, planned out study 
with IRB approval is both scientifically and 
ethically superior and should be performed 
whenever possible.

Stage 2b – Exploration: Once technique 
is standardized, replication outside the 
original center is appropriate to determine 
scalability of the technique. Early adopters 
should perform rigorous tracking of 
patient-reported and clinical outcomes in 
the form of uncontrolled prospective case 
series. Initial response and complication 
rates are critical to power analyses in the 

planning of randomized trials to be per-
formed in later stages.

Stage 3  – Assessment: If initial out-
comes are comparable to the established 
standard of care and true clinical equipoise 
exists, progression to a comparative trial is 
appropriate. Ideally, the new procedure is 
compared to the existing standard in a ran-
domized controlled trial; however as dis-
cussed above, difficulties exist in designing 
such trials for surgical therapy. If an RCT is 
not feasible, alternative comparative meth-
ods such as controlled interrupted-time 
series studies and others are a viable, albeit 
less valid alternative.

Stage 4 – Long-term study: Established 
procedures should proceed to long-term 
monitoring of outcomes and rare events. 
Monitoring is generally achieved through a 
registry compiled with administrative data. 
Longitudinal data collected at a single cen-
ter is valuable; however between-center 
comparison can be fraught with complica-
tions related to risk adjustment.
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 Special Considerations

 Quality Improvement

In recent years, surgeons and trainees have 
increasingly participated in systematic, data- 
guided analysis of healthcare processes to 
improve the quality of care. Quality improvement 
(QI) initiatives measure adherence to evidence- 
based guidelines for processes of care across dis-
ciplines. Initiatives to continuously review 
practice patterns and surgical outcomes represent 
an attempt to maintain clinical standards of care 
at the level of the most recent research-based 
guidelines.

QI projects often resemble both research and 
normal clinical practice [19]. This lack of distinc-
tion often creates an ethical gray area – are QI 
projects subject to the same ethical requirements 
as human subject research? The Belmont Report 
states that research is undertaken with the intent 
to develop generalizable knowledge, whereas 
practice is intended only to improve the well- 
being of an individual. Kass et al. argue that in 
current practice patterns, this distinction is nearly 
impossible, as the goal of delivering the best pos-
sible care to the individual patient is often insepa-
rable from the continuous processes of 
institutional learning and improvement. Practice- 
derived data drives production of generalizable 
knowledge, and that knowledge is rapidly incor-
porated into clinical practice in an iterative cycle 
of analysis and implementation [20].

Entities identified as QI initiatives range from 
departmental morbidity and mortality confer-
ences to the creation of vast administrative datas-
ets such as the National Surgery Quality 
Improvement Program (NSQIP). As QI initia-
tives range widely in scope, scale, and purpose, 
the line between QI and human subject research 
is often blurred, and ethical oversight is difficult. 
This is further complicated by varying definitions 
among institutions and federal agencies. QI proj-
ects are generally subject to less oversight by 
institutional review boards (IRBs) than human 
subject research. Under the premise that continu-
ous quality improvement is in the best interest of 
patients and designed to promote well-being with 

minimal risk, informed consent is frequently 
waived or considered part of a global consent for 
treatment during prospective QI studies. Studies 
that involve human subjects, but only through ret-
rospective review of medical records, involve no 
physical risks to the subjects. These studies again 
involve minimal risk and undergo expedited IRB 
review without the requirement of informed con-
sent. Studies that utilize protected health infor-
mation (PHI) do involve significant risks to 
patient privacy, however, and this risk should be 
recognized and mitigated by the investigator with 
appropriate data security. Any study that involves 
more than minimal risk to the participant should 
be fully subject to the seven requirements for the 
ethical conduct of research as outlined above. It 
should proceed through IRB review and require 
informed consent on the part of the subject.

 Communication During Informed 
Consent

Communication is the cornerstone of the 
informed consent process in clinical research. 
The burden of communication lies with the inves-
tigator and not with the patient [21]. It is neces-
sary to explain the risks and potential benefits of 
participation in terms that the patient under-
stands. This may include but is not limited to the 
use of illustrations, certified foreign language 
interpreters, and nonscientific terminology. If, 
after the informed consent discussion, the patient 
is unable to clearly explain the goals of the trial 
and the risks associated with participation, 
informed consent has not been obtained even if 
that patient signs a document attesting that it has. 
In informed consent proceedings in the clinical 
practice setting, the guiding principle is that of 
veracity, which requires complete honesty from 
the provider to his or her patients when convey-
ing information about their condition and its pro-
gression and prognosis.

An informed consent for clinical research 
must include the attendant risks of participation 
along with the goals of the study and potential 
benefits. Participants’ preconceived notions of 
clinical research and the specific innovations at 
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use in the study must also be accounted for. 
Cultural and societal factors influence percep-
tions of clinical research and surgery at large but 
also specific interventions. Out of therapeutic 
optimism, patients may assume that because a 
surgical technology is new, it is superior to previ-
ous methods [22]. In the setting of surgical inno-
vation, this is not necessarily true, and again, the 
burden of truth lies with the investigator. It fol-
lows that in discussing an investigative robotic 
approach to surgery with a patient, the surgeon 
would be justified in explaining to the patient that 
use of the robot offers increased range of motion 
through articulation inside the abdomen. 
However, if, for example, the surgeon fails to dis-
close that outcomes in robotic-assisted cholecys-
tectomy are not superior to conventional 
laparoscopy (at least at the present time), they 
have committed an unethical lie of omission.

 Sham Procedures

The relative paucity of randomized controlled tri-
als in the surgical literature is well documented. 
This has been attributed to difficulties with study 
design, particularly in blinding patients and sur-
geons to the treatment group, and the ethics of 
sham surgery. Sham-controlled investigations 
historically have been utilized to dispute the util-
ity of procedures that were “grandfathered” into 
practice based on basic pathophysiology and ani-
mal studies, but never rigorously tested. Most 
frequently, sham operations are used to remove 
ineffective procedures from general clinical prac-
tice. Such has been the case for arthroscopic pro-
cedures in degenerative meniscal tear [23], 
gastric “freezing” for duodenal ulcer [24], and 
internal mammary artery ligation for angina [25]. 
Investigators frequently encounter moral hazard 
in their approach to such studies, given that sur-
geons in a fee-for-service system may suffer 
financially if a procedure is disproven.

Sham surgery is often necessary to maximize 
scientific validity in investigations of invasive 
procedures. A sham operation controls for the 
placebo effect, which may be pronounced in sur-
gical compared to medical therapy due to higher 

levels of therapeutic optimism [16]. However, 
unlike placebo controls in randomized trials of 
medical therapy, which are biologically inert sub-
stances that cause no harm to the subject, sham 
surgery puts the research subject at risk of pain 
and complications of anesthesia. Opponents criti-
cize the idea that subjects are necessarily harmed 
without any reasonable expectation of improve-
ment in their condition. However as discussed 
above, the goals of clinical research differ from 
individualized patient care, and a small amount 
of risk is acceptable if it is a necessary compo-
nent of an ethically designed study. Phase 1 clini-
cal trials regularly expose human subjects to 
untested pharmaceuticals with the potential to do 
harm so that the rest of society may benefit from 
drug safety data. Some authors pose that the risks 
of sham surgery are not categorically distinct 
from the risk to subjects in phase 1 trials [26]. It 
is understandable, however, that surgical investi-
gators have misgivings about causing physical 
injury to subjects, a reality rarely confronted by 
researchers in nonsurgical fields.

 Industry Relationships

The use of surgical instruments and materials 
manufactured by corporate entities in the health-
care industry necessitates a relationship between 
surgeons and the makers of their tools. Often, 
industry representatives have expertise in the use 
of instruments or materials that exceeds that of 
the operating surgeon, particularly early in the 
life of a device. The American College of 
Surgeons released guidelines for the presence 
and role of healthcare industry representatives in 
the operating room as it relates to individual 
patient care [27]. To our knowledge no similar set 
of guidelines exists to govern the role of industry 
in surgical research investigating the use of 
devices and materials. A meta-analysis of indus-
try vs nonprofit-funded research showed a clear 
loss of clinical equipoise with bias toward the 
implementation of industry-sponsored products 
[28]. We recognize the importance of industry 
relationships to foster innovation and advances in 
clinical care and see a clear role for industry in 
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hypothesis development and procurement of 
materials. However, we believe it is self-evident 
that profit motive has no place in the results and 
conclusions of a hypothesis test. Disclosure of 
industry relationships in the presentation and 
publication of scientific data has been signifi-
cantly bolstered by recent requirements for pub-
lic reporting of financial relationships between 
physicians and industry.

 Authorship

Publication is essential in academia for career 
advancement and promotion. Publication also 
has social and financial implications. Ethical 
dilemmas arise when attempting to give appro-
priate credit to those who deserve it and avoiding 
listing those members who did not contribute in a 
meaningful manner.

Efforts to standardize criteria for authorship 
have been made to avoid ethical issues. The 
International Committee of Medical Journal 
Editors (ICMJE) defines the role of authors and 
contributors based on four criteria: (1) substantial 
contributions to the conception or design of the 
work or the acquisition, analysis, or interpreta-
tion of data for the work, (2) drafting the work or 
revising it critically for important intellectual 
content, (3) final approval of the version to be 
published, and (4) agreement to be accountable 
for all aspects of the work in ensuring that ques-
tions related to the accuracy or integrity of any 
part of the work are appropriately investigated 
and resolved. If there are other contributors that 
do not meet all four criteria, they should not be 
listed as authors, but should be acknowledged for 
their contribution to the work. By establishing 
these standardized criteria, there is less ambigu-
ity in terms of who should be included as an 
author [29].

Pitfalls exist, however, when following this 
system. For example, in collaborative projects, 
no one author may fit all four criteria. These stan-
dards can be used as a guideline, but each case 
should be viewed independently. Because of this, 
authorship should be determined at the beginning 
of a research project. This allows for roles to be 

clearly defined prior to writing a manuscript [30]. 
It is equally important for journals and editors to 
have written authorship guidelines.

The concept of authorship applies widely 
across academics but also specifically to the 
surgeon- scientist. Often surgical residents are 
required to have research experience during their 
training. Resident research programs supported 
by faculty mentorship are essential during train-
ing to teach these principles early in an individu-
al’s career. The definition of “first” and “senior” 
authorship can vary greatly between fields. 
Authorship is unfortunately not always deter-
mined by contribution but instead unethically 
“gifted” to individuals based on seniority or 
honor [30]. Mentors should recognize how the 
power dynamics of mentor-mentees can be prob-
lematic in determining authorship [31]. This 
stresses the importance of having authorship dis-
cussions early in the research process. Principal 
investigators/attending surgeons should make 
clear what is expected of the junior researcher to 
achieve first authorship. Furthermore, mentors in 
this situation should be aware of their power and 
be certain not take advantage.

The gender gap is also a consideration as a 
part of the ethical debate of authorship. The num-
ber of women in medicine has increased drasti-
cally in recent years, but women are still 
underrepresented in academic surgery. This 
directly applies to women’s involvement in pub-
lication and authorship as well. In female- 
dominated fields such as obstetrics and pediatrics, 
there has been an overall increase in women as 
first and senior authors. However, the numbers 
are still low in surgical journals. This may be 
related to the number of women in the field but it 
is clear that a gap still exists. The gap is likely 
related to the lack of senior women available to 
merit these roles. There are barriers to academic 
advancement of women, specifically the con-
straints of traditional sex roles, manifestations of 
sexism, and lack of effective mentors [32]. Career 
choice differences between men and women may 
also play a role. In order to increase the number 
of women represented in surgical journals, it is 
crucial that effective mentorship programs begin 
early in surgical training.
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There are many factors to be weighed in deter-
mining authorship. Overall it is essential to pro-
vide framework and guidelines for authorship at 
the onset of each individual research project. 
Furthermore, effective mentor-mentee programs 
can assist to lay down fundamentals for deter-
mining authorship and establish clear roles for all 
individuals involved in the project.

 Ethical Concerns for the “Basic 
Science” Surgeon-Investigator

Certain ethical concerns apply specifically to the 
basic science surgeon-investigator. It is essential 
that reproducible, unbiased scientific knowledge 
is produced. Open publication of methods and 
data, collaboration between labs, and peer review 
allow others to confirm or raise questions about 
results [33]. In recent years, publication of raw 
data from basic science studies in supplemental 
figures has become increasingly common [34]. 
We believe this practice represents a large step 
forward in the ethical conduct of research.

Replication and repetition must be taken into 
consideration in all experiments. Replication 
refers to multiple experimental runs independent 
of one another, probing variability between sepa-
rate runs. In contrast, repeat measurements are 
taken during the same experimental run. It is 
advantageous to triplicate (or more) experimental 
runs for statistical reasons. This increases the 
sample size and thus precision and accuracy of 
the measurements. It is necessary to recognize 
that replicates do not necessarily allow interpre-
tations to be made or allow us to draw conclu-
sions about the hypothesis being tested. This is 
due to the idea that the samples are independent 
and therefore inferences can only be made about 
the population from which they are drawn. 
However, replicating data can act as an internal 
quality check on how the experiment was per-
formed. Although replicability is important, it 
can be expensive or impractical in certain situa-
tions. In any case, all methods should be detailed, 
and scientists should be transparent about poten-
tial difficulties in replicability [35]. 
Communication with corresponding authors for 

clarification of methods is encouraged if ques-
tions of replicability arise.

Reproducibility assumes changes to be pres-
ent in a distinctive setting, while replicability 
attempts identical conditions [36]. Reproducibility 
differs from replicability in the amount of vari-
ability present and relates to the generalizability 
of a finding. Casadevall et al. point out that when 
it is stated that something is reproducible, it is 
actually meant that it was replicated. Best prac-
tice involves repeating experiments on separate 
occasions, with each experimental run in tripli-
cate. Results and figure legends in publication 
should be specific on how rigorously reproduc-
ibility was tested.

Finally, honest and accurate reporting of data 
is a fundamental ethical practice. Statistical outli-
ers are frequently removed for analysis of data 
and are assumed to be nonsignificant. Other prac-
tices such as “massaging” data to make it fit, 
expected, or hoped-for outcomes should be dis-
couraged. Outliers should still be reported even if 
not included in the final analysis, and the reason 
for exclusion should be explicatively stated. All 
authors and contributors to the final paper are 
accountable for the data that is reported and ana-
lyzed [33].

 Concluding Remarks

• The ethical conduct of any human subject 
research requires that investigators be familiar 
with the best available guidelines as discussed 
in this chapter. These guidelines, if applied 
with an appreciation for the humanity of their 
subjects and their position as contributors to 
the common good, help to prevent unethical 
practices.

• Research into surgical therapy is intrinsically 
different from research into medical therapy; 
thus research practices necessarily differ. 
However, the guiding principles of ethical 
research conduct apply to surgical research.

• Quality improvement initiatives represent an 
ethical gray area between clinical practice and 
human subject research. Some forms of qual-
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ity improvement are exempt from the rules 
that govern human subject research; however 
as a rule, investigation intended to produce 
generalizable knowledge, whether for broad 
publication or not, should be considered 
human subject research.

• Authorship should be discussed openly by all 
stakeholders at the onset of an investigation, 
rather than post hoc, and should be determined 
through objective evaluation of contributions 
cross-referenced with existing guidelines for 
authorship.

Glossary

Human subject research A systematic inves-
tigation designed to produce generalizable 
knowledge from observations of human sub-
jects. This term applies broadly, and investiga-
tions classified as human subject research are 
generally subject to IRB review.

Protected health information (PHI) Personally 
identifiable health information (by which 
the identity of a study subject could be 
ascertained) maintained in a medical record 
that includes data on physical health, men-
tal health, payment information, or genetic 
information.

Clinical equipoise A state in which two or more 
therapeutics exist that could treat a given 
condition; however a lack of strong evidence 
regarding superiority of either treatment 
exists. Equipoise is essential to the ethical 
conduct of clinical research.

Internal validity The relative truth of conclu-
sions drawn through experimentation. Internal 
validity is directly related to the accuracy 
with which experimental conditions elimi-
nate confounding and minimize bias. A study 
with high internal validity can make strong 
claims regarding causality, rather than simple 
associations.

External validity The extent to which the 
results of a study apply to the population 
being modeled. A study with high external 
validity is highly generalizable to large patient 
populations.

Quality improvement Any systematic, data- 
guided analysis of healthcare processes to 
improve the quality of care by measuring 
adherence to evidence-based guidelines of 
clinical best practice.
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Surgical Ethics and Diversity

Judith C. French and R. Matthew Walsh

 Introduction

The connection between ethics and diversity may 
not be readily apparent. To understand their related-
ness, we must first grasp the meaning of ethics. 
Ethics are standards of behavior, standards of right 
and wrong. Ethical or moral codes are shaped by 
fairness and obligations to society. This is where the 
concepts of ethics and diversity intersect. Surgeons 
have an ethical obligation to ensure all patients, 
regardless of their personal characteristics, receive 
the same quality of care. Established surgeons also 
have an obligation to their peers or those who would 
like to join the field. The commitment to ethical hir-
ing and working standards entails making certain all 
individuals have the same opportunities that are free 
from discriminatory practices.

Ethics also encompasses examining your own 
beliefs and conduct, which is the purpose of this 
chapter. We need to understand where we are with 
regard to diversity and how we can modify our 
practices to be more ethically sound. The impor-
tance of diversity as it relates to surgery will be 
discussed. The current status of surgical health-
care disparities and the surgical workforce will be 
highlighted along with the role bias plays in these 
areas. We will then focus on current responses 
from within the medical community and ways we 
can help to modify our ethical conduct. But before 
we turn a discerning lens upon surgery, let’s first 
look to another occupational field that has been 
attempting to address diversity issues for years.

J. C. French · R. M. Walsh (*) 
Department of General Surgery, Cleveland Clinic, 
Cleveland, OH, USA
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Key Points
• Surgeons have an ethical obligation to 

ensure all patients, regardless of their 
personal characteristics, receive the 
same quality of care.

• Healthcare disparities persist despite 
decades of acknowledgment of their 
existence, and they are pernicious and 
prevalent in surgery.

• Implicit biases influence our personal 
interactions with patients and col-
leagues, and personal biases should be 
explored.

• Cultural competence training for sur-
geons may help alleviate some of the 
issues with healthcare disparities and 
surgical workforce diversity.

• Regardless of their role in surgery, 
everyone can make a contribution to 
alleviate bias in patient care and in the 
surgical workforce.
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 Lessons Learned from Business

The world of business has long realized the posi-
tive implications of having a diverse and inclusive 
workforce. An overwhelming number of global 
executives agree that diversity in a company is a 
necessity to drive innovation [1]. Studies have 
shown a positive correlation between increased 
racial and gender diversity and company perfor-
mance [2–4]. These findings in business have 
helped shape a commitment by numerous compa-
nies to grow and maintain diversity and inclusion 
among their employees and expand products and 
services to a diverse population.

While global businesses have recognized and, 
in many cases, taken steps to increase diversity in 
their workforce, they are still struggling with 
gender diversity in leadership positions. In 2014 
[5] a global sample of 21,980 companies reported 
that nearly 60% of them had no women on their 
corporate boards and over 50% had no women 
senior executives (“C-suite”) and less than 5% 
had a female CEO. This same study revealed a 
positive correlation between the proportion of 
women with senior executive positions and com-
pany profitability. Correlational research cannot 
determine cause and effect, but it would seem 
prudent to recognize the value of diversity at all 
levels of an institution. Strategic pathways (or 
pipelines) need to be developed to help women 
move from manager positions to executive roles, 
and surgery needs to take the same approach to 
develop more women leaders in the field.

 The Social Contract of Diversity

The globalization and international connectivity 
in the world has led to a diaspora of cultures. 
People interacting across different cultures 
throughout their lives. Culture is a social con-
struct created through identification of similar 
characteristics in individuals. These characteris-
tics can be more easily recognized or visible 
(e.g., race or gender), or they can be more diffi-
cult to discern visually (e.g., socioeconomic sta-
tus or sexual orientation). People may openly 
belong to and embrace a particular culture, or 

they may be assigned to that culture unknowingly 
by other individuals. Shared experiences within 
these cross-cultural worlds allow members to 
have interactions which can lead to an expanding 
and collective knowledge. But what if this knowl-
edge created by a particular group is never shared 
outside of that group? What if the knowledge 
gained was kept only to members of that culture? 
It is stifling for a population as a whole to not 
share ideas across cultures, to not learn equally 
from one another.

This is what diversity can do for everyone: 
diversity can lead to an increase in knowledge by 
sharing ideas with individuals who come from 
different life experiences and breakdown cultural 
barriers. In order to benefit from the shared 
knowledge of other cultures, those in the major-
ity have to make room for them to exist within the 
mainstream. The unwritten social contract 
requires everyone to be open to input from other 
cultures and embrace the diversity of individuals. 
Embracing diversity means acceptance, not mere 
tolerance. To tolerate by definition means to “put 
up with.” People tolerate a squeaky wheel on 
their grocery cart; it’s an annoyance or hindrance 
that we put up with to accomplish a shared goal 
to get our groceries to the checkout. Cultural 
diversity deserves more than to be tolerated. 
Acceptance is more challenging and demanding, 
typically requiring an individual to confront cul-
tural bias and norms. Without true acceptance of 
diversity, we will never achieve our full potential 
as a global society. Surgeons therefore have an 
ethical obligation to embrace diversity to improve 
practice. We see a diversity of patients; we work 
side by side with a diversity of peers; and we help 
train the next generation of diverse global sur-
geons. Failure to recognize and accept diversity 
will harm our field and ultimately harm those we 
are supposed to serve (see Box 1).

Box 1 Ethical Scenario

In the Patient’s Shoes
Consider the following scenario. Are the 
ethical obligations to the patient met?

J. C. French and R. M. Walsh
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 Issues with Diversity in Surgery

 Healthcare Disparities

We have already begun to see the impact of ignor-
ing the importance of diversity within healthcare, 
including surgery. Healthcare disparities are 
defined by the NIH as “differences in the inci-
dence, prevalence, mortality, and burden of dis-
eases and other adverse health conditions that 
exist among specific population groups” [6]. 

These population groups can be based on race, 
ethnicity, gender, sexual orientation, age, geo-
graphic location, socioeconomic status, and dis-
ability. A search of PubMed (search terms 
“healthcare disparities” and “healthcare dispari-
ties surgery”) can reveal the pervasiveness of this 
issue and how healthcare’s acknowledgment of it 
has grown over time (Fig. 1). Healthcare dispari-
ties still persist though despite decades of 
acknowledgment of their existence [7, 8], and 
they are pernicious and prevalent in surgery.

A study conducted in 2010 [9] revealed that 
black patients with comorbidities did not receive 
surgery for early-stage lung cancer as frequently 
when compared to white patients with similar 
comorbidities. The authors suggest communica-
tion between those black patients and their can-
cer physicians was not as effective as 
communication with white patients. Treatment 
for lung cancer is obviously very complex but 
even when basic conditions present themselves 
disparities still exist. Black patients with appen-
dicitis and equal access to healthcare as other 
groups received laparoscopic appendectomy less 
often than whites [10]. Interestingly, in this same 
study, Hispanic patients received laparoscopic 
appendectomies more often than whites which is 
explained by the fact that in this particular patient 
population, Hispanics make up the majority and 
subsume the advantages of being such. When 
treated in hospitals with higher patient diversity, 
African-American patients have improved out-
comes for cirrhosis and alcoholic hepatitis, gas-
trointestinal hemorrhage, gastrointestinal 
obstruction, inflammatory bowel diseases, and 
laparoscopic cholecystectomy [11].

Unfortunately, healthcare disparities based on 
race have been found in many surgical areas for 
breast cancer surgical approach [12, 13] colorec-
tal cancer screening and outcomes [8, 12], diver-
ticulitis [14], and cholecystectomy [15]. No 
surgical specialty is immune. The patients we are 
ethically bound to treat to our fullest capabilities 
are suffering through no fault of their own. 
Surgeons need to provide the same, high- quality 
care for all patients, but we must do more than 
acknowledge the existence of healthcare dispari-
ties. We have to look at our own practice of medi-

A transgender male patient, Sam Jones, 
arrives at the breast surgery clinic and finds 
himself to be the only male patient in the 
waiting room. There is some confusion at 
the front desk as the staff can find no 
records for a male patient with that name. 
Sam indicates that he has received treat-
ment before at another clinic at that hospi-
tal under the name Samantha Jones. Once 
his records are located, the receptionist’s 
tone changes from friendly to curt as Sam 
is told to take a seat.

The nurse who eventually leads Sam 
back to the exam room expresses a very 
cold demeanor toward him, and the less 
than warm reception Sam is receiving is 
making him even more anxious about being 
there. Even though Sam is experiencing 
pain from a lump he found in his right 
breast, he is considering walking away 
from the clinic. Sam convinces himself to 
stay until he talks to the surgeon.

Upon entering the room, the surgeon 
begins questioning Sam about his gender 
identity. Sam indicates he has not received 
any transformation surgeries, and he still 
possesses all of his original breast mass. 
The surgeon indicates Sam will need a 
breast biopsy and begins urging Sam to 
seek psychiatric care to “figure out the 
problem with your gender status.” Sam 
walks away at the end of the visit and never 
returns to that clinic.

Surgical Ethics and Diversity
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cine to determine if we are unknowingly making 
treatment decisions differently for a group of 
people, and ultimately we must objectively make 
changes when warranted.

 Surgical Workforce

One proposed method to help reduce and eventu-
ally eliminate healthcare disparities is to increase 
the diversity of the workforce that treats patients, 
which would in turn reduce potential bias patients 
face in the healthcare setting [16, 17]. In order to 
appropriately care for a diverse population of 
patients, the surgical workforce needs to mirror 
that diversity. The US Census [18] indicates that 
blacks and African-Americans make up just over 
13% of the population; however, the AAMC 
workforce survey [19] reveals that blacks and 
African-Americans represent only 4% of the 
physician workforce. Hispanic or Latinos com-
prise over 17% of the US population [18] but rep-
resent only 4% of physicians [19]. When looking 
specifically at race and representation in surgery 
(general, colorectal, etc.), as of 2013 black or 
African-Americans and Hispanic or Latinos 
combined make up less than 10% of the entire 
active surgical workforce. This is obviously not 
representative of the population which should be 
a cause for concern. Overall, nonwhite physi-
cians care for a large portion of minority and non- 

English speaking patients and increasing the 
diversity of the physician workforce may help 
reduce some of the healthcare disparities these 
patient populations face [20].

The metaphor of a leaky pipeline is often used 
to describe the loss of diversity along the training 
path to becoming a physician and a surgeon. 
Throughout our training, we face barriers that 
make moving forward exceedingly difficult and 
sometimes impossible. People are “leaked” out 
of the pipeline along the way with various groups 
being effected more at certain points than others 
with some lost from the pipeline before they even 
leave primary school [21]. Researchers have 
begun taking a closer look at these barriers to 
determine not only their causes but to determine 
solutions on how they can be alleviated.

A focus group study published in 2016 [22] 
revealed several perceived (and very real) barri-
ers to medical and dental careers. The partici-
pants in the focus groups were undergraduate, 
underrepresented minority college students. The 
students highlighted four key barriers: “inade-
quate institutional support and resources; limited 
personal resources and social/family conflict; 
lack of access to information, mentoring, and 
advising; and societal barriers.” Even if someone 
can figure out the path to becoming a surgeon, 
which can be an endeavor in itself without guid-
ance, the steps necessary require many physical, 
mental, and financial resources. In 1978 there 

*Search conducted September 2017
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were 542 black male medical school matricu-
lants, but in 2014 that number dropped to 515 
[23]. While medical schools have experienced 
increases in the number of admissions, this 
increase is not reducing the leaky pipeline for 
everyone.

When examining gender, the US Census indi-
cates that women make up 50.8% of the popula-
tion [18]. The AAMC workforce data [19] reveals 
women represent 34% of all physicians; however 
women only represent 19% of general surgeons 
which is the highest percentage of women in pure 
surgical specialties (orthopedic surgery has the 
lowest percentage of women at 5%). Data over 
the years from the AAMC shows an upward trend 
of women residents in general surgery with an 
estimated equivalency to male residents in the 
year 2028 [24]. The trend for women with full 
professorships is not as steep and not expected to 
reach equivalency with men who hold full profes-
sorships until the year 2096 [24]. The Association 
of Women Surgeons reports that in 2017 there are 
18 women surgical department heads across all 
of the USA and Canada which is reminiscent of 
the lack of women in leadership positions in busi-
ness [25]. Women are experiencing barriers to 
becoming surgeons and to becoming leaders in 
the field.

A survey study conducted in 2014 [26] exam-
ined various diversity characteristics including 
certain invisible diversity traits; researchers found 
that surgical participants perceived their field to 
be less diverse in regard to gender/sexual identity 
than nonsurgical participants. This same study 
also found that surgical participants did not deem 
workforce diversity related to gender/sexual iden-
tity as important as participants in nonsurgical 
specialties. Surgeons acknowledged their field is 
not diverse in gender/sexual identity but do not 
value the importance of this diversity among their 
peers. As stated earlier, surgery has an ethical 
obligation to grow with diversity in mind.

The state of the surgical workforce right now 
is not very diverse specifically when compared to 
the overall population of patients we treat. 
Previous research involving medical students has 
shown that not only is the perception of diversity 
influenced by their own demographics, but these 

students were more comfortable with and valued 
it more when their medical class had increased 
diversity [27]. In other words, we need to be 
around diverse people to comprehend the benefit, 
but a conundrum arises when we realize the pipe-
line for some groups of people is leaking like a 
sieve. Surgical workforce diversity needs to 
increase regardless through an acceptance of cul-
tural diversity (see Box 2).

 Response from Healthcare

In 2013 The American College of Surgeons 
released a statement calling for “optimal access to 
quality care,” but studies conducted since then 
indicate disparities still exist with equal access. 
Access to care is definitely a necessary first step 

Box 2 Discrimination from the Other Side
What to Do when Patients Discriminate
Much is written about patients receiving 
suboptimal treatment from physicians 
based on the patient’s race, ethnicity, gen-
der identity, religion, or sexual orientation. 
What happens when it is the patient or their 
family who is discriminating against the 
doctor? Whitgob et al. (2016) suggest the 
following:

• Determine the medical needs of the 
patient.
 Is there time to find another care 
provider?

• Attempt to build rapport by discussing 
the patient/family’s underlying fear(s).
What are they really concerned about?

• Don’t take it personal.
 In the end the issues lie with the indi-
vidual refusing care or making dispar-
aging remarks.

• If working with trainees, protect them as 
much as possible in these situations.
Support the trainee in front of the 
patient/family.

Surgical Ethics and Diversity
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because without access, nothing we do in regard 
to our practice of surgery will matter for patients. 
Other surgical professional organizations have 
recognized the value of access, diversity and 
inclusion, and the needs of their diverse patient 
populations and have formed subcommittees to 
help address these key concerns within their spe-
cialty [28–30]. Progress of these various groups 
impacting patient or surgical workforce outcomes 
has yet to be shown, but forming the groups, or 
recognition of the need, is the first step.

The NIH established the Office of Minority 
Programs in 1990 and in 2010 that office transi-
tioned to the National Institute on Minority Health 
and Health Disparities (NIMHD). The NIMHD is 
responsible for “all minority health and health 
disparities research activities conducted and sup-
ported by the NIH institutes and centers” [31]. In 
2016 the institute began a research program 
geared toward analyzing and ameliorating surgi-
cal care and outcomes adversely affecting differ-
ent racial, ethnic, and socioeconomic status 
populations [32]. Numerous grants have been 
awarded and continue to be awarded through this 
office in hopes of eliminating healthcare dispari-
ties for everyone.

 Cultural Barriers

 Bias

Implicit bias refers to unconscious associations 
everyone possesses toward characteristics such 
as race, gender, and age. Implicit bias is different 
from explicit bias in that explicit biases can be 
purposefully masked. Implicit biases are involun-
tary, mental shortcuts that develop over time 
through both direct and indirect (i.e., media rep-
resentations) means. For example, a medical stu-
dent is on her last month of her clinical courses. 
She has been exposed to several elderly patients 
both in the clinic and on rounds. Several of these 
patients were hard of hearing, and now when this 
student enters the room of an elderly patient, she 
automatically, and unknowingly, raises her voice. 
She has made an unconscious association 
between age and hearing ability. Implicit biases 

may seem innocuous like the previous example, 
and they may not always be framed in a negative 
light (e.g., associating people of Asian descent 
with a high aptitude in mathematics). 
Nevertheless, these are biases that influence our 
personal interactions, and healthcare profession-
als are not immune to these biases [33].

In 1998 a nonprofit organization, Project 
Implicit, began with the goals of educating peo-
ple on unconscious biases and collecting data 
from individuals that take one of the many 
implicit association tests (IAT) they offer online 
[34]. These various tests all have the same func-
tion which is to test the strength of associations 
we hold between two concepts. The tests rely on 
speed of recognition meaning that we connect 
two concepts faster when we feel those concepts 
are more related to each other (we uncon-
sciously associate those concepts). So what are 
the concepts? The Gender-Career IAT requires 
test takers to association female/male with 
career/family. The Weapons IAT draws out 
associations between skin color (black/white) 
with harmless objects or weapons. The results 
given to test takers vary from no association 
between the two concepts to slight, moderate, or 
strong association between the concepts. There 
are over a dozen IATs available through the 
organization, and while not perfect, they offer 
an opportunity to begin to understand things 
about yourself you may have never realized 
existed.

The impact of implicit biases on patients can 
vary, but the trouble is we don’t realize we are 
being biased. Do you associate age with being hard 
of hearing? Do you associate black skin and poor 
pain tolerance? Do you associate HIV/AIDS with 
gay men? Self-assessment and self- reflection is 
needed to determine the answers to questions like 
these. Possessing implicit biases does not make 
someone a “bad” person, but we need to under-
stand how our implicit biases are impacting the 
care we provide to patients and limiting our ability 
for acceptance of diversity. Turning a discerning 
lens on yourself is not easy and can make many 
people feel uncomfortable. The only way you can 
begin to change though is to recognize that you 
may have biases that are getting in the way of pro-
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viding the same quality care to all patients regard-
less of their personal characteristics.

Are these biases affecting the surgical work-
force as well? From the data presented earlier, we 
can see that the makeup of surgery does not rep-
resent the patient population we treat, specifically 
with regard to race and gender. Those percent-
ages decline even farther when we look to leader-
ship positions or even faculty positions at 
academic medical centers. As we progress along 
our career path, we rely on mentors and advisors 
to help us along the way and part of that relation-
ship comes in the form of letters of recommenda-
tion. Previous research [35] in academia but 
outside of surgery has shown differences in words 
used to describe male and female applicants. 
Women more often received words like “warm” 
and “kind” to describe them, while men received 
words like “ambitious” or “self-confident” as 
descriptors of their personality. No study to this 
date has looked at gender differences in letters of 
recommendation in the field of surgery.

Once the trainees are in the field, are we treat-
ing them in the same manner regardless of gen-
der? Research has now shown that women 
residents receive less autonomy in the operating 
room when compared to men [36]. Women are 
not being given the same opportunities to build 
surgical skills and techniques, which could be 
due to implicit bias or other factors: female train-
ees tend to underestimate their abilities, while 
male trainees tend to overestimate their abilities 
[37]. When looking at gender differences in nar-
rative direct observation feedback, male emer-
gency medicine trainees who were struggling 
received consistent feedback from different 
attending physicians, whereas female trainees 
received conflicting feedback from various 
attending physicians. Overall the personality 
traits that were rewarded in trainees are those 
most often associated with being male (e.g., 
 decisive, confident leader, etc.) [38]. While this 
research focused on emergency medicine train-
ees, surgery is more than likely not immune to 
these same issues. Fairness in an assessment sys-
tem encompasses both equity (comparability of 
opportunities to learn and demonstrate abilities) 
and equality (equal practice or treatment) [39]. 

We have to ensure that all trainees regardless of 
their personal characteristics are given fair 
opportunities.

 Path Forward

 Cultural Competence

Cultural competence provides surgeons the abil-
ity to effectively communicate with not only a 
diverse population of patients but also a diverse 
surgical workforce. Cultural competence is the 
awareness of one’s own cultural viewpoint, atti-
tude toward differences in other cultures, knowl-
edge of different cultural practices, and the skills 
to interact with other cultures. Cultural compe-
tence is different from cultural sensitivity in that 
the latter consists of an awareness of differences 
in cultures alone while treating others with 
respect and dignity. Being culturally competent is 
an indication that people can effectively interact 
with those from other cultures. Numerous studies 
exist which show cultural competence training 
improves patient satisfaction and increases treat-
ment compliance [40], which could be important 
factors in reducing healthcare disparities for 
many patient populations. Governing bodies in 
medical education have embraced the concepts of 
cultural competence. The Liaison Committee for 
Medical Education (LCME) guidelines for medi-
cal schools require some form of cultural compe-
tence training to occur during undergraduate 
medical education (Standard 7.6 for 2018–2019). 
Within graduate medical education, the 
Accreditation Council for Graduate Medical 
Education (ACGME) requires cultural compe-
tence to be taught to residents (Common Program 
Requirement IV.A.5.d for 2017–2018).

How do we see the impact of different cultures 
in our practice? In most North American and 
European countries, avoiding eye contact with 
another person can be seen as a sign of someone 
trying to be deceptive or feeling shameful. In 
many African, Asian, and Latin countries, avoid-
ing eye contact can be seen as conveying respect. 
When engaging in conversation, some cultures 
tend to prefer closeness and even touching (less 
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personal space), while others prefer talking to 
each other at a distance and avoid physical con-
tact. When people from different cultures come 
together, they bring their cultural uniqueness 
with them as well. If someone is not looking at 
you while they speak, it does not necessarily 
mean they are trying to be deceitful. If a col-
league continues to step away from you during a 
conversation, it does not mean they are not 
engaged in the discussion. The message we com-
municate to someone ultimately may not be what 
we intend. All interpretations of discourse are left 
up to the receiving parties. We need to not jump 
to conclusions about people just because they are 
acting in a way that is different from what we are 
used to.

Cultural competence is a goal to strive for, and 
a good place to start is by adopting cultural sensi-
tivity and treating others with respect and dignity. 
Once cultural sensitivity is reached, we can begin 
to look at other cultures and recognize the simi-
larities and differences from our own, we can be 
open to exploring the biases we hold, and we can 
start making changes to our practice of surgery to 
better help our patients and communicate with 
our peers. Through practice with diversity con-
cepts and patience though, we must try to obtain 
cultural competence.

 A Personal Commitment to Diversity

Surgeons are leaders, but effective leaders lead 
by example across all aspects of healthcare. What 
you can personally do depends on your role in the 
surgical workforce (Fig.  2). As stated earlier, 
everyone needs to see they have an ethical obliga-
tion to embrace diversity, but how can you act 
beyond that? First of all, be aware of implicit 
biases you hold. A good initial step is to take an 
implicit bias test  (https://implicit.harvard.edu/
implicit/takeatest.html). Engage in a period of 
self-reflection and self-assessment to determine 
how your biases could be impacting your interac-
tions. Second, monitor your practice habits with 
regard to patients. Determine if you are making 
similar recommendations and treatment deci-
sions for patients from different genders or cul-
tural backgrounds. Don’t be afraid to ask others 
to help you monitor your practice. Third, be open 
to working with a diversity of peers by trying to 
help people feel welcome. Fourth, speak up when 
you see or experience biases in the system. If you 
feel that treatment pathways established for your 
area are biased against certain types of patients, 
let your concerns be known. If you feel hiring 
decisions of other surgeons in your department 
are being made that are blind to the diversity of 

Guidelines to Improving Patient Care and Surgical Workforce Based on Diversity

For Everyone:

• Be aware of implicit bias with patients
• Monitor practice habits periodically
• Be open to working with a diversity of peers
• Speak up when you see biases in othersor in the “system”

• Be mindful of bias in trainee selection processes
• Ensure your evaluation system is monitored for biases
• Educate trainees on healthcare disparities and bias
• Establish mentorship program for trainees

• Take an honest look at the diversity of your department
• Monitor your hiring practices of surgeons
• Ensure employee engagement for everyone
• Support faculty development in cultural competence, implicit bias,
  and healthcare disparities

For Educational Leaders:

For Department Chairs:

Fig. 2 Guidelines to 
improving patient care 
and surgical workforce 
based on diversity
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your patient population, speak up to those mak-
ing those decisions. Again, we are all not always 
aware of our implicit biases.

If you are an education leader (medical school 
admissions, clerkship director, residency pro-
gram director, etc.), you have additional commit-
ments to diversity. Be mindful of biases in your 
trainee selection processes. Take a hard look at 
the trainees that you are offering positions to or 
ranking high for your program. If your classes 
are lacking in diversity, a deeper dive into why 
will be needed. Ensure your evaluation system is 
monitored for biases. Are all of your trainees 
being given equal opportunities to develop and 
showcase their skills? If racial minorities or 
women are scoring lower on evaluations overall, 
as the educational leader for the program, it is 
your responsibility to determine the cause (e.g., 
implicit bias from other faculty evaluators). 
Integrate curriculum (see Box 3 for suggestions) 
in your program to educate trainees on healthcare 
disparities and bias. Not only is cultural compe-
tence training required by the LCME and the 
ACGME, the sooner we learn to incorporate 
diversity concepts into our patient interactions 
and treatment decisions, the sooner we can make 
cultural competence a habit and not just “some-
thing else I have to think about.” Establish a men-
torship program for your trainees. We all need 
people to look up to, confide in, and get help from 
to reach the next level.

Box 3 Ideas for Training and Faculty 
Development
Ideas for Training and Faculty 
Development
The most logical place to start before 
beginning any curriculum development is 
to conduct a needs assessment to determine 
what has or is currently being taught in the 
curriculum. Early conversations with key 
stakeholders can ensure buy-in, which is 
needed for successful implementation of 
any topic. Goals and objectives can then be 
created to target your curriculum needs and 
will help you determine an educational 

strategy. Several resources have been iden-
tified below to help you move your needs 
forward:
Implicit Bias
• Project Implicit Self-Assessment Tests: 

Several implicit association tests or (IAT) 
that can be integrated into workshops or 
taken as stand-alone assessments.

• Source: https://implicit.harvard.edu/
implicit/takeatest.html

• Exploring Unconscious Bias in Academic 
Medicine: A 30-minute video from the 
Association of American Medical Colleges 
discussing the role implicit bias plays in 
the plateau of diversity at institutions.

• Source: https://www.aamc.org/initia-
tives/diversity/learningseries/346528/
howardrossinterview.html

Cultural Competence
• Cultural self-awareness workshop: A 

2-hour, in-house, workshop exploring 
culture, identities, and experiences. Best 
suited for groups of 20–24 learners.

• Source: Elliott D. Cultural self awareness 
workshop. MedEdPORTAL. 2009;5:1128. 
h t t p s : / / d o i . o r g / 1 0 . 1 5 7 6 6 /
mep_2374-8265.1128

• Think Cultural Health Cultural 
Competence Toolkits: The toolkits pro-
vide a wide variety of topics (from a 
curriculum self-assessment tool to 
information on caring for a religiously 
diverse population) that can be inte-
grated into a training curriculum 
depending on the needs.

• Source: https://www.thinkculturalhealth.
hhs.gov/resources/library

Leadership
• American College of Surgeons 

“Surgeons as Leaders: From Operating 
Room to Boardroom Course:” A 3-day, 
large group course highlighting five 
content areas of leadership. This course 
is offered periodically by the American 
College of Surgeons.
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If your role is that of a department chair or 
equivalent, begin by taking an honest look at the 
diversity of those working in your department. If 
the diversity of your department is not representa-
tive of the patient population you care for at your 
institution, take the necessary steps to address the 
issue (e.g., recruit with diversity in mind). 
Specifically, you need to make certain you hire and 
retain a diverse surgical workforce. With such low 
numbers of diversity in surgery, this may take time 
to address. Ensure employee engagement for 
everyone through workplace interventions and 
career mentoring. Employee engagement entails 
guaranteeing a work environment safe from sexual 
harassment and discrimination, and many organi-
zations engage in institute wide educational inter-
ventions on these topics. Engagement through 
career mentoring can be achieved by establishing a 
longitudinal mentorship program for all faculty. 
Fully support faculty development in cultural com-
petence, implicit bias training, and healthcare dis-
parities (to include those specific to their field of 
surgery). Be the leader in the change you want to 
see.

 Concluding Remarks

• Surgeons have an ethical obligation to ensure 
all patients, regardless of their personal char-
acteristics, receive the same quality of care.

• No surgical specialty is immune from health-
care disparities.

• Implicit biases influence our personal interac-
tions with patients and colleagues.

• Cultural competence provides surgeons the 
ability to effectively communicate with not 
only a diverse population of patients but also a 
diverse surgical workforce.

• Depending on your role in the surgical work-
force, surgeons can make a positive impact on 
diversity in different ways.

Glossary

Fairness Equity, comparability of opportunities 
to learn and demonstrate abilities, and equal-
ity, equal practice or treatment.

Cultural competence The awareness of one’s 
own cultural viewpoint, attitude toward differ-
ences in other cultures, knowledge of differ-
ent cultural practices, and the skills to interact 
with other cultures.

Cultural sensitivity An awareness of differ-
ences in cultures alone but still treating others 
with respect and dignity.

Culture A social construct created through 
identification of similar characteristics in 
individuals.

Healthcare disparities Differences in the inci-
dence, prevalence, mortality, and burden of 
diseases and other adverse health conditions 
that exist among specific population groups 
based on race, ethnicity, gender, sexual ori-
entation, age, geographic location, socioeco-
nomic status, and disability.

Implicit bias Unconscious associations every-
one possesses toward people’s characteristics 
such as race, gender, and age.
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Why and How to Teach  
Surgical Ethics?
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 Introduction

When it comes to patient care in surgery, there is 
often evidence as to how to manage patients one 
encounters that is organized according to organ 
system or disease process. However, when it 
comes to managing ethical issues that might arise 
in surgical practice, things are not always as 
rooted in data, and therefore the approach may 
not be as straightforward. Although ethics may 
seem superfluous when compared to the gravity 
of a patient with an acute gunshot wound to the 
inferior vena cava or a new diagnosis of hepato-
cellular carcinoma in an already cirrhotic patient, 
it plays a fundamental role in the global care of 
patients. As technology continues to advance in 
medicine, physicians will continue to be chal-
lenged and will continue to have moments where 
what is “right” may not be obvious.

The importance of ethics has been recognized 
by the major accrediting body for residency train-
ing programs in the United States. In 1999, the 
Accreditation Council of Graduate Medical 
Education (ACGME) selected and endorsed six 
“core competencies,” which describe the founda-
tional skills that every physician should possess 
[1]. The ACGME Core Competencies are meant 
to inform resident education. Ethics is within the 

scope of the competency “Professionalism.” One 
subcomponent of this competency describes how 
surgeons should adhere to ethical principles, 
including the following:

• Compassion, integrity, respect
• Responsiveness to patient needs that super-

sede self-interest
• Respect for patient privacy and autonomy
• Accountability to patients, society, profession
• Sensitivity and responsiveness to diverse 

patient population

Most medical school curricula include the 
four principles that Beauchamp and Childress 
propose as starting points for clinical medical 
ethics which are respect for autonomy, nonma-
leficence, beneficence, and justice [2]. Despite 
these concepts’ teachability in the classroom set-
ting, they can fall short when applied to the com-
plex ethical terrain of day to day clinical practice. 
The history of ethical thought traces back to 
ancient Greek times, with the well-known 
Hippocratic oath that is still held sacred by physi-
cians. Without direction, these principles and the 
meaning that they have can be easily forgotten.

In this chapter, the problems of WHY and 
HOW surgical ethics should be taught will be 
addressed.
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 Why

Although ethics is often part of the medical school 
education and is also a subcomponent of the 
ACGME competencies that guide surgical resi-
dency training programs, ethics in surgical educa-
tion is not often discussed explicitly. Downing 
et al. [3] reported in 1997, in a survey sent to the 
program directors of all of the accredited general 
surgery residency programs in the United States, 
that 28% of programs that responded offered no 
formal ethics education, 48% held only one teach-
ing event in ethics, and only 24% conducted two 
or more such activities. In a survey that was done 
of the surgical house staff at Washington 
University in 2002 regarding their experiences 
with ethical issues, it was discovered that house 
staff encountered ethical dilemmas often and had 
a desire to have more opportunities to discuss 
them, feeling insufficiently prepared with situa-
tions: thus, a case-base format for teaching surgi-
cal ethics was started [4]. In this section, we 
present three arguments about why surgical ethics 
should be taught in surgical residency programs: 
the need to attend to the “hidden curriculum” of 
medicine, the problem of moral disengagement, 
and the need to handle moral emergencies.

Hafferty and Franks [5] make the point that 
formal instruction in ethics makes only a small 
contribution in the education of physicians, stat-
ing that the critical determinants of physicians’ 
identities, including their moral formation, lie not 
within the formal curriculum but in a more subtle 
“hidden curriculum.” In their paper, The hidden 
curriculum, ethics teaching, and the structure of 
medical education, published in Academic 
Medicine in 1996, they bring out three observed 
themes or beliefs about medicine that are evident 
when it comes to matters of ethics. The first belief 
is that errors committed in the past can be cor-
rected, and avoided in the future, only if there is a 
greater presence of a formal curriculum through-
out medical education. The second belief argues 
that one’s moral character is developed prior to 
medical school, and even formal education in 
ethics will not decisively reshape a student’s ethi-
cal conduct in the future. The third belief is that 
although one’s character and foundations are 

molded by personal and family values during 
upbringing, “the most influential vehicle involves 
informal processes such as “general clinical 
experience,” peer interactions, “ward rounds,” 
and “role models” rather than formal coursework 
in ethics or related topics” [6]. The authors con-
sider that any formal curriculum should attend to 
this “hidden curriculum” in order for it to have 
any impact on the training of physicians. We sug-
gest also that an unexamined hidden curriculum 
may be tinted with racial, socioeconomic, gen-
der, and other biases; thus a formal curriculum is 
needed to reveal and correct such bias.

Moral disengagement is a concept from social 
psychology that can play a big role in surgical 
ethics education. Moral disengagement is the 
idea that in certain contexts, like membership in a 
group, individuals can reason convincingly that 
certain moral standards do not apply to them-
selves [7]. This concept allows a way of looking 
at the reasoning that an individual can act in a 
certain way, which augments the basic moral 
cognition approach that is common. Several 
authors have argued that this sort of reasoning is 
pervasive throughout humankind [7].

Bandura has described some of the mecha-
nisms by which people can become disengaged: 
moral justification, euphemistic labelling, advan-
tageous comparison, and displacement of respon-
sibility. Moral justification implies that people 
must first justify their action morally prior to act-
ing  – even if this is harmful conduct. When 
actions are morally justified in this way, “perni-
cious conduct is made personally and socially 
acceptable by portraying it as serving socially 
worthy or moral purposes” [8]. Euphemistic 
labelling is a concept in which one makes “harm-
ful conduct respectable and reduce personal 
responsibility for it” [9, 10] by utilizing “sanitiz-
ing language.” Advantageous comparison is 
another morally disengaging behavior in which 
one minimizes one’s actions by comparing it 
against something that is portrayed as worse. 
Displacement of responsibility is yet another 
mechanism in which there is a legitimate author-
ity that accepts the responsibility for the effects 
of their conducts. As an example of this, Bandura 
cites a memoir of Colonel Burton C.  Andrus, 
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American Commandant of the Nuremburg 
Prison, who explains that Nazi prison comman-
dants and their staffs divested themselves of per-
sonal responsibility for their unprecedented 
inhumanities. Although this may seem like an 
exaggeration compared to the morally bounded 
life of the surgeon, if there is no accountability to 
which surgeons are held, as humans, we are 
bound to repeat history. One of the ways that sur-
geons are held accountable is the tradition of hav-
ing morbidity and mortality conference, but even 
with these conferences, the role of surgical ethics 
may easily be “swept under the rug” if it is not 
highlighted or incorporated in some way.

Although there may exist a “hidden curricu-
lum” as described before, the teaching of ethics 
should parallel ethical issues as they arise during 
the training experience, beginning in the basic 
science years, and continuing into clinical train-
ing, including surgical residency [5]. With that in 
mind, the teaching of ethics should evolve and be 
deliberate to avoid wrong morality. In her titled 
Moral Understandings, Walker defines morality 
as “a socially embodied medium of understand-
ing and adjustment in which people account to 
each other for the identities, the relationships, 
and the values that define their responsibilities” 
[11]. Avoiding wrong morality can only occur if 
there is a form of accountability and education 
regarding ethical dilemmas that are frequently 
encountered during residency and in practice.

As surgeons, we are constantly being faced 
with challenges that present themselves quickly 
and have to be addressed expeditiously. As such, 
surgeons are constantly faced with moral emer-
gencies, since a subset of these challenges can 
have morally ambiguous components. Kwame 
Anthony Appiah describes this in his book, 
Experiments in Ethics, in which moral emergen-
cies have the following features [12, 13]:

• A decision of what to do needs to be made in 
a very short period of time.

• There is a clear and simple set of options.
• Something of great moral significance is at 

stake.
• No one else is as well placed as you are to 

intervene.

Such features should be familiar to the prac-
ticing surgeon, especially the necessity of quick 
decision-making and the situation of the surgeon 
in a context when no one else around is prepared 
to intervene. In the case of surgical emergencies 
endowed with ethical ambiguity, the surgeon is 
usually the most well placed to intervene, and 
with that comes great responsibility. Ethical 
issues that are time-sensitive may arise, such as 
those associated with the end of life, surrogate 
decision-making, futility-related issues, and do- 
not- resuscitate orders in the operating room.

New ethical challenges are sure to arise as sur-
gery progresses into the future. As technology 
continues to advance, ethical dilemmas that may 
have not been present in the past start to be 
revealed. This march of technology in contempo-
rary surgery is prominent and strong, and with 
the development of new technologies, concomi-
tant new ethical dilemmas will need to be met 
with sophistication and experience. We should 
not wait until ethical issues arise to start prepar-
ing to address them.

Ethics training is a self-perpetuating issue. If 
there isn’t a more formal integration in surgical 
training, the lack of faculty expertise in clinical eth-
ics in the future will only be perpetuated. The lack 
of faculty expertise in ethics is the most commonly 
cited reason that it is not taught [14]. However, if 
surgical ethics is included with more presence now, 
future surgeons will be more inclined to incorpo-
rate it into their clinical practice and pass this along 
to future generation of surgeons. Several physician-
ethicists have argued that teaching clinical ethics 
improves the quality of patient care, by acknowl-
edging that a serious medical decision involves two 
essential and necessary components: a technical 
decision that requires application of basic scientific 
and clinical knowledge, and a moral decision that 
takes into account what ought to be done for indi-
vidual patients [3, 15].

 How

Since surgical ethics is something that should be 
taught formally, the greater question is how 
should it be taught. One may argue that there 
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isn’t one right way to teach surgical ethics, but 
many ways in which it can be taught. It is impor-
tant to understand that people have different 
learning styles and accommodating many learn-
ing styles may pose a challenge when it comes to 
teaching surgical ethics. In one study, a survey 
was done from general surgery residents, con-
cluding that even though 88% of surgical resi-
dents had previous exposure to formal medical 
ethics within medical school, 93% continue to 
believe that an ethics curriculum is an important 
part of their education during residency [16]. 
When program directors were asked how a sur-
geon should acquire knowledge in ethics, educa-
tion during residency (82%) and experience 
during residency (88%), in addition to personal 
life experience (84%), were the major determi-
nants [3]. Teaching ethics throughout general 
surgery training may be challenging, given the 
limitation of time that residents in surgery gener-
ally have due to their clinical duties. There have 
been different studies regarding how to teach sur-
gical ethics. Below, we describe several ways that 
may be easily incorporated into surgical 
training.

 Case-Based Format

In the realm of ethics instruction, the pedagogical 
value of focusing on individual cases or a case- 
based comparison has been well known [17]. 
This pedagogical mode relies on the concept of 
casuistry, “revived” and developed by Stephen 
Toulmin and Albert Jonsen [18]. Casuistry is 
“that part of Ethics which resolves cases of con-
science, applying the general rules of religion 
and morality to particular instances in which ‘cir-
cumstances alter cases’, or in which there appears 
to be a conflict of duties” [19]. About casuistry, 
John Arras writes, “According to this rehabili-
tated form of casuistry, the greatest confidence in 
our moral judgments resides not at the level of 
theory, where we endlessly disagree, but rather at 
the level of the case, where our intuitions often 
converge without the benefit of theory” [20].

A successful case-based approach in a general 
surgery training program has been described in 

the literature. At Washington University School 
of Medicine, a monthly case-based session last-
ing 1 hour was held for 5 years in which all resi-
dents in the general surgery training program 
were required to attend. Faculty and fellows in 
surgery were invited to attend, as well as other 
residents, fellows, and faculty from other special-
ties. They met in a classroom setting to maintain 
hierarchy to a minimum, with the residency pro-
gram director serving as the moderator and a 
surgeon-ethicist and a PhD ethicist helping facili-
tate the discussion. Other hospital members 
including hospital Ethics Committee as well as 
individuals from nursing, chaplaincy, and pallia-
tive care were welcome to attend. During the ses-
sion, a resident was asked to present the case in 
brief oral format, with less emphasis on the medi-
cal aspects and more emphasis on the social and 
ethically challenging aspects of the case. After 
the 5 years were completed, a survey to all house 
staff was repeated, with the conclusion that they 
felt more prepared to make decisions compared 
with the group surveyed 5 years before [4].

 Formal Curriculum

Another way that surgical ethics may be taught is 
by incorporating a formal curriculum into surgical 
training. A study was conducted among surgical 
residents of the University of Pittsburgh in which 
the program used the American College of 
Surgeons published educational resource in surgi-
cal ethics, Ethical Issues in Clinical Surgery [21], 
as the curricular text. This text introduces core 
issues central to the ethical practice of surgery, 
providing learning objectives, case scenarios, 
questions for discussion, a glossary, and resources 
for further reading. In the study, they incorporated 
four 60-minute, faculty-facilitated, didactic semi-
nars organized to cover specific ethics content and 
integrated with case-based discussions, with each 
session spaced out every 3–4 weeks. This educa-
tional intervention “increased both knowledge 
about surgical ethics (P = 0.013) and confidence 
in dealing with competition of interests (P = 
0.001), professional obligations (P = 0.011), truth 
telling (P = 0.013), confidentiality (P = 0.011), 
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end-of-life issues (P = 0.007), and surrogate deci-
sion making (P = 0.052).” A questionnaire was 
also done both before and after the educational 
intervention. Prior to the intervention, only 57% 
felt that ethics training should be a “standard” 
aspect of surgical residency, compared with 70% 
after the intervention [22].

 Incorporating Ethics into M&M

The concept of morbidity and mortality (M&M) 
conference traces back to the beginning of the 
twentieth century, through the work of Ernest 
Amory Codman, a surgeon at Massachusetts 
General Hospital. In 1983, it became required by 
the Accreditation Council for Graduate Medical 
Education for training program certification in 
General Surgery [23]. Traditionally, the goal of 
M&M conference is to provide a forum for fac-
ulty and trainees to explore specific management 
details of particular cases wherein morbidity and 
mortality occurred, with emphasis in revisiting 
errors to gain insight without blame or derision 
[24]. The deliberate and explicit incorporation of 
ethical issues into M&M conference is a recent 
development that shows promise.

Anji Wall and colleagues at Vanderbilt 
University [25] performed an observational study 
of surgical M&M at their institution to identify 
ethical issues. Of the 123 cases they captured, 79 
(64%) discussed at least one ethical issue. The 
most common issues involved the role of pallia-
tive care, withholding and withdrawing life- 
sustaining treatment, risk-benefit analysis, and 
reporting medical errors. They concluded that 
M&M conferences raise a spectrum of complex 
ethical issues that provide a roadmap for focusing 
surgical ethics education on common scenarios. 
Karen Devon [26] performed a qualitative study 
in which ethical issues were introduced into regu-
larly scheduled M&Ms at five sites in the Division 
of General Surgery at the University of Toronto 
in Canada. The Ethics M&M occurred for one 
30-minute period per month during which ethics 
issues surrounding care of the complication were 
discussed. A resident would prepare a case with 
the help of a surgeon mentor and another faculty 

member would moderate the confidential discus-
sion. This created increased awareness of ethics 
regarding patient care where there is a safe physi-
cal and intellectual space to debrief difficult 
cases.

This form of teaching may be appealing to 
many surgical programs given that it is some-
thing that can be easily applied and incorporated 
into what is commonly considered “protected 
time.” There wouldn’t be a need for changes with 
scheduling where clinical duties or responsibili-
ties would be affected.

 Conclusion

• Ethics is pervasive throughout surgical training 
and the surgical career. Even the most funda-
mental notion that one should strive to achieve 
good outcomes has an ethical ring to it.

• Ethics should not be taught by simple encul-
turation, but rather deliberately to avoid biases 
found in the “hidden curriculum” or with an 
aim to avoid moral disengagement.

• There is a wide range of pedagogical methods 
to teach ethics.

• Surgeons are, if anything, “doers” in the 
world, and if ethics asks, “What should one 
do?,” then ethics seems like an apt field of 
study for surgeons.
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The Surgeon, the Patient, 
and the Healthcare System:  
Access, Equity, and Fairness
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 Introduction

The goal of this section is to summarize and pro-
vide the necessary background and vocabulary 
regarding how academics have approached these 
issues before delving into the details that apply to 
surgical practice.

The diverse nature of surgical practice implies 
a litany of pathways by which a patient might 
arrive in an operating room. Access to the appro-
priate surgeon and supporting team can be a com-
plex ordeal in either elective or emergency 
circumstances and reflects myriad and inevitable 
system-level barriers. At every point along this 
journey, there is an obligation to optimize equi-
table and efficient service that mitigates inher-
ently unfair or default stratification due to 
socioeconomic circumstances and other institu-
tionalized disparities. This increasing global 
complexity forces us to ensure that the ethics of 
access are addressed directly.

Health service researchers have recently 
begun investigating how surgical care is accessed 
and delivered on a population level. Work in 
recent years has focused on barriers to access and 
the patient-level factors contributing to dispari-
ties in surgical care including race [1], gender, 
insurance status [2], income, education, geogra-
phy [3], and nationality [4]. This corpus is also 
useful in demonstrating that disparities transcend 
surgical specialties and individual diseases. The 
modern surgeon must understand how patients 
interact with social, financial, and political sys-
tems whose activities determine individual health 
outcomes. The ethics of access in surgery is 
therefore a timely and necessary area of study for 
those surgeons in both clinical and academic 
practice settings.

While the four ethical principles are inter-
twined with surgical practice at every level, jus-
tice is particularly concerned with the how of 
many of these decisions. For this reason, justice 
often intersects with practice, policy, law, and 
administration. This exploration of the ethics of 
surgical access considers varying perspectives on 
justice, from countries, to institutions, to individ-
ual surgeons.

 Introduction to Terms

Equality implies that all people are given the 
same amount of a limited resource, whereas 
equity means that people are provided for 
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 according to their needs [5]. Rationing schemas 
are invoked when there are not enough resources 
for all who need them, and thus consistent ways 
of expressing values and setting priorities are 
necessary to standardize these decisions. It is 
helpful to initially organize these value frame-
works into two categories: those that use the out-
comes of allocation to determine whether their 
criteria were fulfilled (consequentialist) and 
those that are focused on regulating the process 
whereby resources are allocated (non-conse-
quentialist). Eventually there emerge more intri-
cate theories that use a combination of these 
criteria to assess fairness.

The consequentialist viewpoint is one frame-
work that determines fairness based on the ulti-
mate results of an allocation system [6]. 
Oversimplified, it asserts that justice is maxi-
mized when the “most good” is achieved for the 
most people, and so this framework assesses jus-
tice at the population level. Consequentialist phi-
losophies are diverse and impossible to 
summarize as a cohesive theory, but they are not 
widely or exclusively employed to measure jus-
tice in modern health systems. The relative 
“goodness” of an outcome must be assessed sep-
arately from its moral weight, since it would be 
tautological to assign ethical value to an event 
and then use it to argue that a policy is ethical 
using a consequentialist framework. Bentham’s 
classical utilitarianism delineates good along the 
lines of pleasure and pain. Later, Mill and Moore 
refined pleasure into higher and lower classifica-
tions and endeavor to differentiate it from intrin-
sic value, respectively. Hume and Brandt exclude 
fanatical and irrational pleasures from their 
frameworks [7]. Utilitarianism in healthcare jus-
tice would therefore assess an intervention or 
organizational system based on the relative 
amount of reasonably preferred outcomes it pro-
motes while minimizing suffering for those it dis-
advantages. Of course, a complex description and 
philosophical analysis of these theories exceeds 
the scope of this chapter.

Distributive justice is an approach that seeks 
to allocate resources so that inequities are mini-
mized. In this framework, people who are disad-
vantaged by circumstances of birth, tragic 

accidents, or similarly random factors should be 
provided with resources commensurate with their 
increased needs. In some instances, their needs 
should be prioritized over the more advantaged in 
certain aspects of allocation. Rawls’ libertarian-
ism is an example of distributive justice theory 
[8]. Rawls first establishes that all people have 
the same claim to basic rights and liberties. This 
can be described as an egalitarian principle, 
wherein the process of allocation occurs in a way 
that allows all people to have the same opportuni-
ties to acquire goods and resources [9]. Put in 
another way, a healthcare system would be egali-
tarian if it facilitates access regardless of patients’ 
individual characteristics. Rawls finally asserts 
that if access to basic rights and liberties, as well 
as to positions of power in society, is the same for 
everyone, then any systems that promote unequal 
treatment should benefit those people in society 
with access to the fewest resources.

Turning briefly to the egalitarian ideas pre-
sented above, processes that facilitate equal treat-
ment can be interpreted in different ways. While 
there is variation between countries, most nation-
alized healthcare systems treat citizens equally in 
theory by making government-sponsored health-
care available to all, while multi-payer systems 
give all people the same opportunity to buy ser-
vices either directly or via insurance markets. 
Both of these approaches will have different 
effects on access, because in actuality, their sche-
mas still necessitate unequal treatment in some 
form. The former model necessarily treats people 
differently when deciding how to rationalize lim-
ited resources. Even if all people have the same 
access to a purported universal healthcare, when 
dealing with expensive, novel, or exceptionally 
scarce health resources, some people will be pri-
oritized over others. And within the latter system, 
while the opportunities to purchase services are 
not restricted, people without the financial means 
to do so will be unable to access care creating an 
essentially libertarian model. Of course, many 
complex systems merge aspects of both struc-
tures, further confounding our ability to make 
oversimplified categorizations thereof.

To simplify Rawls’ theory, it is reasonable to 
say that there are immutable circumstances that 
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cause disparities, but to redistribute resources 
based on outcomes will necessarily take some-
thing from those “better off.” All people can 
claim some right to their resources. By defining 
how we allocate equitably, a framework must 
define the basic liberties that should be afforded 
to everyone, and which privileges may be rele-
gated or reserved to those with more privileges, 
however that may be defined. This idea overlaps 
with Beauchamp and Childress’ discussion of 
justice, specifically their conception of a “fair 
basic minimum” [10].

Theories of communitarianism ethics contrast 
the libertarians. While the libertarians highlight 
individualism, communitarians view groups of 
people as the fundamental moral unit of society. 
Modern pragmatic ethics is a branch of commu-
nitarianism concerned with people as “socially 
situated selves in communities” and asserts that 
moral meaning comes from relationships between 
people [11]. This requests that questions of jus-
tice critically examine at situational circum-
stances with a keen consciousness of biases that 
accompany judgments. This is illustrated in the 
ways that communitarians argue against com-
modification of organs. Since solid organ trans-
plants come from diverse members of a given 
community, a system for selling organs would 
need to ensure that all members of the commu-
nity have access to this scarce, lifesaving resource 
[12]. It follows that in communitarian ethics 
frameworks, transplants should not be rationed or 
sold in the same way as other medical services, 
because they are a resource shared by and for the 
group. Furthermore, this ideology would also 
favor implementing a system that encourages 
gradual shifting of the moral culture to increase 
donations and thereby decrease scarcity [13]. By 
reducing the need for rationing in this way, the 
inequities associated with the current state of 
transplants are lessened. By analyzing the biases 
in how transplants are obtained and allocated, 
communitarians illustrate ways to ethically 
improve the process. The UNOS system is a par-
adigmatic example of how this plays out in 
practice.

The goal of this section was to summarize and 
provide the necessary background and vocabu-

lary regarding how academics have approached 
this problem before delving into the details that 
apply to surgical practice.

 Just Access Within Nations

Governmental policies about surgical access 
demonstrate how ethical frameworks are applied. 
Different countries have developed various strat-
egies to deal with the challenges of fair access to 
healthcare. These organizational systems clearly 
impact access and can do so at multiple levels of 
decision-making. Governments regulate which 
technologies and new medications may be 
licensed and available, establish the networks in 
which health systems operate, and organize pay-
ment systems for the healthcare marketplace.

Countries with systems of private insurance 
tend to have a more libertarian perspective on 
healthcare provision. Within these systems, insur-
ance is a major arbiter of access. Being uninsured 
restricts the care that a patient can receive, and 
even the insured face access limitations when 
doctors or hospitals do not accept a certain type of 
insurance or when service requires significant 
deductibles or co-pays. Within nationalized 
healthcare systems, insurance status does not 
determine basic access. However, care will neces-
sarily be limited in other ways. Cost- effectiveness, 
cost-utility, and cost-benefit studies ideally weigh 
relative benefits, harms, and thus relative value of 
a given medical intervention. These analyses then 
allow lawmakers to assess the utility and neces-
sity of that intervention and ultimately decide 
whether it should be covered under their national 
health plan. This is one explicit way to determine 
what constitutes a fair basic minimum [9]. For 
example, in the UK, the National Institute for 
Health and Care Excellence (NICE) was estab-
lished to conduct cost-effectiveness research and 
implement decision analyses into practice guide-
lines [14]. This sort of value-based care is one 
way to translate abstract priorities into real-time 
decisions. Rigorous research methodology is a 
cornerstone of NICE’s successful implementation 
of data into decisions that influence care alloca-
tion and access.

The Surgeon, the Patient, and the Healthcare System: Access, Equity, and Fairness



142

Even within cost-effectiveness studies, the 
judgments about how much money a given unit of 
suffering is worth can be just as subjective or 
biased as those made in other systems. Some care 
is rationed in subtle, nearly undetectable ways, 
like social structure and interpersonal interac-
tions. This is even more nebulous, but qualitative 
research methods are one way in which these pat-
terns are being characterized and assessed [15]. 
Ultimately, no country’s system of organization 
avoids the recurring problem that some people 
will not receive care they need and would be 
rightfully entitled to if there were a surplus of 
medical resources. Simply put, providing medical 
care for 7.6 billion people inevitably involves 
trade-offs and recognition of inherently limited 
resources. So, rationing necessarily occurs 
whether by default or in a more deliberate manner 
[16]. Whether a country uses waiting lists, insur-
ance plans, or economic analyses, it has to choose 
one value or service (or individual) over another. 
Some decisions are made easier by situational 
urgency or randomness, but often the entire situa-
tion is reduced to a subjective decision.

It is the explicit nature of rationing in govern-
mental healthcare systems that can cause moral 
distress. The implicit rationing that takes place in 
egalitarian systems is not more just, and the 
growing body of health disparities research is 
rightly pulling attention to those marginalized 
populations. They people are not only prevented 
from accessing care, but their experience is also 
more difficult to capture in research studies. This 
kind of system functions to effectively discrimi-
nate based on race and income in many countries. 
A society’s values are reflected in whether and 
how citizens are systematically prevented from 
accessing healthcare.

Once patterns of disparities become apparent, 
states may take action to increase access for the 
marginalized. Fundamental to this process are the 
logistical considerations. For example, patients’ 
first contact point with health system can be 
hugely influential in the timeliness, quality, and 
type of care that they receive. This first contact 
point varies by patient demographic factors. The 
Emergency Medical Treatment and Labor Act 
(EMTALA), passed in 1986 in the United States, 

requires that all patients presenting to an emer-
gency department be treated and stabilized. But 
while it guarantees emergent care, it does not 
ensure access otherwise [17]. Disadvantaged 
patients can obtain care when their health is in 
crisis, but their long-term management needs 
continue to go unmet. These patients’ health out-
comes are different as a result of the type of care 
they can access, and this legal intervention has 
changed the populations that are seen in outpa-
tient versus emergency settings. EMTALA is 
intended to improve access in a fair way but fails 
to fully realize this goal.

In comparison, countries with socialized med-
icine have been more successful in improving 
access to care, be it emergency, outpatient, or sur-
gical in nature. However in resource-poor set-
tings, it would not matter whether EMTALA 
existed if there simply is not enough medical 
equipment or personnel to meet demand [18]. 
With regard to surgical care, mandating emer-
gency care is also appropriate for surgical dis-
eases usually amenable to elective surgery that 
may suddenly become acute, like cholecystitis. If 
these patients were not guaranteed emergency 
surgery and on-call surgeons were unavailable, 
there would be serious gaps in access to care. 
National awareness of repeated patterns of dis-
parities in access can lead to improvements in 
care allocation, but the exact implementation and 
impact of such programs should be carefully 
monitored.

 Institutions

Medical systems are organizational structures 
that can also influence how care is distributed, 
and the relationships between hospitals are an 
additional mechanism that determines how 
patients’ needs are prioritized. Further exploring 
the impact of EMTALA, its history is rooted in 
inappropriate transfers that were based on 
patients’ lack of insurance and socioeconomic 
resources [19]. Currently, while it is legitimate to 
initiate transfer of stable surgical patients due to 
surgical subspecialist unavailability at referring 
institutions, there are still a sizable proportion of 
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surgical patients transferred inappropriately [20]. 
This may unduly burden referral centers and aca-
demic institutions [21]. Importantly, unregulated 
transfer patterns between hospitals can create and 
exacerbate disparities in access to specialized 
care [22]. Minimizing inappropriate surgical 
transfers can more effectively utilize the collec-
tive resources of hospital networks and also 
reduce the burden of travel and follow-up for 
patients transferred unnecessarily.

Diversity of faculty, staff, and trainees within 
institutions may not, at first, seem like an issue of 
access. However, increasing diversity in the med-
ical profession improves access in two ways  – 
there is a direct effect on access from the actions 
of individual doctors, and there is an indirect 
effect on the inclusiveness of an institution. By 
increasing diversity in the medical workforce, it 
is more likely that patients will share an aspect of 
their identity with their physician, be it race, sex, 
gender, sexual orientation, age, disability, class, 
or the like. This can enhance communication and 
lead to better therapeutic relationships [23]. But 
perhaps even more importantly, diversity within 
healthcare institutions improves the quality of 
care, and not only for the marginalized [24]. The 
preceding discussion has demonstrated that orga-
nizations, whether they are international, govern-
mental, or local, are frequently the actors making 
decisions about how care is allocated. In admin-
istrative, clinical, or research teams, and espe-
cially in challenging surgical cases, cognitive 
diversity improves the group’s ability to solve 
problems [25]. Recruiting and promoting diverse 
learners throughout advanced clinical training 
will eventually make healthcare institutions more 
effective in solving access problems for patients. 
Sociological study reveals the clear threat of 
groupthink and hierarchies, which can be coun-
teracted by increasing the diversity of physicians, 
researchers, and healthcare workers [26].

Interpreter services are an excellent example 
of intra-institutional diversity as a means of 
ensuring just access to surgical care. The ability 
to comprehend treatment options, ask questions 
of a surgeon, and express preferences is taken for 
granted when patient and physician speak the 
same language. Language barriers limit surgical 

access because patients who cannot understand 
their provider are more likely to experience errors 
in care [27]. When patients are provided with the 
tools to communicate with their physician, peo-
ple who otherwise would have been unable to 
understand and be understood by their surgeon 
now can have a similar therapeutic relationship. 
As populations around the world become more 
diverse, institutions will increasingly be called 
upon to lead efforts to increase diversity in the 
workplace and thus uphold higher standards for 
just access to surgical care.

Finally, priorities within institutions can 
impact access. In setting goals to guide daily deci-
sions, hospitals impact which patients are seen 
and when, as well as which surgical specialties 
have precedence to use resources. Hospitals may 
have different ends in mind when setting priori-
ties, but all need to prioritize financial stability at 
some level in order to function. Surgery requires a 
remarkable amount of coordinated care in order to 
occur: specialized equipment, personnel, and 
inpatient/outpatient services. Certain types of sur-
gery may bring in more revenue for the hospital or 
require less expensive resources. But if proce-
dures or surgeons that are more lucrative are able 
to monopolize limited operating room time, other 
surgeries may be delayed at a detriment to the 
population. Healthcare organizations must find a 
way to reconcile their priorities with available 
resources, as well as with their bottom line. One 
approach that marries abstract goals to practical 
decisions is the “describe, evaluate, and improve” 
strategy, which can guide administrators in mak-
ing their choices concordant with overall goals for 
fairness [28]. The people who have the power to 
make and enforce these choices should pay atten-
tion to the effect that logistical decisions have on 
the actual experiences of patients within the sys-
tem, as well as how they impact the stakeholders 
on the ground.

 Justice in Global Health

Just access on a global scale primarily deals with 
issues of epidemiology, economics, and humani-
tarianism. Inequity in global surgery can trace its 
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roots to the unequal distribution of resources 
across countries. While this chapter will not pro-
vide whole historical context of international dis-
parities in health, it is a necessary fact to recognize 
at the outset. Given that populations have varied 
needs and governments and nongovernmental 
organizations have mixed abilities to meet them, 
the question of how to act to mitigate inequity in 
global surgery concerns itself less with the past 
and more with current workflows and strategies.

Worldwide, 5 billion people lack access to safe 
surgical care, and this unmet need is often absent 
from discussions of global medical aid [29]. 
Including surgical care in campaigns to improve 
health in low- and middle-income countries is 
feasible, necessary, and increasingly common. 
Obstetric, oncologic, cardiovascular, and trauma 
procedures are large contributors to the burden of 
disease and so require particular attention. Dr. 
Mark Shrime has led academic inquiry in global 
surgical ethics, most recently with assessments of 
the inadequate financial contributions to build sur-
gical infrastructure [30]. His team has also found 
that transportation is a major barrier to accessing 
surgical care in low-resource settings, and elimi-
nating this obstacle can double the number of 
appointments that patients attend [31]. Geographic 
disparities in accessing surgical care continue to 
be significant, in both developed and developing 
nations [32, 33]. However, these research teams 
continue to investigate setting- specific solutions 
for improving access to surgery in low- and mid-
dle-income countries (LMICs).

In 2017, the director general of the World 
Health Organization (WHO) spoke about fair-
ness in health provision across borders when 
addressing the Human Rights Council, further 
highlighting the growing public and academic 
interest in equitable delivery of global surgery 
[34]. The WHO functions to oversee nations and 
acts to provide healthcare to citizens when politi-
cal and social unrest prevent governments from 
doing so. They also serve to compile data from 
around the globe and advocate for equity in 
healthcare provision, such as differential medica-
tion pricing for LMICs. Certain groups of people, 
such as migrant populations that move for agri-
cultural work, may not fall under the purview of 

any single government, and so humanitarian 
organizations that provide healthcare without 
regard for national borders are often their only 
source of help. This classifies as a form of virtue- 
based care, since this is a situation in which the 
duty to provide just care is not fulfilled, but 
access for marginalized populations is accom-
plished via an appeal to charity and global unity. 
So, humanitarian groups’ obligation to provide 
care is fundamentally different in nature than that 
of elected governments. Some of these nongov-
ernmental organizations (NGOs) are faith-based 
efforts, which have additional priorities and moti-
vations. Some humanitarian groups differ in their 
tendency to express public political stances, and 
there have been instances where raising aware-
ness about atrocities in armed conflict has subse-
quently prevented groups from accessing 
populations in need of care; in other words, polit-
ical climate and unintended consequences require 
strategic action [35].

There are some international surgical endeav-
ors that may be well intentioned but must guard 
against unintended consequences. Medical tour-
ism, or “voluntourism,” broadly construed, 
involves self-limited mission trips into resource- 
poor settings. This practice often stems from 
well-intentioned physicians who may be unfa-
miliar with basic principles of global health eth-
ics and care delivery in different settings. Such 
efforts, however laudatory, risk failing to develop 
relationships with a community and potentially 
leaving patients without adequate follow-up care 
or recourse in the event of complications if not 
well integrated with existing resources or other-
wise planned appropriately [36]. While this topic 
is not our primary focus, its relationship to just 
access is important to highlight. Surgeons owe 
patients in resource-poor settings the same con-
sideration and standards of care as the patients in 
their home countries, of course bounded within 
local resource constraints [37]. Interventions thus 
need to be culturally sensitive and integrated with 
community stakeholders in order to ensure both 
safety and continuity. Visiting surgeons’ greatest 
potential value likely involves training local pro-
viders in strategic efforts to build or grow self- 
sustained systems of care.
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 The Individual Surgeon’s Obligation

The individual surgeon has a duty to promote the 
welfare of each individual patient, which may con-
flict with the practical realities of complex medical 
and social institutions. The increasing diversity of 
colleagues and patients is a phenomenon that 
requires the modern surgeon’s attention, under-
standing, and empathy [38]. Cultural barriers to 
care can break down the therapeutic relationship, 
but just as physicians train to deliver bad news in a 
compassionate and professional manner, so they 
must also learn and practice culturally suitable 
ways of interacting with patients that come from 
different backgrounds. And while the cultural 
competence of physicians is far from the only 
required criterion to ensure access, its absence can 
be a serious and detrimental barrier to care.

Generally, individual physicians can decide 
whether and how they will provide care for a 
patient based upon scope of practice, professional 
judgment, and a myriad of other factors. Exceptions 
include when failing to do so causes the patient to 
be abandoned or in emergent settings [39]. This is 
relevant to access in situations where patients’ 
health conditions put the healthcare providers car-
ing for them at risk. When taking care of patients 
jeopardizes their own wellbeing, physicians, 
nurses, and other healthcare personnel face a more 
ethically complex dilemma. These situations 
become morally fraught when the patients with 
limited access are also those with debilitating and 
deadly diseases that are difficult to treat. This espe-
cially applies to surgeons simply due to the 
increased personal risk inherent to performing 
invasive procedures. Vulnerable patients are more 
likely to be marginalized, which may be due to 
infectious diseases, poverty, cultural barriers, and 
other reasons [40]. The classic example of this has 
been people caring for trauma victims at the begin-
ning of the HIV/AIDS crisis [41]. Providers were 
not entirely sure how a new, morbid, and stigma-
tized virus was transmitted and were understand-
ably concerned about how their obligation to take 
care of patients with communicable disease con-
flicted with the risk to other patients, as well as 
their own safety. The practical and ethical solutions 
involving universal precautions have informed how 

we deal with these issues broadly, but only once we 
can truly understand both the nature of the posed 
risk and its impact upon those involved [42].

Recently, ophthalmologic surgery on Ebola sur-
vivors demonstrates similar corollaries. Some Ebola 
survivors develop delayed uveitis, but at the same 
time that this phenomenon was being recognized, 
researchers also found that viable virus was detect-
able in the aqueous humor [43]. Ophthalmologists 
were understandably hesitant to operate, given the 
limited information and risk for serious illness [44]. 
Surgeon self-preservation and safety is thereby a 
delicate balance against our professional duty to 
treat vulnerable patients and one which will result in 
continual struggles in varying circumstances.

The answer in both cases of HIV and Ebola 
ultimately came from gathering more knowledge 
about transmission and educating providers about 
how to protect themselves while carrying out their 
work. There is an institutional responsibility to 
protect employees, which can be viewed as a sort 
of social contract between providers and their 
employers [16]. If reasonably safe working condi-
tions cannot be provided, then the professional 
obligation to provide medical services is weak-
ened. Not all surgeons feel compelled to aid the 
sickest and most vulnerable patients in settings of 
great personal risk, but they nonetheless have a 
virtue-based duty to do so. Dr. Christine Grady 
writes that the duty to care for these patients can 
still be derived from a professional obligation to 
practice courage and impartiality [45]. Especially 
in situations where there may not be anyone better 
equipped than the provider at hand, that person has 
a stronger obligation to face the risks of treating 
that patient. Framing this as an issue of just access 
may make the case for helping more compelling, 
but the balance is also influenced by professional 
ethics. Dr. Christian Vercler’s argument that surgi-
cal care is supererogatory runs parallel to Grady’s 
concept of courage [46]. He describes it in the con-
text of the surgeon’s obligation to continue to care 
for “the ‘hateful patient’” but it can easily be 
extended to caring for people with diseases that 
put providers at risk. In these situations, a surgeon 
is the only person physically able to provide the 
kind of care that a given patient needs, so this 
unique skillset confers a greater obligation to act.
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Medical professionalism naturally invokes vir-
tue ethics in matters of individual conduct. The 
standards of professional behavior for physicians 
are stringent, proportional to their relatively ampli-
fied power, privilege, and personal knowledge of 
their patients [47]. Virtuous conduct habitually 
practiced over a career can bring doctors closer to 
the exalted ideals of the profession, including 
integrity, humility, and self- improvement [48]. 
Physicians encounter structural injustice in vari-
ous ways through myriad roles in a health sys-
tem – for example, in caring for their patients, in 
advocacy roles, and via research to create general-
izable knowledge. It is at this intersection of doc-
tors’ power as individuals and structural injustice 
where virtues become relevant to just access, 
because surgeons will often find themselves in 
situations where they are the only person deter-
mining whether a disadvantaged patient is able to 
receive surgical care. A physician who cultivates a 
sensitivity for fair access will be far better equipped 
to take advantage of these opportunities to ensure 
that the sick and vulnerable have the advocates 
they so desperately need.

Putting this awareness into action is a way to 
apply abstract virtues to concrete practice. 
Surgeons with an appreciation for existing injus-
tices in access may be more inclined to deliber-
ately expand their referral base to include 
underserved areas. In some systems such as the 
USA, decisions regarding which forms of insur-
ance will be accepted are another example 
thereof. Further, when clinically evaluating dis-
advantaged patients, a surgeon conscious of 
social determinants of health will have a more 
complete view of the person they are treating and 
may be better equipped to tailor treatment to their 
particular needs. Finally, these individual virtues 
are critical in cases where an institutional policy 
may drive inequities in access to care and may 
even directly harm vulnerable populations [49].

 Conclusion

Small differences in access to healthcare, and 
surgery in particular, can magnify social inequal-
ities. In this way, injustice can seep into the 

 medical field, which has an opportunity and an 
obligation to mitigate unfair practices. At every 
level, there is a duty to understand how dispari-
ties in access occur, to educate key stakeholders 
about the realities of these situations, and to 
address injustice in ways that map values onto 
actions. Humanitarian groups and global surgery 
programs should continue to further academic 
inquiry in the field of access. They should con-
tinue their laudable work with a focus on local 
sustainability. When governments recognize how 
they ration care, they can ensure that organiza-
tional systems work to provide a fair basic mini-
mum for all people. When resources above that 
benchmark are allocated, they can be shared 
within communities in a way that promotes social 
justice. Institutions should make a deliberate 
effort to prioritize programs and business struc-
tures that enhance fair access for patients. 
Investigating the details of patients’ experiences 
and seeking out ways to eliminate barriers to 
care, especially for vulnerable populations, are 
an excellent way to initiate this process. Surgeons 
who cultivate an appreciation for their patient’s 
varied abilities to access care will be best 
equipped to reduce inequities on the level of indi-
viduals. Surgery is unique in healthcare for its 
resource intensiveness, the immediacy of its 
impact, and the variety of its morbidity, and all of 
these attributes are brought to bear on situations 
where only certain people have access to this 
kind of care. Reducing inequities in surgical 
access can vastly improve patients’ lives, but 
moreover, by fulfilling a challenging ethical 
imperative this high-stakes field, the profession 
can set a standard for promoting justice in health-
care overall.
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Ethics in Global Surgery

Anji E. Wall

 Introduction

There is no standard definition for global surgery, 
but it generally refers to the provision of surgical 
care in low-resource settings, mainly low- and 
middle-income countries (LMICs). While there 
are many different paradigms, the majority of 
global surgical interventions are comprised of 
short-term medical volunteer missions by provid-
ers travelling developed countries. These mis-
sions are through non-governmental organizations 
(NGOs), religious groups, and academic institu-
tional partnerships. While the characteristics of 
these missions can vary considerably, they share 
a common context of placing medical volunteers 
in unfamiliar places, with unfamiliar languages 
and cultural beliefs and severely limited 
resources. It is no surprise that surgical volun-
teers in this type of setting are faced with ethical 
challenges. The purpose of this chapter is to 
develop an argument for the importance of global 
surgical missions, discuss recent advancements 
in the field of global surgery, outline the bench-
marks that organizations and individuals should 
strive for in the development of global surgical 
interventions, and provide a methodology for 
addressing clinical ethical issues that arise in 
global surgical missions.

 The Burden of Surgical Disease

In order to argue that global surgery is an impor-
tant component of global health, it is essential to 
understand how rampant and disabling surgical 
disease is throughout the world. The Lancet 
Commission estimates that about 30% of the 
global burden of disease is surgical. Moreover, 
they found that 5 billion people worldwide are 
unable to access surgical services, with the 
majority of these individuals residing in LMICs 
[1]. Of the 234 million operations performed 
each year, 73.6% are on the richest third of the 
world, while 3.5% are on the poorest third [2, 3]. 
The leading causes of death worldwide include 
cardiovascular disease, trauma, and cancer, all of 
which are disease classes in which surgery is an 
essential element of disease management. These 
numbers clearly show that there is a huge unmet 
need for the care of surgical diseases in the 
LMICs.

Beyond the obvious mortality associated with 
surgical disease, these conditions also confer a 
huge burden of morbidity. Providing basic surgi-
cal care in LMICs has been estimated to be able 
to prevent the loss of 77.2 million disability- 
adjusted life years annually [4]. The bulk of sur-
gical disease is made up of injuries, obstetric 
complications, perinatal conditions, congenital 
anomalies, malignancies, cataracts, and glau-
coma [5]. In fact, it is estimated that children lose 
six times more productive years from burns and 
subsequent contractures than from war.
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Taking into account injuries alone, an esti-
mated 20 million children are injured each year, 
and 875,000 die from their injuries [2]. Those 
who do not die are often left with lifelong dis-
ability. Looking at current trends, the WHO esti-
mates that by 2030, traffic accidents will rise 
from the ninth to the fifth leading cause of death 
globally, and the majority of these injuries will 
continue to be in LMICs, which currently account 
for greater than 90% of road traffic morbidity and 
mortality [6]. Much of the morbidity and mortal-
ity associated with road traffic accidents requires 
surgical management. Surgical care plays a major 
role in preventing and minimizing morbidity and 
mortality in younger patients who are the most 
vulnerable to traumatic injuries.

Another common condition in developing 
countries is cleft lip and palate. Approximately 
190,000 children are born each year with this 
condition [7]. SmileTrain estimates the global 
backlog of cleft disease is 1.1 million people [8]. 
Muntz and colleagues explored the cost of clef 
lip and palate to individuals in the Philippines 
based on the fact that these conditions affect 
communication thereby affecting which jobs are 
available to them [9]. Income from jobs requiring 
communication skills was roughly double that of 
jobs not requiring communication skills. 
Individuals with cleft deformities are therefore 
less likely to hold high-paying jobs and are more 
likely to live in poverty. As Curci puts it: 
“Inadequate access to timely surgical care not 
only leads to unnecessary death, but inhibits the 
ability of survivors to lead productive lives” [10]. 
Surgical care for cleft lip and palate can improve 
quality of life and the economic productivity of 
patients.

Untreated surgical disease is prevalent in 
LMICs. It preferentially causes morbidity and 
mortality in young patients, who have the most 
productive life years ahead of them. It is expen-
sive when disability takes away individuals’ abil-
ity to work, be educated, and contribute to society. 
Global surgical interventions have the opportu-
nity to improve the quality and quantity of life of 
the patients affected by untreated surgical dis-
ease, most of whom are in LMICs.

 The Making of Essential Global 
Surgery

Historically, surgery has not been a major com-
ponent of global health initiatives or basic health 
packages because of perceptions that surgical 
disease is only a small component of the global 
burden of disease and that surgical care is too 
expensive and specialized to implement in 
LMICs [2]. In 2008, Paul Farmer and Jim Kim 
described surgery as the “neglected stepchild of 
global health” [11]. As detailed above, there is a 
plethora of data that shows the significant burden 
of surgical disease. Moreover, there are success-
ful examples of sustainable, cost-effective surgi-
cal enterprises in LMICs [12].

Thankfully, negative and dismissive attitudes 
toward global surgical interventions have 
changed. Mock labeled 2015 a banner year for 
global surgery because of three major events 
[13]. First, the Disease Control Priorities, 3rd 
Edition (DCP3), was published [14]. It describes 
the cost-effectiveness of large-scale health inter-
ventions. It has nine volumes, the first of which is 
dedicated to essential surgery. It estimates that if 
the 44 essential surgical procedures identified by 
authors were available worldwide, they would 
avert 1.5 million deaths. Moreover, the cost of 
these procedures is only $10–$100 per disability- 
adjusted life year, which is on par with interven-
tions such as immunizations for infectious 
diseases [13]. The second event identified by 
Mock is the publication of findings by the Lancet 
Commission of Global Surgery. This paper ulti-
mately argues that surgery should be viewed as 
an “indivisible, indispensable part of health care” 
[1]. Moreover, it recommends template national 
surgical plans for LMICs as well as surgical indi-
cators to measure outcomes of implementing 
these plans. The final event cited by Mock is the 
World Health Assembly resolution on surgical 
care. This resolution is entitled “strengthening 
emergency and essential surgical care and anes-
thesia as a component of universal health cover-
age” [15]. It demonstrates a commitment by the 
World Health Organization to focus on surgical 
care. These three exciting events have ignited a 
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dedication within the world community to focus 
on making global surgery an essential component 
of global health.

 Quality of Surgical Care in LMICs

While access to surgical care in LMICs is lim-
ited, it is not altogether absent. About 3.5% of 
surgical procedures performed are in resource- 
restricted settings. However, the surgical care 
available in LMICs is not the same as that avail-
able in developed countries. Surgery is relatively 
safe in developed countries, with overall mortal-
ity related to surgical interventions estimated 
between 0.4% and 0.8%. Mortality rates are at 
least 10 times higher in developing countries 
[16]. There is also a two- to fourfold higher risk 
of anesthesia-related mortality in LMICs when 
compared to high-income countries [17]. Overall, 
surgery is less available and less safe in LMICs.

There are many barriers to safe and high- 
quality surgical care in LMICs. First, the focus of 
global health has historically been on infectious 
diseases, so the infrastructure in health systems 
of LMICs is primarily directed at the prevention 
and treatment of conditions such as HIV/AIDS, 
tuberculosis, malaria, and other infections. 
Obviously, the infrastructure needed for surgical 
care is very different from that needed for infec-
tious disease prevention and treatment. 
Infrastructural barriers to care range from absence 
of operating rooms to nonfunctional operating 
rooms due to inadequate or broken equipment to 
functional operating rooms without a consistent 
source of clean water or electricity [18, 19]. 
Often, the supplies needed for surgical interven-
tions including suture, instruments, and mesh are 
in short supply.

Personnel are also limited, and lack of skilled 
surgical providers has been cited in many studies 
as a primary barrier to the provision of surgical 
care in LMICs [2, 20]. Limited access to care, 
inability to pay, and the use of traditional medi-
cine as the first intervention all contribute to late 
presentations of surgical disease, which can com-
plicate operative management [19]. In addition, 

when surgical missions are involved in providing 
care, there are often language and cultural differ-
ences between providers and their patients.

Political instability and civil war can also cre-
ate barriers to care. Gulland (2013) describes the 
toll the war has put on the Syrian health-care sys-
tem as “systematic destruction” [21]. The war 
has destroyed both health-care infrastructure and 
the health-care workforce. Without these ele-
ments, it is impossible to provide access to surgi-
cal care. And last, but not the least, there is a 
component of indifference toward the health care 
of the poor by many governments in these 
countries.

 Organizational Ethics and Global 
Surgery

There is an obvious need for high-quality, safe, 
surgical care in LMICs, and there are many ave-
nues that can be taken to address this need. These 
options range from short-term, service-based trips 
to long-term academic partnerships. This section 
discusses the common benchmarks that all surgi-
cal initiatives in LMICs should strive for, which 
are based in the common goal of global health in 
general and global surgery in particular, which is 
to provide maximal benefit to the population 
being served. These benchmarks are prepared-
ness, competence, collaboration, sustainability, 
continuity of care, and outcomes monitoring [22].

Preparedness in the setting of global surgery 
requires acquiring knowledge of the location, cul-
ture, and language. In addition, volunteers must 
also get a sense of the capacity for surgical care in 
the area where they are planning to go. It is essen-
tial that volunteers know how many operating 
rooms they will have, what resources are available 
in operating rooms, the ward and ICU capacity, 
availability of common perioperative medications 
(e.g., antibiotics, analgesics), and local support 
staff among other things. There are several tools 
available for capacity assessment for surgical 
interventions. Surgeons Overseas developed a 
100+ questions capacity assessment tool which 
asks about personnel, infrastructure, procedures, 
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equipment, and supplies (PIPES) [23]. This type 
of instrument should be used prior to starting a 
mission to determine if the mission is feasible, 
identify the likely barriers surgical care, and decide 
what supplies should be brought with volunteers.

Competence refers to the level and focus of 
volunteers’ training. Surgical volunteers should 
participate in missions that are in line with their 
expertise both for the purposes of patient safety 
and for provider comfort. Neither patients nor 
providers benefit when surgical volunteers work 
outside of their skill set or comfort zone. Surgeons 
may be asked to perform procedures that are out-
side of their comfort zone. If they have prior 
knowledge of common procedures that they will 
be asked to do, they can prepare for this prior to 
starting the mission. If this situation comes up 
during a mission, they should be prepared to say 
no if they are not comfortable or confident in 
their ability to do the procedure.

Collaboration as well as teaching and training 
local human resources is essential for a productive 
global surgery mission. Specifically, volunteers 
must reach out to local medical providers and 
community leaders during the planning stages of 
their missions and continue communication dur-
ing and after the mission. Local collaborators can 
help develop specific goals and expectations that 
are based in community needs. Collaboration 
helps global surgical groups to design missions 
that are aimed at addressing the needs of the area 
where they are going as defined by medical pro-
viders and community leaders in that area. This 
fosters a positive relationship from the start, 
encourages buy-in from the community, and 
establishes a common vision for the mission.

Sustainability is paramount to global surgery 
initiatives. Short-term, isolated, procedure-based 
missions provide immediate benefit to those 
lucky enough to have procedures performed and 
have good outcomes from those procedures. But, 
when these groups leave, there is often no one 
left to continue to work. Sustainability, in a nut-
shell, is the objective of aid organizations to bring 
communities to the point where the organizations 
are no longer needed. When a community has the 
capacity in infrastructure, resources, and person-
nel to address its own surgical needs, the solution 
is permanent. Sustainability can be achieved 

through many avenues including education of 
local providers, continued presence through 
rotating teams, continued presence through vir-
tual tools, and monetary support for continuing 
surgical care in the area.

The next benchmark, which goes hand in hand 
with sustainability, is continuity of care. While an 
operation is an isolated event, the follow-up care 
and the management of long-term complications 
are not. Surgical teams must recognize their obliga-
tion to patients even after they have left and that 
they have a plan for providing care after the mis-
sion, either with local providers, through a contin-
ued organizational presence with rotating 
volunteers, or a virtual consultation presence. 
Without continuity of care, patients can have 
delayed complications with associated morbidity 
and mortality, and the surgical care proved will fail.

The final benchmark for surgical missions is 
outcomes monitoring. Historically, surgical mis-
sions have measured this benefit in numbers of 
procedures performed. They have not recorded 
nor reported outcomes, thereby making the 
assumption that all patients who undergo proce-
dures have positive outcomes and do not suc-
cumb to morbidity or mortality. As we know 
from surgical practice in the developed world, 
even in near-ideal conditions, surgical patients do 
suffer morbidity and mortality, so it only makes 
sense that patients in LMICs would be in the 
same situation even if volunteer surgeons are not 
in an area long enough to see these complica-
tions. The metric for measuring and reporting the 
benefit of medical missions has to change. Most 
US surgical programs collect data through the 
National Surgical Quality Improvement Program 
(NSQIP), which helps to monitor trends within 
hospitals and identify areas where hospitals are 
below average. This allows institutions to iden-
tify areas that are in need of improvement. While 
there are barriers to monitoring outcomes in 
LMICs, such as losing patients to follow-up and 
limited resources and personnel to do the out-
comes monitoring, these are not insurmountable. 
If the goal of global surgery is to maximize 
 benefit to the populations being served, then it is 
paramount that outcomes are monitored so that 
benefit can be quantified and surgical care can be 
improved.
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These benchmarks for global surgery should 
be used by organizations to assess their missions 
and by individual surgical volunteers to decide 
how they can best contribute to global surgery. 
While they cannot prevent ethical issues from 
occurring, they can help minimize some of the 
root causes of ethical issues through planning, 
early communication, continued support, and a 
dedication to quality improvement.

 Assessing Ethical Issues in Global 
Surgery

Even with the best laid plans for interventions, 
ethical issues are still bound to arise at the clini-
cal level. Therefore, surgeons should be prepared 
to identify, analyze, and resolve ethical issues 
that they encounter just as they should be pre-
pared for the surgical interventions they are likely 
to perform. The context of surgical volunteer 
work in LMICs is characterized by limitations 
and differences [24]. Limitations come in the 
form of instruments, operating rooms, anesthesia 
support, medications, electricity, running water, 
and supplies such as mesh, suture material, and 
sterile gloves. Differences between patients and 
providers include different languages, cultures, 
understandings of medicine, goals and values, as 
well as different approaches to the surgical 
informed consent process. While these character-
istics may exist in high-income countries, they 
are more pronounced and universally present in 
LMICs.

There are many great techniques for address-
ing clinical ethical issues including the four-box 
method by Jonsen, Siegler, and Winslade, the 
seven-question method by Bernard Lo, and the 
root cause analysis by Jim Dubois [25–27]. Each 
of these methods directs the physician to ask a set 
of questions or determine a set of facts about the 
situation and use this information to guide the 
decision. These methods are designed for Western 
providers in their home setting and assume a 
shared culture, language, and basic understand-
ing of medicine among stakeholders.

The methodology that I have proposed for 
addressing ethical issues in global health uses the 
methods described above for guidance but adds 
in the contextual features of differences and limi-
tations. It is specifically designed for medical 
volunteer workers in LMICs. For example, it uses 
a mini-ethnography approach to ask patients 
explicitly about their understandings of the medi-
cal problems, what they think can be done about 
it and what they think will happen with and with-
out intervention [28]. It seeks to identify the 
norms and values of all of the stakeholders 
involved and the limitations of the situation.

The methodology is outlined in Tables 1 and 
2. These tables provide the list of questions that 
should be asked to various stakeholders when 
analyzing an ethical issue that arises during a 

This case demonstrates how limitations 
dictate the care that can be offered for 
patients in LMICs. When faced with lim-
ited options and unsure about what the best 
course of action is, case analysis methods 
are helpful for thoroughly assessing the 
situation.

Radical mastectomy without chemother-
apy or radiation is not the standard practice 
in the United states and the resident is trou-
bled by the situation of offering sub- 
optimal treatment. She wonders if it is 
appropriate to offer mastectomy alone 
given the high risk of recurrence.

A surgical resident from the United States 
travels to Africa for an away rotation. 
During the rotation, she encounters a 
patient with an ulcerated breast cancer 
invading the abdominal wall. Chest X-ray 
does not show lung metastasis. The attend-
ing surgeon offers a radical mastectomy 
but not chemotherapy or radiation. In dis-
cussing the situation with the attending sur-
geon, he explains that chemotherapy is not 
available and radiation is only done at one 
center in the country. It is prohibitively 
expensive for patients.
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Table 1 Questions for medical aid workers and patients [29]

Category Medical aid worker questions Patient questions
Medical 
facts

What is the patient’s diagnosis?
What are the most prominent symptoms?
What is the cause of the patient’s health 
problem?
What can be done to treat this problem?
What is the prognosis for this patient? What 
do you expect the outcome of treatment to 
be?

What do you call your medical problem?
What effect has this problem had on your life?
What is the cause of your medical problem?
What have you done to treat this problem? Has this 
intervention been successful? Do you know what else 
can be done by a doctor to treat this problem?
What do you think will happen to you because of this 
problem?
What do you fear about this medical problem? What do 
you fear about the treatment of this problem?

Values What is your goal for medical intervention 
with this patient?
What values are important to you in this 
case?

What is your goal for medical intervention in your 
condition?
What values are important to you in this case?

Norms What ethical norms are important in this 
case?
What professional norms are important in 
this case?
What legal norms are important in this case?

What ethical norms are important in this case?
What professional norms are important in this case?
What legal norms are important in this case?

Limitations What constraints does time put on the 
treatment options?
What constraints do limited medical 
resources put on the treatment options?
Are there any other limitations to the 
treatment options?

What are the constraints on your ability to adhere to 
treatment options?
Are there any treatment options that you would not be 
able to adhere to? Why?
Are there any other limitations to the treatment 
options?

Stakeholders Is there local medical staff to consult about 
this case?
Are there other important stakeholders who 
should be consulted?

Does anyone help you make medical decisions?
Should anyone be told about your medical care?

Table 2 Questions for local medical providers and additional stakeholders [29]

Category Medical personnel questions Other stakeholder questions
Medical facts What is the patient’s medical diagnosis?

What are the most prominent symptoms?
What is the cause of the patient’s health 
problem?
What can be done to treat this problem?
What is the prognosis for this patient? 
What do you expect the outcome of 
treatment to be?

What do you call the patient’s medical problem?
What effect has this problem had on your life?
What is the cause of the patient’s medical problem?
Do you know what else can be done by a doctor to treat 
this problem?
What do you think will happen to the patient because 
of this problem?
What do you fear about this medical problem? What do 
you fear about the treatment of this problem?

Values What is your goal for medical intervention 
with this patient?
What values are important to you in this 
case?

What is your goal for medical intervention in the 
patient’s condition?
What values are important to you in this case?

Norms What ethical norms are important in this 
case?
What professional norms are important in 
this case?
What legal norms are important in this 
case?

What ethical norms are important in this case?
What professional norms are important in this case?
What legal norms are important in this case?
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medical mission to an LMIC.  They basically 
outline how to perform an “ethics history and 
physical.” Just as with a template history and 
physical, these tables are meant to provide guid-
ance for approaching an ethical issue. There will 
be cases where some of the questions are not 
applicable or when a particular question or cate-
gory needs to be explored in greater depth. At the 
end of the analysis, the provider should have a 
deeper understanding of the root cause or causes 
of the ethical issue (e.g., miscommunication, dif-
ferent understandings of the situation, variation 
among stakeholder values or goals). In addition, 
they will have identified the limitations and bar-
riers to various options that might be considered 
in solving the ethical problem. For example, in 
the case described, the surgical resident is 
focused on recurrence as an outcome measure 
for the surgical procedure being considered. 
However, the attending surgeon may be more 
focused on preventing morbidity and improving 
quality of life by removing the ulcerated mass so 
that the patient does not have to perform wound 
care or be burdened with a malodorous lesion 
that could lead to marginalization from her 
community.

 Determining a Course of Action

The methodology presented above helps the 
stakeholders analyze the root cause of ethical 
issues and the limitations to the options. After 
this exercise, the goal is to identify options that fit 

within the limitations that have been identified. If 
there are multiple options, they can be assessed 
using a decision aid. The decision aid presented 
in this section was initially designed for making 
decisions about public health ethics but can be 
modified to assist with clinical ethics decision- 
making [30].

The decision aid provides five considerations 
to use in analyzing each feasible option.

 1. The first consideration is necessity. 
Stakeholders must determine if it is necessary 
to infringe on identified values or norms to 
achieve the goals.

 2. Next, they should decide if the action is likely 
to be effective in achieving the desired goal.

 3. Third is the concept of proportionality. 
Assessing proportionality requires stakehold-
ers to decide if the desired outcome is impor-
tant enough to infringe on the identified values 
and norms.

 4. The forth consideration is that of least 
infringement. Stakeholders must determine if 
the option has been designed to minimize 
infringement on the norm or value that it is in 
conflict with.

 5. Finally, the stakeholders should evaluate their 
decision-making for proper process. In clini-
cal ethics decision-making, it is important to 
make sure that the right person (either patient 
or surrogate) is making the decision and that 
they have done so with adequate information, 
time, and without undue manipulation 
(Table 3).

Category Medical personnel questions Other stakeholder questions
Limitations What constraints does time put on the 

treatment options?
What constraints do limited medical 
resources put on the treatment options?
Are there any other limitations to the 
treatment options?

Are there any treatment options that the patient would 
not be able to adhere to? Why?
What are the constraints on the patient’s ability to 
adhere to treatment options?
Are there any other limitations to the treatment 
options?

Stakeholders Are there additional stakeholders who 
should be consulted?

Are there additional stakeholders who should be 
consulted?

Table 2 (continued)
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 Introduction

The operating room is a high-stress environment, 
where there are multiple competing interests in 
daily practice. These competing interests can 
stretch the will and ethical standard of any clini-
cian in difficult situations. No matter what the 
situation is, the clinician’s first ethical standard 
remains “primum non nocere” (first do no harm), 
probably the most well known of all physician 
ethical principles. It is arguably the first descrip-
tion of medical ethics and one which still holds 
true to this day. Whether or not a physician in 
practice today has taken some form of Hippocratic 
oath, it is this standard by which physicians are 
expected to hold themselves accountable in their 
day-to-day practice.

Clinical duty and providing care of quality 
may often be in conflict with institutionally man-
dated measures or production pressures to per-
form more surgeries. These pressures are 
commonly based on the requirements of meeting 
minimum health system targets or to increase 
revenues of for-profit or not-for-profit entities. 
Despite these pressures, it is the duty of the anes-
thesiologist and surgeon to take professional 

leadership in the operating room environment. 
However, this is not always guaranteed to be a 
straightforward decision-making process.

Arguably the single most important role of 
physicians in an operating room environment is 
that of fiduciary duty toward the patient. A fidu-
ciary duty involves a trust relationship between a 
patient and the physician whereby the patient 
trusts his or her physician to make the best deci-
sions on their behalf. The obligation of the physi-
cian is always to act in the patient’s best interest 
and benefit [1]. Surgeons and anesthesiologists 
are the patient’s fiduciary agents in the operating 
room, a role which carries a profound 
responsibility.

Not all operating room responsibilities are 
fixed. There are models of shared responsibility, 
with anesthesiologists working alongside certi-
fied registered nurse anesthetists (CRNAs), who 
in many states in the USA are independent prac-
titioners. Indeed, in many countries, nurse anes-
thetists may be the only anesthesia providers, and 
the previously pervasive hierarchical model of 
doctors in charge is often still the case. Regardless 
of the medical hierarchy, it is crucial that sur-
geons and anesthesia providers of all back-
grounds remain steadfast in their commitment to 
patients, always acting in their best interest. The 
same can be said for partnership with operating 
room (OR) nurses and other staff, ensuring that 
all OR members collectively care for their 
patients in an ethical and committed manner, 
respecting a patient’s right to choose.
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Although consent and the consent process is 
an important component of surgical care, it falls 
outside the scope of this chapter. This chapter 
rather focuses on principles of ethics, human 
rights, professionalism, and leadership.

 Human Rights

According to the Oxford Dictionary, the definition 
of human rights is “a right that is believed to 
belong justifiably to every person” [2]. 
Furthermore, the United Nations Universal 
Declaration of Human Rights states in Articles 1 
and 2 that “All human beings are born free and 
equal in dignity and rights. They are endowed with 
reason and conscience and should act towards one 
another in a spirit of brotherhood” and “Everyone 
is entitled to all the rights and freedoms set forth in 
This Declaration, without distinction of any kind, 
such as race, colour, sex, language, religion, politi-
cal or other opinion, national or social origin, 
property, birth or other status. Furthermore, no dis-
tinction shall be made on the basis of the political, 
jurisdictional or international status of the country 
or territory to which a person belongs, whether it 
be independent, trust, non-self-governing or under 
any other limitation of sovereignty” [3]. These 
basic principles of human rights are entrusted to 
the medical professional to uphold in the practice 
of medicine. It is also therefore the medical profes-
sionals’ responsibility to assure that at no point a 
patient’s individual human rights are violated.

 Ethical Principles

There are four cornerstones of healthcare ethics. 
These are the ethical standards to which both health-
care providers and institutions must adhere [4].

 Autonomy

The principle of autonomy refers to self- 
determination, especially when it refers to deci-
sions regarding medical care. It is a competent 
adult patient’s right to make informed decisions 
about their medical care and forms the basis of 
informed consent and agreement to care. It is the 
personal rule of the self that is free from both 
controlling interferences by others and from per-
sonal limitations that prevent meaningful choice. 
Although autonomy usually refers to patient 
autonomy, it cannot be forgotten that all profes-
sionals are also entitled to their own autonomy. 
This is relevant not only when patients agree to 
treatment plans but is so too for individual pro-
fessionals (e.g., surgeons and anesthesiologists) 
independently being able to make healthcare 
decisions.

 Beneficence

Beneficence is an act that is performed for the 
benefit of others. In healthcare, physicians have 
both moral and professional obligations to help 
their patients. Their ethical duty is to balance risk 
versus benefit and strive to always remove risk of 
harm. They are expected to act in the patient’s 
best interest, with the goal of promoting patient 
welfare or well-being. Beneficence and patient 
autonomy do not always go hand-in-hand and 
could lead to ethical dilemmas, e.g., a patient 
requiring coronary bypass surgery who smokes 
and refuses to stop smoking. The physician 
beneficence dilemma is to perform the surgery 
and to counsel the patient about smoking cessa-
tion. On the other hand, the patient’s autonomous 
decision to continue smoking despite counseling 
and honest discussion with his or her physician 
should be respected.

 Nonmaleficence

This principle relates to the necessity to (a) do no 
harm and (b) also not to cause any risk of harm. 
Clearly, this is not always easy to do, as there will 

The Four Cornerstones of Healthcare Ethics
• Autonomy
• Beneficence
• Nonmaleficence
• Justice
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always be a risk associated with any procedure. 
The challenge therefore is to balance what would 
be considered acceptable versus unacceptable 
risk. Only an honest, fair, balanced, and respect-
ful discussion with the patient would be able to 
place all in context, and thereby patient and phy-
sician reach a collaborative acceptable risk- 
benefit decision. The knock-on legal aspects 
relating to risk are focused around liability and 
negligence, where liability would be deemed to 
be a risk or adverse event caused due to medical 
care provided. This does not imply negligence, as 
liability does not automatically indicate lack of 
practicing at a minimum standard. Negligence is 
care provided (or not provided) which does not 
meet a minimum professional standard, be it 
either by advertent negligence or recklessness 
(due to intentionally causing risk) or inadvertent 
negligence (by not providing adequate care). 
Checks and balances in the legal system help pro-
tect patients by holding physicians accountable 
for their acts.

 Justice

Ferreres refers to justice in medicine as “… the 
fair allocation of resources” [5], whereas the 
Oxford English Dictionary refers to justice as 
“the quality of being fair and reasonable” [6]. 
Specifically in this area of healthcare, it is the 
role of social justice which clinicians knowingly 
or unknowingly practice. Physicians, who are 
held accountable by the Physician Charter, are 
reminded that they “… work actively to eliminate 
discrimination in healthcare, whether based on 
race, gender, socioeconomic status, ethnicity, 
religion, or any other social category” [7, 8].

Based on these principles, it is up to the 
physician, be they anesthesiologist or surgeon, 
to uphold their fiduciary duty to their patients 
of justice in the operating room. This is an 
especially unique setting, one where the 
patient, who may often no longer be able to 
speak for themselves due to the effects of anes-
thesia, has placed his or her trust in the surgeon 
or anesthesiologist to stand up and act on their 
behalf. It cannot be overstated that this is likely 

the most important ethical role of a surgeon or 
anesthesiologist. The physician’s role is there-
fore to steadfastly represent the patient’s best 
interest, regardless of race, economic standing, 
gender identity, ethnicity, finances, or social 
setting.

 Health Equity

Although arguably an issue closer related to 
humanitarianism, health equity is a crucial com-
ponent of healthcare. It remains an ethical issue 
for leaders, especially in countries or system or 
even hospitals without universal access to health-
care. Health equity can be defined as “Attainment 
of the highest level of health for all people. Health 
Equity means efforts to ensure that all people 
have full and equal access to opportunities that 
enable them to lead healthy lives.” Conversely, 
health inequities are “differences in health that 
are avoidable, unfair and unjust. Health inequi-
ties are affected by social, economic, and envi-
ronmental conditions,” and health disparities are 
“Differences in health outcomes among groups 
of people” [9].

The traditional physicians’ Hippocratic oath 
obligates them to uphold ethical standards of 
care. The Hippocratic oath dating back to 
Hippocrates in BC460 was the first expression of 
medical ethics in medicine and set a number still 
highly pertinent ethical standards for the practice 
of medicine. Physicians’ commitment is not only 
to the patient directly in their care but also to the 
society as a whole, and caring for populations at 
large remains a core principle of medical ethics. 
Public health is another cornerstone of health-
care, yet it is a skill set largely lacking among 
physicians. Due to physicians’ ethical commit-
ment to health for all, it is crucial for them to also 
be leaders in public health, specifically address-
ing health inequities and disparities. As a result it 
follows that surgeons and anesthesiologists play 
a vital role in leading efforts to address the 
 inequities and disparities in surgical care at large. 
This remains valid for care both in the operating 
room, as well as creating systems for care of the 
poor and destitute.
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 Professionalism

A profession is a vocation or a calling to which 
the individual involved has trained to a higher 
level, reaching a minimum standard. Medicine is 
an example of a profession, and physicians 
remain among society’s highest-trusted profes-
sionals. It is therefore crucial that physicians 
maintain a minimum standard of professional-
ism. The Royal College of Physicians in London, 
UK (RCP), described medical professionalism as 
“A set of values, behaviours, and relationships 
that underpins the trust the public has in doctors.” 
Furthermore the 2005 RCP report proceeds:

Medicine is a vocation in which a doctor’s knowl-
edge, clinical skills, and judgment are put in the 
service of protecting and restoring human well- 
being. This purpose is realised through a partner-
ship between patient and doctor, one based on 
mutual respect, individual responsibility, and 
appropriate accountability.
In their day-to-day practice, doctors are committed 
to: integrity, compassion, altruism, continuous 
improvement, excellence, working in partnership 
with members of the wider healthcare team.
These values, which underpin the science and 
practice of medicine, form the basis for a moral 
contract between the medical profession and soci-
ety. Each party has a duty to work to strengthen the 
system of healthcare on which our collective 
human dignity depends. [10]

The implied trust in the medical profession 
has been eroded in recent times, and the chal-
lenge is for the profession overall to regain soci-
ety’s trust. This can only be achieved by the 
profession as a whole, as well as by individual 
physicians acting with the highest ethical and 
professional standards.

It is this earned trust of patients to their anes-
thesiologists and especially their surgeons which 
creates a responsibility of these professionals to 
ethically fulfill their fiduciary duty as leaders of 
care in an operating room environment, both 
when the patient is aware as well as when they 
are under the effects of anesthesia. These profes-
sionals are expected to continually act in a man-
ner which justifies this trust, which at times could 
put them in conflict with hospital management, 
other professions, or other individuals in the 
operating room environment. Regardless, it is 

their duty to act in their patient’s best interest and 
lead the team to solving disagreements or 
conflicts.

 Leadership

Surgeons and anesthesiologists are expected to 
be leaders in the operating room and periopera-
tive environment. Despite excellent teaching of 
healthcare and clinical practice, unfortunately 
medical schools and residencies have not histori-
cally served their students or trainees effectively 
in leadership training. Although this is changing, 
it is still not sufficient in equipping these health-
care professionals for the enormity of their medi-
cal leadership role.

Leadership skills are a continuum. On one end 
of the spectrum, some individuals have an innate 
ability, possessing a natural skill set that enables 
them to effectively and calmly lead. On the other 
end of the spectrum are those who have few natu-
ral leadership skills. To them, leadership is based 
more on managing or following a set of rules, and 
they often (knowingly or unknowingly) find lead-
ership positions difficult. No matter where the 
individual falls on this continuum, all need for-
mal leadership training. There are skills that will 
assist in any number of scenarios, by equipping 
the individual to lead.

Examples of Leadership Skills

• Motivational and inspirational
• Patient-focused
• Lead by example
• Lead with skills and knowledge
• Effective organizational skills
• Interconnectivity
• Innovation
• Communication
• Independent thinker
• Visionary
• Change agent
• Serve staff and patients regardless of 

leadership style
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Much has been written about leadership styles. 
The eight most effective leadership styles are 
charisma, innovation, command and control, 
pacesetter, laissez-faire, servant, situational, and 
transformational. There may be significant over-
lap in styles and leaders may possess more than 
one style. Different situations may call for differ-
ent approaches or style, and the most effective 
leaders do so by innate ability, training, and expe-
rience. Surgeons and anesthesiologists require 
these skills as leaders in the operating room set-
ting [1, 10].

Formal leadership training is required in phy-
sician training, along with training in manage-
ment skills, finance, and business, along with an 
expanded public health focus. This is essential to 
better equip physicians for the leadership roles in 
surgery, anesthesia, perioperative medicine, and 
the operating room environment.

 Surgeon-Anesthesiologist 
Relationship and Aligned Goals

There is a critical relationship between the sur-
geon and anesthesiologist. This extends beyond 
just care of the patient on the operating table but 
so too in the running of and leadership in the 
operating room itself. Due to the different back-
grounds and focus of these specialties, mutual 
respect, partnership, and collaboration are key 
in the safe care of patients and leading the oper-
ating department. Not only are these two spe-
cialties codependent on each other, but they can 
also set the tenor in working with nursing lead-
ership, technicians, and ancillary staff and 
administration.

Surgeons and anesthesiologists caring for the 
same patient can be described as an ideal synergy 
of skills, knowledge, expertise, and commitment. 
It follows therefore that as professionals, they 
function extremely well as a team in the vast 
majority of circumstances.

One could consider the unique surgeon- 
anesthesiologist relationship as aligned goals 
falling into one or more of the following catego-
ries: (1) patient safety, well-being, and satisfac-
tion; (2) highest-quality, evidence-based care; 

(3) efficient operating room utilization; (4) clini-
cal governance; and (5) leading the entire peri-
operative team in morale and teamwork by 
creating a communicative, safe, and supportive 
environment.

Specifically, clinical governance is a concept 
widely described in the UK, Canada, Australia, 
and New Zealand. The UK’s National Health 
Service (NHS) describes clinical governance as 
“Clinical governance is the way the NHS works 
to improve the quality of care patients receive 
and to maintain that high quality of care. It is 
about ensuring that patients get the right care at 
the right time from the right person and that it 
happens right first time” [11]. It comprises the 
following key clinical components: (1) risk man-
agement; (2) clinical audit; (3) education, train-
ing, and continued professional development; (4) 
evidence-based care and effectiveness; (5) patient 
and caregiver experience and involvement; and 
(6) staffing and staff management [12–15].

By incorporating the principles of clinical 
governance into surgical care, the OR team are 
equipped to provide best-practice evidence-based 
care. The team’s goals are aligned, with ongoing 
quality improvement processes in place, thereby 
providing the ideal circumstances for best possi-
ble outcomes [14].

 Different Perspectives 
and Viewpoints

It would be naive to assume that this is always the 
case. As highly trained individuals with independent 
skills and knowledge, conflicts will occur. It is the 
personal and professional duty of surgeons and anes-
thesiologists to respectfully work toward solving 
conflicts. The core of this conflict resolution needs to 
focus at all times on the patient’s well-being.

There are multiple sources of potential con-
flict in or around the operating room, for exam-
ple, clinical issues, changes in patient condition, 
professional conflicts with management, and 
nursing versus medical conflicts. In addition, 
interpersonal conflicts can occur between indi-
viduals and different specialties, as well as 
between surgeon and anesthesiologist.
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As professionals, whatever the cause or situa-
tional details regarding the conflict, it is the sur-
geon and anesthesiologist’s duty to lead 
resolution. This resolution may be particularly 
difficult when the conflict is between these two 
individuals.

Historically, the anesthesiologist worked for 
the surgeon, and this still remains the case in 
many countries at the present time, especially 
where anesthesia provision is not always pro-
vided by a physician anesthesiologist. The sur-
geon was, and often still is, considered in charge 
of the operating room. This traditional “captain 
of the ship” model implied that the surgeon is 
undoubtedly in charge of all activities in the oper-
ating room and that all responsibility rests on this 
individual’s shoulders. This model remained 
until the 1980s, when it became apparent that 
anesthesiology departments were becoming enti-
ties in their own right, rather than being under the 
overall umbrella of surgery departments. 
Considering the complexity of hospitals and 
healthcare systems, it can no longer be presumed 
that a surgeon is responsible for everything that 
happens in an operating room, one where there 
are institutionally mandated process measures, 
nursing staff, scrub technicians, anesthesiolo-
gists, nurse anesthetists, anesthesia technicians, 
ancillary staff, environmental services, as well as 
laboratory, engineering, and management inter-
actions. This represents a significant change in 
the operating room environment, one that has 
also significantly affected the relationship 
between surgeons and anesthesiologists, as well 
as the dynamics and responsibilities in the oper-
ating room. Teamwork and collaboration are key 
in providing the best for each patient.

As times and roles have changed, it is essen-
tial for surgeons and anesthesiologists to have a 
clear understanding of each other’s role in the 
perioperative process. Each one of these physi-
cians has a unique and expert skill set, which as a 
whole makes a formidable team to care for each 
patient. However, trust and mutual respect are 
crucial for the effective performance of this team. 
Additionally, despite the leadership roles of all of 
the professionals, in the operating room environ-
ment, they are completely dependent on the 
larger team involved in patient care, from clinic 

medical and paramedical staff, through assess-
ment clinics, preadmission, operating room, 
recovery, and disposition locations. There are 
many “moving parts,” each crucial for safe and 
effective care of each patient. It is upon the sur-
geon and anesthesiologist to recognize their role 
in the team and be prepared to lead it.

What if conflicts initially appear unresolv-
able? How should these professions work toward 
resolving their differences?

If the conflict is of a clinical nature, the 
urgency of the case in question should dictate 
how the team proceeds. In elective or otherwise 
nonemergent situations, the surgeon and anesthe-
siologist have the benefit of time to work on an 
amicable or sensible solution. This may require 
further investigation or consultation within or 
outside the specialties in question, suggesting it 
may require a full multidisciplinary discussion. 
In circumstances where differences in opinion 
still exist, open and honest discussion with patient 
and/or family may be required, providing them 
with all relevant benefit and risk information. 
Despite differences in opinion, the surgeon and 
the anesthesiologist have to be objective and 
unbiased in managing this family conference, 
allowing the patient and/or family to reach an 
informed decision.

Emergent situations require a greater degree 
of urgency in reaching consensus. It is equally 
important that both specialties pursue this within 
the context of doing what is best for the patient. 
Further consultation may not be an option, hence 
the responsibility for the surgeon and anesthesi-
ologist to pursue a solution. In situations where 
no consensus can be reached, systems need to be 
created which can help reach resolution. 
Institutions have created the role of an operating 
room lead, usually an in-hospital physician 
(24  hours a day) who is tasked with making a 
best-judgment decision in resolving conflict.

 High-Risk Patients

Based on their already described role of manag-
ing conflict or differences in opinion, surgeons 
and anesthesiologists are uniquely positioned to 
lead multidisciplinary high-risk clinics and 
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 evaluation panels. This is due to their unique per-
spectives on surgical and medical disease, as well 
as their knowledge of projected disease course. 
These professionals are well equipped to create 
and guide these teams in workup, preparation, 
and perioperative optimization of high-risk 
patients but also to advise if surgery is not the 
ideal option, if risk profile outweighs potential 
benefits in specific patients.

 International Health Ethics

Compared to its traditional roots in medicine and 
infectious disease, global health is an emerging 
field in surgery. Surgeons and anesthesiologists 
often travel to extremely low-resourced areas of 
the world to be involved in global surgery endeav-
ors. The Lancet Commission on Global Surgery 
described the lack of access to surgery globally 
as a public health crisis, especially in middle- and 
low-income countries. The commission recom-
mended a dramatic and urgent need for expan-
sion in surgical capacity [16]. The most common 
type of global surgery program has been the spe-
cialist surgery camp or mission, where a number 
of procedures are performed on a population who 
usually do not have access to such services 
through their own healthcare systems. Common 
examples are surgeries for cleft lip and palate, 
orthopedic trauma, club foot, pediatric cardiac 
surgery, ophthalmology, burns, vesicovaginal fis-
tulae repair, and so many more. Often these 
camps travel with an entire team of surgeons, 
operating room nurses, anesthesiologists, scrub 
technicians, and biomedical engineers, often all 
flown in from a high-income country. Much time 
and planning is involved in facilitating a success-
ful camp. Funding is provided in a number of dif-
ferent ways, some from foundations, charities, 
and governments to private donors, personal 
expenses, or gifts. This has a significant potential 
to cause production pressures on the camps, 
especially to perform a large number of proce-
dures in a short timeframe. There are multiple 
potential problems that arise, especially when 
considering much of the host sites infrastructure 
is usually worse than what these teams are used 
to having in their own institutions. Equipment is 

either often not present at the proposed site or 
broken or partially broken, and unfamiliar tools 
and devices may be all that is available. 
Additionally, medications are often in alarmingly 
short supply, as are electrical power and oxygen, 
neither of which is necessarily guaranteed to be 
available and when they are may only be inter-
mittently available. The question is how does the 
team proceed and what are the ethical consider-
ations of (a) being there and (b) proceeding in 
situations where their familiarity and skill levels 
are potentially tested beyond their boundaries of 
safety? Furthermore, although the surgeon and 
anesthesiologist may be the leaders in their own 
home institutions, who is in charge when they 
visit a low-resource setting? Seeing as they 
brought a team, usually at substantial expense, 
does that allow the visiting team to be in charge, 
or are they guests of a host institution and should 
therefore submit to the host institution leaders? 
Although this appears like an easy and logical 
answer, the details of implementation are often 
vague and challenging in the real-life settings.

Although service-based surgical camps 
remain the most common global surgery endeav-
ors, emphasis is now moving toward more sus-
tainable partnerships in teaching and training, 
program development, and capacity building 
[17]. These are arguably more sustainable global 
health models, as the service-based model can 
disenfranchise the local medical community, 
often leaving them at the periphery of the care 
delivery being provided by the highly resourced 
visitors from abroad. Regardless of the model, 
ethical concerns remain.

If one pauses and considers the pillars of 
human ethics, being autonomy, beneficence, non-
maleficence, and justice, it is easy to see where 
problems could arise. Visiting professionals 
struggle to adequately consent individuals due to 
language barriers, and it could be perceived as 
coercion, rather than true patient autonomy. 
Beneficence may not be as big of a problem, as 
the visitors are usually well-intended, but nonma-
leficence could easily be a stumbling block. 
Although the visitors do not wish to harm 
patients, their unfamiliarity with the host system, 
equipment, medications, staffing, and process 
could lead to unwanted risk or harm. In addition, 
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follow-up is an important component of any sur-
gical care, and plans may not always be in place 
for managing not only the routine follow-up but 
even more importantly complications relating to 
care. That could lead to questions of justice and 
self-determination for the patients affected and 
could clearly question how effective a visitor-led 
full informed consent process is in such settings.

The specifics of who’s in charge echo loudly 
as cases are being performed. Imagine a situation 
where a visiting surgeon from the USA is operat-
ing on a child alongside a host surgeon in sub- 
Saharan Africa, and they encounter technical 
problems during the surgery, where these prob-
lems could lead to significant unintended harm. If 
there is a difference of opinion on what the course 
of action should be, even if the visiting surgeon is 
reasonably experienced in handling this situa-
tion, who makes the final decision? Who’s in 
charge? Whose patient is it? What if the host sur-
geon’s plan isn’t likely to rescue the clinical 
dilemma? What if the visiting surgeon has an 
entire team from his home institution and every-
body felt strongly that their US-based surgeon 
should make the decision? What would the 
impact be to the host surgeon, the program, and, 
obviously, the patient? How would they handle a 
family conference after surgery if things did not 
proceed well and the patient suffered complica-
tions? What recourse does the family have? Who 
takes the blame?

Most people in healthcare are well inten-
tioned; this is especially true of the majority of 
those who take time to travel on global health 
missions and camps. However, being poorly pre-
pared for the reality of what these providers will 
encounter once they reach these low-resource 
settings is a setup for personal and professional 
ethical dilemmas. Indeed, little focus is placed on 
the ethics of international health, and there is a 
paucity of ethics publications specifically regard-
ing global surgical programs. This leads to poor 
preparation of many well-intended healthcare 
workers, most who have to figure it out on-the- 
fly. Furthermore, are the good intentions of sur-
geons, anesthesiologists, and their visiting teams 
enough to justify their programs, or could the 
mere existence of these programs be causing 
more harm than could be intended?

It can be difficult for leaders like surgeons and 
anesthesiologists from highly resourced centers 
and countries to honestly reflect on the potential 
for causing harm in low-resource settings. The 
mantra is often “any help is good help,” and 
“people are receiving treatment they may not oth-
erwise be receiving.” Visiting professionals of all 
types may often believe that seeing as they come 
from impressive highly resourced and educated 
backgrounds, they know what is best for the host 
institutions or programs. Often, visitors lack 
meaningful of insight into the immense cultural, 
ethnic, and anthropologic determinants of health-
care practice in the new settings and may make 
sweeping statements or dictate rules of engage-
ment for the host institutions. These institutions 
and local providers often acquiesce to these 
demands in the hope of funding, donations, and 
help with managing their population’s disease 
burden. This type of paternalistic arrangement is 
effectively healthcare “colonialism” or “neocolo-
nialism” as described to the authors of this chap-
ter by a Ugandan colleague in 2015.

Holm and Malete wrote a compelling com-
mentary in The Chronicle of Higher Education in 
2010, calling it “Nine Problems That Hinder 
Partnerships in Africa.” In their paper, they 
describe nine problematic themes endemic in 
partnership programs.

Holm and Malete’s “Nine Problems That 
Hinder Partnerships in Africa”

 1. Developed countries take academic lead.
 2. Outside scholars dictate university 

curricula.
 3. Visiting academics top-down approaches.
 4. Developing countries cannot afford 

project costs.
 5. Multiple donor partners.
 6. Developed countries’ researchers have 

an obligation toward donors.
 7. Top-quality universities looking for com-

parable quality in developing countries.
 8. Overexaggerated risk to staff and stu-

dents in Africa.
 9. New skills often taught in quick workshops.
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The authors finish their paper by stating the 
following and is a challenge to leaders of global 
health programs:

The challenges can be overcome, but not over a 1- 
or 2-day visit. They require the development of a 
relationship that stems from friendship, trust, and 
mutual respect, a relationship that comes with 
shared experiences, disagreements, conversations, 
and solving problems together. All of that is 
demanding, but not impossible [18].

The global financial “aid” community is 
another sobering example of good intentions not 
always improving the lives of those intended to 
be helped. Aid to poor countries, for example, by 
debt forgiveness or monetary donations, has 
often worsened the problems of the countries 
they were intended to help. Although this is not 
the case of all aid programs, it is indeed a reality 
in the aid industry. Whatever the net effect is for 
different programs, good or bad, they require 
intense personal and programmatic scrutiny for 
potential negative effects [19–22]. This intro-
spection and evaluation should also be another 
cornerstone of global health programs, one where 
physician leaders lead the drive to assess impact, 
quality, and effectiveness, contrasted with nega-
tive effects on patients, their families, the health 
system served, and the host site healthcare 
professionals.

It requires a diligent, patient, and reflective 
approach to listening to what the host leaders and 
providers have to say and then to gently probe 
with pointed questions of knock-on effects to the 
host site. This is true not just of surgery camps, 
but also teaching, program-building, or research- 
based programs. That type of leadership should 
be demanded from physician leaders of these 
endeavors.

At the outset these programs should be under 
the leadership and guidance of the host institu-
tion physicians and healthcare workers who then 
partner with appropriate visiting professionals, 
those familiar with the host environment, as well 
as being leaders in their own institutions. This 
may be a stumbling block for many of the visit-
ing physicians, who are task oriented, aiming at 
achieving the goals they may have set themselves 
or coerced from host leaders. Once again, the 

host institutions should lead these processes, 
with astute, respectful visiting physicians being 
key partners in a collaborative process. As part-
ners, with a strong focus on healthcare and inter-
national health ethics, visiting teams can build 
programs with respect and sustainability for 
those who require it most – the patients in need.

As medical ethicists have struggled with 
paternalistic behavior which remains common in 
global health, progress has been made on tools 
for ethical engagement in partnerships. The 
Canadian Coalition for Global Health Research 
has published a collaborative groundbreaking 
tool for assessing and improving global health 
partnerships. The “Partnership Assessment Tool” 
focuses on five key themes for bilateral consen-
sus [23]:

• Sustainability
• Knowledge production
• Knowledge translation
• Capacity development
• Innovation

Surgeons and anesthesiologists who embark 
on global health programs are required to lead 
with humility respect, keeping their teams 
focused on valuing and embracing the local com-
munities and healthcare providers, to listen more 
than they speak, and to also serve with respect.

 Summary

The operating room has developed into a high- 
pressure and complex medical environment, one 
with multiple and often distracting processes 
occurring at any point in time. Yet, at the core 
remains the patient, who has placed their trust in 
the operating room team to provide the best pos-
sible care and always act in the patient’s best 
interest. There are systems in place, with operat-
ing room leadership and management, yet on the 
basis of the physician-patient contract, the patient 
has provided their surgeon and anesthesiologist 
fiduciary duty for their care. This is both an ethi-
cal and legal contract, which ideally places these 
physicians in the position of leading the 
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 perioperative team. It is their expectation and 
duty to manage and coordinate the complex flow 
in the operating room environment, taking 
responsibility to lead the team. In times of patient 
condition change, conflict, or differences in opin-
ion, it is the role of the fiduciary agent to create 
an environment of problem solving. The pillars 
of ethical behaviors remain the same whether 
they occur in a high-income setting or the realms 
of global health in low- and middle-income coun-
tries. Patients deserve no less.
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The Surgeon-Patient Relationship: 
Built Upon Trust

H. Alejandro Rodriguez and Carlos A. Pellegrini

 Introduction

A trusting relationship and enduring between physi-
cians and their patients lies at the very heart of the 
practice of medicine. This bond has its base on 
communication [1]: a bidirectional flow of informa-
tion through which the physician obtains informa-
tion about his or her patient, counsels on the nature 
of disease and available treatments, and provides 
necessary support. In turn, patients communicate to 
their physician the series of events that brought 
them to seek medical care, inquire about the specific 
impact of a given disease process, and participate in 
decisions regarding available treatments.

Trust has been described as an essential com-
ponent of all human relationships [2]. Indeed, 
most surgeons will instinctively recognize that 
trust is crucial to a successful surgeon-patient 
relationship. But what, exactly, is trust? What are 
the barriers to trust? What are the mechanisms by 
which we can we promote trusting relationships 
in our everyday practice? Unfortunately, scarce 
methodical attention has been given to these con-
cepts within the field of surgery. In this chapter, 
we will review the general concept of trust, its 

barriers, ways to develop and maintain trust, and 
its relevance to an ethical surgeon-patient 
relationship.

 Trust

Trust is the foundation of society. Where there is 
no truth, there can be no trust, and where there is 
no trust, there can be no society. Where there is 
society, there is trust, and where there is trust, there 
is something upon which it is supported.

– Frederick Douglass (circa 1818–1895)

The Oxford English Dictionary defines trust as 
the “firm belief in the reliability, truth, or ability of 
someone or something” [3]. Similarly, Merriam-
Webster’s Dictionary states that trust is “assured 
reliance on the character, ability, strength or truth 
of someone or something” [4]. In these definitions, 
multiple synonyms (e.g., reliance, truth) are used 
to describe trust. The sociologist Bernard Barber 
observed this tendency and astutely identified a 
common thread among definitions of trust: expec-
tations [5]. Thus, Barber defined trust as the fol-
lowing expectations:

 1. The persistence and fulfillment of the moral 
and social orders.

 2. A technically competent role performance 
from those involved in social relationships 
and systems.

 3. The involved parties will carry out their fidu-
ciary obligations and responsibilities.
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Another sociologist, Niklas Luhmann, 
describes trust as a “a basic fact of life,” without 
which a person would be “prey to a vague sense 
of dread, to paralyzing fears.” Luhmann’s view is 
that daily life is filled with innumerable possible 
scenarios, too complex for any person to calcu-
late or anticipate. Trust then is to reduce this 
complexity, “to behave as though the future were 
certain” [6]. From the above definitions, it fol-
lows that trust is essential for all human relation-
ships and a functioning society.

All trusting relationships, however, introduce 
a measure of vulnerability. To trust is to subject 
oneself to the goodwill of others, to the belief that 
the moral order will persist. If either party in a 
relationship does not fulfill his or her obligations, 
it is done so at the detriment of the opposite party. 
Thus, while trust can be described as a necessary 
(and desirable) component of everyday life, it can 
be hazardous as it opens the possibility of 
exploitation.

 Trust in Medicine

If trust is necessary for a functional society, it is 
to be expected that it is indispensable for the suc-
cessful practice of surgery. Patients must put 
aside fears and place faith in the fact that a sur-
geon will be competent and will carry out his 
fiduciary duty. Indeed, Barber’s definition of trust 
can be well adapted to medicine, as society gen-
erally expects physicians to:

 1. Diagnose, counsel, and treat the patient.
 2. Do the above in a technically proficient manner.
 3. In all decisions, place the patient’s best inter-

est first and foremost.

Luhmann’s concepts can be likewise applied 
to medicine; a surgeon must reduce complexity 
by helping patients to navigate through a multi-
tude of available treatment options and possible 
outcomes. Without this reduction in complexity, 
we could well expect patients to be paralyzed 
with fear and to refuse medical or surgical care.

While definitions of trust between any two 
parties can be applied to medicine, there are a 

couple of aspects that make trust within the 
physician- patient relationship unique. First, the 
asymmetry of power should be considered. On 
one hand, the patient is partially forced into the 
relationship: she seeks care after a series of 
symptoms pushed her beyond a sufficient thresh-
old [2]. She could be expected to be concerned, 
anxious, or otherwise suffering. The very action 
of presenting and requesting medical care is the 
first act of trust: “I will go to the doctor, surely 
she can figure out what is going on and help me 
get better.” Finally, the patient lacks what she so 
sorely needs  – the knowledge and expertise to 
heal herself. These processes (the suffering of ill-
ness, “blind” trust, and the knowledge gap) con-
tribute to a state of vulnerability. Furthermore, 
while both parties (surgeon and patient) seek a 
positive outcome, it is for the patient, whose very 
existence may be threatened, for whom the stakes 
are higher. On the other hand, the surgeon holds 
the knowledge and the wisdom, can foresee a 
number of expected outcomes, and needs not per-
sonally suffer the anxiety of illness. Finally, phy-
sicians hold power as “gatekeepers” of medical 
care – a starting point from which further testing, 
consults, and treatment may result [7].

 System Trust

Just as trust must exist between individuals, it is 
necessary within relationships between individu-
als and larger systems. In today’s modern society, 
we rely not only on the expectations that a certain 
professional will honor her or his fiduciary duty 
but also a system that supports and validates the 
role of the professional [6]. To place trust in a 
lawyer is to also place trust in the law school she 
attended, the bar association that certifies her 
licensure to practice, and the court system or 
legal firm that employs her [5]. Thus, while a cli-
ent’s trust may rest mainly in his lawyer, a frac-
tion of that trust is shifted to a larger network.

The same is true for medicine. We expect sur-
geons to be properly trained and licensed by the 
relevant authorities. Further, surgeons do not 
practice medicine by themselves. From doorway 
to the operating room, a patient will encounter an 
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array of medical and administrative staff, who 
must all fulfill a certain moral and social order, 
do so competently, while honoring the fiduciary 
duty.

That medicine is not practiced in a vacuum is no 
surprise for physicians. However, many will 
eschew responsibility for other elements in the sys-
tem. Imagine the following scenario: a surgeon is 
late for a patient appointment, largely in part due to 
a clerical error. The patient is irritated by this situa-
tion and voices his displeasure to the surgeon. The 
surgeon could respond “yes, the staff here is very 
inefficient, I’m no fan of them myself.” In an effort 
to preserve his own bond of trust with the patient, 
this surgeon has distanced himself from the system. 
However, in the eyes of the patient, the surgeon is 
part of the system, and the distrust he harbors for it 
is likely to extend to the surgeon himself. Consider 
now an alternative response: “I am very sorry for 
this mistake and take full responsibility. My staff 
and I will work together to ensure it does not hap-
pen again.” This surgeon has accepted that some 
measure of trust between himself and the patient 
will be lost but assured the patient that he trusts the 
system he is part of. We contend that the latter 
option allows for trust building to continue and is a 
preferable response. In fact, we believe that when 
the physician “builds” the patient’s trust in the 
entire system, the physician is building his or her 
own trust from the patient [1].

The above example illustrates the fact that 
while system trust may represent a replacement 
of trust in the individual, the latter cannot be fully 
absconded. As Pellegrino and Thomasma point 
out in their treatise on clinical practice, trust is an 
ineradicable component of all human relation-
ships [2].

 Physician Trust in the Patient
Most explorations of trust in medicine focus on 
the trust patients attribute to their physicians; 
however a handful of authors have described the 
characteristics and importance of physician trust 
in the patient. For many physicians, the notion of 
reciprocal trust may be alien. However, this bidi-
rectional flow of trust has been described by 
patients as a foundation on which trust can con-
tinue to be generated [8].

This concept was explored in great detail by 
Thorne and Robinson, who performed an analy-
sis of healthcare relationships among chronically 
ill patients. The authors found that in the course 
of a chronic illness, patients and their family 
members developed specific knowledge and 
competencies in managing their disease. If these 
competencies were not validated by their health-
care provider, a loss of trust ensued. Conversely, 
if the patient’s acquired competencies were 
acknowledged, a feeling of empowerment and 
trust was fostered [9].

In a qualitative analysis of interviews of 
patients who were active drug users and their 
physicians, Merrill et al. explored “mutual mis-
trust” and its consequences in healthcare deliv-
ery. Their results showed that physicians feared 
being deceived by their patients, which in turn 
led to a lack of engagement with key patient com-
plaints. For their part, patients in this study were 
extremely sensitive to subtle negative cues from 
the physicians, which they took to be signs of 
intentional mistreatment [10].

Thus, if trust is to thrive in a surgeon-patient 
relationship, it must be reciprocal. The patient 
who feels trusted bolsters her trust in the physi-
cian. Conversely, the physician who does not 
trust his patient is unlikely to be trusted by the 
patient. Trust in medicine thus depends on a vir-
tuous circle (Fig. 1) between the patient, the phy-
sician, and the system. Lack of trust (or the 
emergence of distrust) in any one part of the cir-
cle will cause the entire cycle to collapse.

TRUST

Patient
Physician

System

Fig. 1 The virtuous cycle of trust. A break in any part of 
the cycle weakens the whole system
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 Recent Trends in Trust and  
the Medical Profession
Many physicians hold the belief that public trust in 
physicians has steeply diminished over the past 
few decades. In truth, distrust for the medical pro-
fession has long been harbored by some sectors of 
society. Consider the following line from Anton 
Chekhov’s play Ivanov (first  performed in 1887): 
“Doctors are the same as lawyers; the only differ-
ence is that lawyers merely rob you, whereas doc-
tors rob and kill you” [11]. Chekhov, who was a 
physician himself, based much of his early work 
on his own observations of society as well as his 
medical experience [12].

Satirists notwithstanding, the medical profes-
sion has historically enjoyed high rates of public 
trust. This continues to be true today; public poll-
ing from Gallup shows that in the United States, 
65% of interviewees rate the honesty of physi-
cians as “high” or “very high” [13].

This is not to say that trust in physicians has 
not changed in recent times. In the United States, 
the past 30 years has seen the rise and establish-
ment of managed care as the main system for 
healthcare delivery. This system consists of deliv-
ering healthcare through certain organizations 
(insurance networks and health maintenance 
organizations, or HMOs), with the stated interest 
of reducing costs while improving the quality of 
care. In practice, managed care resulted in sig-
nificant changes to medical practice, where 
access to certain diagnostic procedures, treat-
ments, and referrals is constrained. This shift 
necessarily produced a new environment, where 
the burden of health maintenance and responsi-
bility for outcomes is shared between physicians 
and systems [14].

Surveys performed in the late 1990s docu-
mented that most Americans believed that the 
rise of health maintenance organizations resulted 
in decreased quality of care. A 1997 survey 
reported that only 30% of Americans trusted their 
insurance plan to “do the right thing” [14]. In 
other words, patients did not believe that HMOs 
and other organizations would carry out the fidu-
ciary duty. While focused on organizations, many 
authors expressed concerns that this decrease in 
systems trust translated to patient’s trust in physi-

cians [15]. These concerns were validated by a 
1997 survey that found that patients reported a 
higher level of trust in physicians who partici-
pated in the fee-for-service model than they did 
in those that participated in salaried models [16].

From a global perspective, increased access to 
the World Wide Web has changed how patients 
initiate access to healthcare. Recent polling has 
shown that 72% of Internet users have looked 
online for health information; the same number 
use online reviews as a first step for choosing a 
doctor [17, 18].

In a perfect world, online reviews of physi-
cian’s performance are an excellent resource for 
patients, delivering transparency and account-
ability, which patients can use in their search for 
a physician. In reality, many physicians have 
expressed discomfort with online reviews. 
Specifically, concerns include lack of transpar-
ency (a doctor cannot know if someone posting a 
review is truly a patient or a malicious actor) and 
lack of utility (there are no defined metrics that 
tie high ratings to better outcomes). Furthermore, 
there is concern that only disgruntled patients 
will take the time to write a review [19]. However, 
quantitative analysis of online physician reviews 
shows the opposite. In a 2011 study of 4999 
online physician reviews, Kadry and colleagues 
found that most patients assign their physicians a 
positive score [20].

Discomfort notwithstanding, patients have 
become accustomed to online reviews, and they 
are unlikely to go away. Most physician ratings 
exist in specialized websites (e.g., Yelp.com, 
healthgrades.com); however some healthcare 
organizations have gone a step further and 
adopted rating systems into their own websites 
[21]. This represents a concerted effort to increase 
transparency, one which can help patients address 
the knowledge gap, and empower them to feel 
more confident about their choice in physician 
and/or healthcare system. In this manner trust is 
fostered even before the initial patient encounter.

Another proposed benefit of online reviews is 
that they provide a system of immediate feedback 
[22], which may aid physicians in adjusting their 
own practice in response to perceived deficien-
cies. It must be noted however that physician rat-

H. Alejandro Rodriguez and C. A. Pellegrini



175

ing scores and outcomes have not shown an 
association. A recent review compared 30-day 
risk-adjusted mortality rates following coronary 
artery bypass graft surgery (publicly reported in 
five US states) to online physician ratings. Here 
again most ratings were high (4.4 out of 5). No 
correlation between ratings and mortality rates 
was found, likely because ratings are based on of 
the quality of the surgeon-patient relationship, 
and not the patient’s health or the quality of the 
operation [23].

 Special Aspects of Trust in Surgery
While establishing a successful patient-physi-
cian relationship is a complex and delicate pro-
cess in all areas of medicine, surgeons face 
unique challenges in this arena. When meeting a 
patient, a surgeon must assess the patient, coun-
sel on the nature of disease, review therapeutic 
options, and discuss expected outcomes. If an 
operation is part of a proposed treatment, the 
surgeon must initiate a discussion on the risks 
and benefits related to a given procedure and 
engage in a thorough discussion known as 
“informed consent.” While possibly “routine” to 
a surgeon, for a patient any operation represents 
a high-stakes intervention – one which requires 
a high level of trust in the surgeon and the medi-
cal system. Not uncommonly, the entire infor-
mation gathering, counseling, and consent 
process occur during a single office visit or bed-
side consultation [24].

It is in these, often brief, visits that surgeons 
must achieve a high level of trust from their 
patients. Viewed objectively, there is perhaps no 
bigger act of trust than surrendering one’s body 
to a surgical procedure.

 The Role of Communication

If trust plays a central role in the surgeon-patient 
relationship, it follows that surgeons would do 
everything in their power to establish, maintain, 
and strengthen a trusting relationship with their 
patients at every opportunity. But how is this 
bond achieved? We contend that the prime man-
ner to do so is through communication.

Communication, in its broadest sense, is the act 
of “imparting or exchanging of information by 
speaking, writing, or using some other medium” 
[25]. This process is indeed indispensable for the 
execution of the main functions of a medical inter-
view: (1) determine and monitor the nature of the 
problem; (2) develop, maintain, and conclude the 
therapeutic relationship; and (3) carry out patient 
education and implementation of treatment plans 
[26]. In addition, the medical interview is the best 
place to provide moral support, discuss patient’s 
preference, and empower the patient by providing 
information and resources that allow the patient to 
participate in his/her own care.

That patients care about meaningful commu-
nication has been well established in the litera-
ture. In a 1997 study, Levinson et al. studied the 
relationship between communication and mal-
practice claims among 65 surgeons and 59 pri-
mary care physicians. Three trained coders 
listened to recorded clips form patient encoun-
ters, and these clips were graded among three 
domains: content, process, and emotional affect. 
Here, process refers to statements of orientation 
(defining roles and expectations) as well as facili-
tation (encouraging patients to elaborate on com-
ments and asking about their understanding). The 
authors found that primary care physicians who 
used more statements of orientation, used more 
humor, and encouraged patient communication 
were less likely to suffer litigation than those who 
did not. There was, however, no observed differ-
ence in malpractice claims and communication 
style among surgeons [27].

 More than Words

Presumably, communication is mainly comprised 
of spoken (or sometimes written) words, and 
patients may judge the quality of the therapeutic 
relationship based on the content of these words. 
Yet a vast body of research shows that the quality 
of patient-physician communication is bound by 
much more than just spoken words. Subtle and 
unintentional cues such as tone of voice, eye con-
tact, and body posture have been shown to con-
vey meaning to patients [28].

The Surgeon-Patient Relationship: Built Upon Trust
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A perhaps understudied aspect of communica-
tion in surgery is the physician’s tone of voice. In 
one of the few studies to examine this, Ambady 
and colleagues examined 144 conversations 
recorded during routine medical visits between 
patients and community practice surgeons. Sixty- 
five general and orthopedic surgeons partici-
pated; two patient encounters were graded for 
each surgeon. Interactions were reviewed by 12 
judges and rated on a 7-point scale on the follow-
ing variables: warm/professional, concerned/
anxious, hostile, and dominant. These variables 
were then compared to surgeon’s history of mal-
practice claims. Their results showed that sur-
geons who were judged to be more dominant and 
less concerned/anxious were more likely to have 
been sued [29].

Another study by Levinson et  al. evaluated 
racial disparities in surgeon-patient communica-
tion, comparing the latter to patient satisfaction 
among elderly white versus African American 
patients. Eighty-nine surgeons and 886 patients 
participated in the study. As in their previous 
research, three coders listened to brief audio 
clips, grading them on content for elements of 
informed decision-making and on process (as 
above). Finally, patients completed a patient sat-
isfaction questionnaire. The authors found no 
significant differences in content of informed 
decision-making elements based on race. 
However, coders rated process elements 
(responsiveness, respect, and listening) higher 
in visits with white patients than in those with 
African American patients. Accordingly (and 
despite having received similar information as 
their white counterparts), African American 
patients reported significantly lower satisfaction 
scores [30].

Findings from the studies mentioned above 
reinforce the notion that it is not just what sur-
geons say but how we say it and what emotions 
we display when we talk that can foster good 
communication and enhanced trust.

There is an additional, albeit less studied, 
issue that can contribute to the generation of trust 
and strengthening of physician-patient relation-
ship: the actions of the physician. Those actions 
may manifest during the medical interview, for 

example, in terms of body language and expres-
sion – such as listening intently, asking follow-up 
questions, abstaining from entering data in the 
computer while the patient is speaking, and other 
such actions. But it goes beyond that delivering 
in a promise (e.g., “I will call this prescription to 
the pharmacy” or “I will let your referring physi-
cian know about this consultation” or “I will call 
you tomorrow to see how you are doing,” etc.,) 
there are literally tremendous opportunities to 
“positively surprise” a patient, to deliver on a 
promise, to show respect, all elements that con-
tribute to the generation of trust [1].

 Teaching Communication Skills
In 2004, the United States Medical Licensing 
Examination introduced a new component, the 
Clinical Skills test. This exam aims to evaluate 
the presence of fundamental clinical skills neces-
sary for safe patient care. One component of the 
test focuses on communication and interpersonal 
skills (CIS). As a result, medical schools in the 
United States adopted formal training for CIS 
into their curriculum [31]. However most of this 
training takes place during the 1st and 2nd year 
of a physician’s training, before clinical expo-
sure. Moreover, most postgraduate training pro-
grams do not include communication training in 
their curricula. Thus, while physicians receive 
education early in their career, residents 
(immersed in clinical practice) must improve 
their communication skills only by the occasional 
feedback or suggestion [32].

In a 2004 study, Yudkowsky et  al. examined 
the communication and interpersonal skills of 22 
general surgery residents. Standardized patients 
were used in order to examine communication in 
six challenging scenarios: giving bad news, 
informed consent, treatment refusal, domestic 
violence, patient education, and history and 
physical exam. Resident’s capacity to maintain a 
patient-centered approach was judged on a 
5-point scale. Overall scores were 3.7/5 and were 
lowest in the informed consent and domestic vio-
lence scenarios. There were no significant differ-
ences in communication skill scores between 
PGY2 and PGY3 residents. On a posttest survey, 
92% of residents reported that feedback from the 
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standardized patients was useful [33]. Results 
from this study show that communication skills 
do not necessarily improve organically (i.e., 
without a formal curriculum) and that residents 
value feedback that allows them to improve.

A final aspect to consider in medical commu-
nication is that, in a therapeutic relationship, both 
physician and patient share a common goal: the 
reestablishment or improvement of health. 
However, either party approaches the problem 
from a different perspective. The patient lacks 
medical expertise; yet he is an expert not only on 
his own symptoms but also on his goals and pri-
orities. Conversely, the physician is an expert on 
the details of the nature of disease and treatment, 
but before meeting the patient, she is largely 
ignorant of the patient’s concerns and prefer-
ences. The union of both agendas should thus be 
the basis of an effective and humanistic medical 
interview [34].

 The Conclusion

Key concepts of trust and its centrality to the 
surgeon- patient relationship have been discussed. 
As the world adapts to new societal paradigms 
and technologies, surgeons must also react to 
respond to their patient’s needs. In order to foster 
a strong bond with his or her patient, the surgeon 
must not only to be trustworthy but must foster 
trust in the patient and medical system. To accom-
plish this, we must deliver knowledgeable and 
more importantly, compassionate care. In the 
words of Francis Peabody [35], “the secret of the 
care of the patient, is in caring for the patient.”
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The Transformation and Challenges 
of the Surgeon–Patient 
Relationship

Piroska K. Kopar

 Introduction

Bioethicists, like philosophers, are concerned 
with wisdom for its own sake. Their work is 
devoted to the pursuit of the truth not for any 

other reason than to know it. They question 
everything that may be an accepted fact of life to 
most others, for not-to-question is to take on faith 
or custom, a notion entirely contrary to the prac-
tice of philosophy. Physicians, on the other hand, 
especially surgeons, tend to be more practically 
minded. Surgeons perceive a problem that needs 
to be fixed, and they devise interventions based 
on a combination of their previous experience 
and on predicted results. Factors that do not affect 
the outcome are all but immaterial.

While we do not need to make bioethicists of 
all surgeons, the more familiar we are with our 
profession’s implicit contract with society, and 
the more aware we are of the ethical dimensions 
of our practice, the better doctors we will be to 
our patients. In this chapter the words “surgeon” 
and “doctor” will be used. I will first address the 
uniqueness of our field within medicine, fol-
lowed by a brief historical overview of the trans-
formation and challenges of the surgeon–patient 
relationship. I will examine the legal and bioethi-
cal foundations of our practice and will explore 
two of our ethical principles, autonomy and jus-
tice, in greater detail. I will review the variety of 
conflicts of interest and obligations surgeons face 
and reflect on our emerging challenges. I will end 
the chapter with some practical considerations 
for the ethical conduct to best optimize the sur-
geon–patient relationship.
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Surgical Critical Care, Acute Care and Trauma 
Surgery, Yale School of Medicine,  
New Haven, CT, USA
e-mail: piroska.kopar@yale.edu

Key Points Summary
• The surgeon–patient relationship is 

unique in the field of medicine.
• The surgeon–patient relationship is 

informed by the history of the doctor–
patient relationship and its legal and 
bioethical underpinnings.

• Patient autonomy and societal resource 
allocations weigh more heavily in 
the surgeon–patient relationship than 
before.

• Surgeons are under competing interests 
and professional obligations.

• Navigating conflicting obligations 
through honesty, transparency, and 
reflection can help preserve patients’ 
trust in surgeons.

• Ethics curricula can provide the space 
and the language for meaningful discus-
sion with our patients and each other.
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 The Surgeon–Patient Relationship 
Is Unique

The surgeon–patient relationship is unique from 
other medical encounters for several reasons. When 
a trauma happens, when a cancer grows, and when 
an organ fails, a surgeon is called. Surgeons cut to 
heal and hurt to cure: surgeons, by nature, are inva-
sive. While all physicians regularly participate in 
life or death decisions, the surgeon’s involvement is 
the most immediate and the most tangible. Lives 
are saved and bodies are left behind. The surgeon 
must go onto another operation, give someone else 
a chance, and be someone else’s hope. As the medi-
cal Charles Bosk has observed, surgeons respond 
to adverse events startlingly differently to the way 
medical doctors do. When the patient of an internist 
dies, his colleagues ask “What happened?,” but 
when the patient of a surgeon dies, the colleagues 
ask “What did you do?” [1].

As surgeons, we are often not afforded the lux-
ury of deliberation and so we must learn to think 
quickly, almost automatically, and act with scien-
tific objectivity. The responsibility assumed by the 
surgeon, best exemplified by intraoperative dynam-
ics, does not foster equality [2]. In the surgeon–
patient relationship, a certain degree of paternalism 
is not only permissible, but in fact necessary, as 
patients place their trust in their surgeon while they 
are under anesthesia. It is because of this transfer-
ring of agency and power that trust plays such a 
crucial role in the surgeon–patient relationship [3].

As surgeons, we are trained under the tutelage 
of our masters for longer than most. The nature of 
our work mandates physical proximity to our 
teachers for hours on end, shared experiences of 
failure with those we operate with when out-
comes fall behind what we had hoped for, and the 
burden of guilt when we make a mistake. It is 
hard not to become emotionally attached to “the 
way I have trained.” To quote the stoic philoso-
pher Marcus Aurelius: “Your way of thinking 
will be influenced by the nature of the objects 
you most often represent, for the color of the soul 
comes from representations” [4].

We are connected to our patients in a way that 
we feel grants us special “ownership.” When 
speaking about how one acquires ownership of 

one’s land and home, John Locke makes the argu-
ment that you may declare something as yours if 
you have invested physical work in it: if you have 
plowed and planted and farmed a piece of land, 
then you may call it and the fruits it produces 
yours [5]. Similarly, surgeons seem to have a 
unique sense of ownership of their patients related 
to a physical connection, a mixing of body parts, 
and an exercise of muscle memory in operating on 
them. We all routinely defer judgment in the 
patient’s continued care to the operating surgeon. 
Patients, however, are moral agents themselves, 
and we must be mindful not to let our feeling of 
ownership cloud our judgment in their postopera-
tive care. The concept of surgical buy- in relates to 
this idea. Some surgeons embrace the notion that 
once a patient has agreed to undergo an operation, 
he now “owes” a certain amount of effort at recov-
ery to his surgeon [6]. Conversely, when we cause 
an iatrogenic injury, we are much more reluctant 
to allow our patient to “give up” [7].

Surgeons, we tell ourselves, are doctors who 
can fix things: physicians who can operate. 
Paradoxically, the very attributes that make one a 
good surgeon may also subtract from one’s abili-
ties as a physician. The efficiency paramount in a 
hands-on field might translate into impersonal 
haste, and the distance to preserve objectivity may 
limit compassion. The guidance offered to patients 
intended in the spirit of beneficence may deterio-
rate into loss of respect for patient autonomy. To 
be a good surgeon and a good physician is a con-
stant balancing-act of virtues and behaviors that 
may, at times, conflict. Recognizing ethical and 
conflicts and knowing how to resolve them 
becomes especially challenging. To internalize 
the ethical conduct of a surgeon and a physician 
requires education and, most of all, practice.

 The Doctor–Patient Relationship: 
A Historical Perspective

The doctor–patient relationship has evolved sig-
nificantly over the centuries. Although there is 
plenty of evidence of medical and surgical prac-
tice predating Hellenic times, we trace the sanc-
tity of the duties of the physician to Hippocrates. 
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Notably, the original Hippocratic oath was much 
different from its current version recited at white 
coat ceremonies across US medical schools today. 
At its inception, the Hippocratic oath offered 
practical guidelines for interactions with patients 
(e.g., it forbade sex with patients). Included in the 
Hippocratic corpus as interpreted by Greeks, 
Romans, and Western societies to follow were the 
concepts of nonmaleficence, beneficence, and 
confidentiality. The code of the physician–patient 
relationship was founded on the competence and 
knowledge of the physician, extending to and 
including decisions about what course of action 
might be best for the patient. Such a paternalistic 
model of medicine served as the paradigm of the 
healing relationship for about 2500 years and, in 
many societies around the globe, persists today 
[3]. The first record of physician–patient relation-
ship and informed consent could be traced in 
Plato’s The Laws (book XI), where he points out 
the difference between free citizens and slaves.

The notion of patients’ rights did not enter the 
medical scene until after World War II.  History 
texts from this period are filled with documentation 
of the atrocities committed in the concentration 
camps of Nazi Germany against those considered 
subhuman by the Aryan race, as well as against 
their very own nationals who were elderly, frail, or 
mentally retarded. Many of these transgressions 
were committed by those in the medical profes-
sion: physicians and nurses. Medical procedures 
and human experimentation without consent, 
including on vulnerable populations and children, 
were rampant. The Helsinki Declaration, calling 
for the protection of basic human rights, was born 
from the aftermath of World War II.  While the 
Helsinki Declaration has no legal standing, it forms 
the cornerstone of the ethical underpinnings of 
human experimentation in civilized nations [8].

Supplemental Story: Doctors Doing the 
Devil’s Work
The atrocious acts of many doctors and nurses 
during the 1930s and 1940s in Nazi Germany 
is a shameful part of our profession’s collec-
tive history and easy to dismiss as a thing of 

the past. Looking back today, we find these 
practitioners’ choices morally repulsive, 
inexcusable, and completely unrelatable. 
What could possibly explain, let alone justify, 
the systematic killing of nursing home resi-
dents, the sterilization of mentally retarded 
people, and the cruel medical experimenta-
tion on children; let alone the systematic 
murder of millions of people in concentration 
camps? The disturbing reality is that doctors 
and nurses were not only aware of what was 
happening, but, in cases too many to count, 
acted as first-line engineers of destruction in 
the name of spearheading a so-called genetic 
cleansing movement.

In her presentation delivered for 
the New  York Genome Center, Deadly 
Medicine: Nazi Eugenics and its 
Implications Today, Dr. Mildred Solomon 
provides valuable insight into the historical 
context of these morally repulsive choices. 
World War I had left Germany decimated, 
with many of its youngest and most vital 
citizens having been injured on the battle-
field, now becoming amputees or depen-
dent on care in some other way. Young 
and healthy males debilitated to such an 
extreme seemed unjustly at odds with the 
sheltered lives of those who did not go to 
war, yet enjoyed the protection of social 
welfare. Physicians were among the first 
to rebel against what seemed to them an 
unjust allocation of resources. A misguided 
attempt to advocate for those who had been 
injured in the war that had stolen their youth 
and vitality, physicians decided to actively 
harm those they deemed less deserving 
of their care or of society’s investment. 
Appalled, as we are, by their actions, Dr. 
Solomon awakens us to the uncomfortable 
truth that we, physicians today, may not 
be that different from our historical coun-
terparts. In particular, in cases of genetic 
selection and manipulation, the precise 
lines between modern medicine and play-
ing god in deciding who is worthy of living 
and who is not are alarmingly blurry [9].
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The rights of subjects in scientific human 
experiments, however, is not identical to the 
rights of patients. The concept of patient auton-
omy is only about 50 years old, and its degree, 
validity, and foundation are still the subjects of 
lively debates in bioethics today. Although to 
what degree patient autonomy reaches or should 
reach may be debated, it has clearly become a 
revered ethical principle in today’s medicine 
[10]. Patient autonomy has replaced beneficence 
as the overriding factor in the clinical encounter, 
explicitly expressed in the Patients’ Bill of Rights 
(see Table 1).

The paradigm for our current idea of the 
proper patient–doctor interaction in the United 
States can be traced to the late 1960s and early 
1970s. These decades also mark the beginnings 
of bioethics along with the opening of the first 
institutions dedicated to its cause, such as the 
Hastings Center (1969) or the Kennedy Institute 
(1970). This was a time for celebrating the emer-
gence of individuality both in matters of prefer-
ence and in moral issues (e.g., the Vietnam War, 

homosexuality, feminism). The celebration of 
personal choices grew rapidly and extended to 
include the medical sphere seamlessly. Parallel to 
the civil rights movement, with the evolution of 
scientific and technological advancements, a 
societal existential anxiety loomed over the 
meaning of progress. The fear was that by alien-
ating the person from his or her body for the pur-
poses of scientific inquiry, scientific progress 
may paradoxically endanger the very humanity it 
aims to protect [8].

 The Surgeon–Patient Relationship: 
Legal Grounding

Prior to the emergence of individuality as an 
important social value, legal cases have paved the 
way to solidify the role of self-determination in 
the patient–doctor relationship and to underline 
the special moral obligations that physicians owe 
to patients. In 1901, in the case of Hurley v. 
Eddingfield, Dr. Eddingfield refused care to a 

Table 1 AAPS proposal

The Association of American Physicians and Surgeons adopted a list of patient freedoms in 1990, which was 
modified and adopted as a “patient’s bill of rights” in 1995:
  “All patients should be guaranteed the following freedoms:
   To seek consultation with the physician(s) of their choice;
   To contract with their physician(s) on mutually agreeable terms;
    To be treated confidentially, with access to their records limited to those involved in their care or designated by 

the patient;
   To use their own resources to purchase the care of their choice;
   To refuse medical treatment even if it is recommended by their physician(s);
   To be informed about their medical condition, the risks and benefits of treatment and appropriate alternatives;
    To refuse third-party interference in their medical care, and to be confident that their actions in seeking or 

declining medical care will not result in third- party- imposed penalties for patients or physicians;
   To receive full disclosure of their insurance plan in plain language, including:
     CONTRACTS: A copy of the contract between the physician and health care plan, and between the patient or 

employer and the plan;
     INCENTIVES: Whether participating physicians are offered financial incentives to reduce treatment or 

ration care;
    COST: The full cost of the plan, including copayments, coinsurance, and deductibles;
    COVERAGE: Benefits covered and excluded, including availability and location of 24-hour emergency care;
    QUALIFICATIONS: A roster and qualifications of participating physicians;
     APPROVAL PROCEDURES: Authorization procedures for services, whether doctors need approval of a 

committee or any other individual, and who decides what is medically necessary;
    REFERRALS: Procedures for consulting a specialist, and who must authorize the referral;
    APPEALS: Grievance procedures for claim or treatment denials;
    GAG RULE: Whether physicians are subject to a gag rule, preventing criticism of the plan.”
https://www.aapsonline.org/patients/billrts.htm
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pregnant woman in need of urgent medical 
 attention who subsequently died. The Supreme 
Court of Indiana declared that doctors are differ-
ent from other owners of establishments and, 
unlike innkeepers who may turn anyone away, 
physicians have a special obligation to help those 
in immediate need [11]. Decades later in Utah, 
the verdict in the case of Ricks v. Budge estab-
lished the precedence for the duty to not abandon 
patients once treatment has begun [12]. Even 
when a surgeon–patient relationship is not explic-
itly stated, the surgeon becomes responsible for 
the patient’s care when he makes an official med-
ical recommendation. In Mead v. Adler, an on- 
call neurosurgeon was held liable for the 
permanent disability of a patient for whom he 
advised against surgery upon initial consultation. 
The court specified that “in the absence of an 
express agreement by the physician to treat a 
patient, a physician’s assent to a physician  – 
patient relationship can be inferred when the phy-
sician takes an affirmative action with regard to 
the care of the patient” [13].

The legal need for consent for surgery builds 
upon the 1914 case of Schloendorff v. Society of 
New York Hospital. The patient, Mary Schloendorff, 
had agreed to examination under anesthesia, but 
had explicitly forbade the performance of an hys-
terectomy, allowing only the excision of her fibroid 
tumor with which she was diagnosed. Her surgeon 
performed the operation against her consent, and, 
when she developed gangrene of her arm in the 
postoperative period, she blamed the surgery and 
filed suit. The court found that her operation con-
stituted battery [14]. That a consent would only be 
valid if it was informed was delineated in the case 
of Canterbury v. Spence in 1972. Dr. Spence, a neu-
rosurgeon in Washington, had performed a spinal 
operation on a patient who became paralyzed post-
operatively. The surgeon had warned the patient 
of the possibility of weakness from the surgery, 
but had not informed him of the risk of paralysis. 
Although the jury found in favor of Dr. Spence, the 
court declared that all material risks must be dis-
closed to patients when asking for their consent to 
a procedure. Sufficient information would include 
what a reasonable person would need to know to 
make an informed choice [15].

 The Surgeon–Patient Relationship: 
Bioethical Underpinnings

There is not a single system of bioethics that is 
more ethically appropriate to describe the gov-
erning forces of medical ethics than any other. 
Approaches to inform the ethics of the surgeon–
patient encounter range from the theoretical to 
the purely practical. Virtue ethics espouses that to 
be a good surgeon, one must simply be a good 
person. It argues that the doctor as a value-neutral 
technician cannot be separated from the surgeon 
as a person and a moral agent [16]. As to whether 
it is possible to teach virtue, that has been a ques-
tion for the ages ever since Meno put the question 
to Socrates [17].

Narrative ethics, another model for under-
standing the ethical underpinnings of the clinical 
encounter, focuses on nonverbal interactions in 
addition to the verbal ones and invites the forma-
tion of emotional connections between doctor 
and patient. It asks the surgeon to pay attention to 
the story told, rather than to the detached scien-
tific problem. A story, it claims, is better suited to 
show the many shades of right and wrong [18]. 
Narrative ethics aims to remedy the rigid dichot-
omy and cool objectiveness of rational analysis. 
In its attempt at flexibility, however, narrative 
ethics risks becoming empirical rather than nor-
mative, or an excuse instead of an imperative. 
Feminist and relational ethics focuses on the 
patient as first and foremost a social being who, 
as the center of her social network, is not only 
influenced, but thoroughly defined by her rela-
tionships to others [19].

More recent times have seen a psychological 
account for moral choices, most successfully pro-
posed by Jonathan Haidt. Haidt developed the 
social intuitionist model that explains moral judg-
ment as mostly automatic and based on intuitions 
rather than reasoning. He names six moral “tastes” 
he claims are inherent and common to all: care, 
fairness, liberty, loyalty, respect for authority, and 
respect for sanctity. A significant body of empiri-
cal research supports his metaphor according to 
which we ought to visualize moral decision-mak-
ing as a rider on an elephant. The rider represents 
our rationalization and the elephant the vastly 
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more numerous nonrational causes of our choice 
[20]. Still others argue that American bioethics is 
impossible to separate from American Law. In the 
words of Annas: “In the United States, with its 
pluralism of beliefs and people, the law is what 
holds us together. There is no other ethos. Thus, 
the law  – procedural, autonomy based and case 
focused – came into bioethics” [21].

While philosophically sound and conceptually 
interesting the above frameworks may be, perhaps 
for its simplicity and easy adaptability to clinical 
medicine, the most frequently taught framework 
for medical ethics is the one outlined by 
Beauchamp and Childress. In what has become 
known as the “Georgetown Mantra,” the authors 
analyze ethical conflicts as the clash between two 
or more principles in their four- principle system of 
autonomy, nonmaleficence, beneficence, and jus-
tice [22]. Nonmaleficence is the imperative to do 
no harm and beneficence is the obligation of the 
physician to serve the best interest of the patient. 
Both principles have been accepted as the integral 
to the physician–patient relationship since its 
inception. The principles of autonomy and justice 
as ethical principles, however, as mentioned previ-
ously, are more modern. To better understand the 
meaning, importance, and limits of these concepts 
in the medical encounter, I will now examine these 
two principles in greater detail below.

 The Principle of Autonomy 
in the Surgeon–Patient 
Relationship

Now, I say, man and, in general, every rational 
being exists as an end in himself and not merely as 
a means to be arbitrarily used by this or that will. 
Immanuel Kant, Metaphysics of Morals

Brother, let me ask you one more thing: can it be 
that any man has the right to decide about the rest 
of mankind, who is worthy to live and who is 
unworthy?

But why bring worth into it? The question is most 
often decided in the hearts of men not at all on the 
basis of worth, but for quite different reasons, 
much more natural ones. As for rights, tell me, who 
has no right to wish? Dostoevsky, The Brothers 
Karamazov

Above are two perspectives on autonomy. The 
former is that of Immanuel Kant, analytical phi-
losopher, father of deontology. He defines reason 
as the foundation of morality and proceeds to 
deduce, as if proving a mathematical theorem, 
that ethical rules are inviolable and categorical 
[23]. The second example is from an interchange 
between Ivan and Alyosha, who are entertaining 
the possibility of killing their father. The passage 
later concludes with an agreement without any 
spoken words [24].

Autonomy, as a primary American value, is 
historical. We derive our bioethical concept of 
autonomy from Kant. With the heralding in of 
the Age of Reason starting from Western Europe 
and moving eastward, moral philosophers 
searched for a foundation for their reasoning 
independent of religion. Immanuel Kant put 
forth a system of morality in which the outcome 
had no effect on the moral verdict of the action. 
Each action would be judged in isolation as vir-
tuous or not, depending only on whether the 
action in question did or did not follow a given 
moral categorical imperative and independent of 
its consequence. Morally correct directives are 
perceived as such “a priori” and uniformly by 
the human mind, and it is up to our practical rea-
soning to act in accordance with our innate moral 
mandates. Thus autonomy, in the Kantian sense, 
literally refers to moral guidance that is autono-
mous, or self-legislative, based in the Greek 
political system.

The principle of autonomy is so deeply 
embedded in our American values, and the appeal 
to its primacy in our everyday life is so pervasive 
that we accept its authority without questioning 
it, almost as a matter of faith. Over the twentieth 
century, autonomy has been defined in progres-
sively more complex ways ranging from mere 
independence to self-mastery and detached rea-
soning, to speaking of it as a positive or negative 
right in the context of organized and law-based 
societies. While these notions are increasingly 
more refined, common to all these interpretations 
is the idea that autonomy is closely related to a 
rational and voluntary choice. An autonomous 
person is one who rules herself by her own reason 
and arrives at decisions in accordance with them. 
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Both the idea of voluntariness and the idea of 
rational are essential to autonomy’s definition 
here [25].

The trouble begins when we apply the pure 
concept of autonomy to a human choice or deci-
sion that is necessarily bound by the messiness of 
the human condition, always complex and always 
contextual. The voluntary aspect of autonomy is 
often equated to freedom, but voluntariness is but 
one component of freedom. To be truly free to 
choose, one must have valid options to choose 
from; otherwise a choice is that in name only. 
Options and opportunity, in general, grow in pro-
portion to one’s education and wealth, among oth-
ers. The individual who is well learned and has 
means above average has much more freedom of 
choice than her uneducated or impoverished coun-
terpart [25]. Even if we were to grant the hypo-
thetical existence of a truly autonomous 
choice – one that is both rational and given freely – 
we must discuss the value that we assign to auton-
omy and the context in which it remains valuable.

Constrains on patient autonomy are at least 
threefold. Foremost, transferring the knowledge, 
experience, and medical insight to patients that 
surgeons acquire from medical school and resi-
dency training often followed by subspecialty 
fellowships is simply not possible even in the 
most informed discussions. Even if all relevant 
information is thoroughly explained to the patient 
with its attendant risks and benefits, the experi-
ence, and, most importantly, the clinical judg-
ment, of a trained surgeon cannot be summarized 
in percentages and data points for the untrained 
ear. In addition to the barriers posed by the lack 
of a thorough medical understanding, the patient 
tasked with a decision is ill, quite literally dis- 
eased [8]. To ask a person affected by psycho-
logical or physical pain to make a dispassionate, 
rational decision about his or her medical options 
is unrealistic. Empirical data shows that patients 
enjoy a greater sense of autonomy when actively 
advised and supported by their families and phy-
sicians [26].

Finally, patient autonomy is paradoxically 
limited by the societal constraints that protect it. 
Autonomy may be understood as either a nega-
tive or a positive right. In the healthcare setting, 

autonomy as a negative right simply means that 
the patient may refuse care. In contrast, when 
autonomy is understood as a positive right, it 
refers to the patient’s ability to determine her 
own medical care within clinically appropriate 
options and, often, receive a course of treatment. 
Positive rights, however, are justified and secured 
by the constructs and arrangements of the social 
contract to which, in a democratic society, all 
citizens have implicitly agreed [27]. A key corol-
lary is that the rights of any one person are 
equally important to those of any other persons 
[28]. The Kantian idea of autonomy evolved in a 
culturally homogeneous society, which stands in 
stark contrast with our American, pluralistic 
democracy that not only embraces, but positively 
idealizes diversity. Tolerance and acceptance are 
today’s strengths and mutual respect the preemi-
nent virtue among fellow citizens [8]. Therefore, 
patient autonomy must find its limits when it 
begins to encroach on the autonomy of other 
patients, such as in the case of the allocation or 
scarce resources.

 The Principle of Justice 
in the Surgeon–Patient 
Relationship

The economics of medicine changed drastically 
in the 1980s and 1990s with the rise to domi-
nance of third-party payers for physician-billed 
services. The transition of financial power to 
insurance companies away from individual 
patients who could no longer afford the exponen-
tially rising price of advanced medical technol-
ogy and pharmaceutical products created a 
conflict of obligations for physicians. This para-
digm shift, in effect, transformed the doctor into 
a double agent [29]. Dual agency refers to the 
specific conflict of obligations physicians face in 
having to represent, on the one hand, the patient’s 
best interest and, on the other hand, just alloca-
tion of scarce resources. On the one hand, the 
physician has a professional obligation to the 
patient to provide the best possible care for her; 
on the other hand, there is a societal call for the 
stewardship of scarce medical resources.
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Several major medical societies explicitly call 
for their members to do both. The American 
Board of Internal Medicine’s Physician Charter 
and the Professional Code of Conduct of the 
American College of Surgeons both define pro-
fessionalism with the inclusion of these compet-
ing directives without providing any guidance on 
how to navigate the conflict (see Table 2). While 
bioethicists divide in their assessment of how to 
best manage this dual agency, doctors’ responses 
to this conflict may be classified into three cate-
gories: “bunkering,” “bailing,” and “balancing” 
[30]. Bunkering physicians identify their primary 
professional obligation as serving the best inter-
est of their patients. Bailing physicians consider 
themselves agents of society and make clinical 
decisions with public health concerns in mind. 
Balancing doctors attempt to do both, albeit 
unsystematically and without external guidance.

The most convincing case for bunkering comes 
from Marcia Angell. She argues that our underly-
ing assumptions for cost containment are criti-
cally flawed. Most pertinent to her position is that 
our healthcare system is not a closed system akin 
to that of organ or other finite resource allocation 
systems that operate within well- controlled struc-
tures. There is no limit to the amount that we, as a 
society, spend on healthcare, often to the detri-
ment of other social goods such as education. 
Additionally, there is no accounting for what hap-
pens to the money that is saved by cost- containing 
clinical decisions. She further points out that even 
if we were to set limits to spending, the open 
nature of the system does not force such limits to 
be universal. Consequently, those with less means 
suffer more, resulting in the loss of the equal 
rights promised in our constitution. Denying care 
to some and not to others breeds dishonesty and 

Table 2 Code of Professional Conduct (Approved by the American College of Surgeons Board of Regents June 2003)

As Fellows of the American College of Surgeons, we treasure the trust that our patients have placed in us because 
trust is integral to the practice of surgery. During the continuum of pre-, intra-, and postoperative care, we accept the 
following responsibilities:
  Serve as effective advocates of our patients’ needs
  Disclose therapeutic options, including their risks and benefits
  Disclose and resolve any conflict of interest that might influence decisions regarding care
  Be sensitive and respectful of patients, understanding their vulnerability during the perioperative period
  Fully disclose adverse events and medical errors
  Acknowledge patients’ psychological, social, cultural, and spiritual needs
  Encompass within our surgical care the special needs of terminally ill patients
  Acknowledge and support the needs of patients’ families
  Respect the knowledge, dignity, and perspective of other health care professionals
Our profession also is accountable to our communities and to society. In return for their trust, as Fellows of the 
American College of Surgeons, we accept the following responsibilities:
  Provide the highest quality surgical care
  Abide by the values of honesty, confidentiality, and altruism
  Participate in lifelong learning
  Maintain competence throughout our surgical careers
  Participate in self-regulation by setting, maintaining, and enforcing practice standards
  Improve care by evaluating its processes and outcomes
  Inform the public about subjects within our expertise
  Advocate for strategies to improve individual and public health through communication with government, health 

care organizations, and industry
  Work with society to establish just, effective, and efficient distribution of health care resources
  Provide necessary surgical care without regard to gender, race, disability, religion, social status, or ability to pay
  Participate in educational programs addressing professionalism
  As surgeons, we acknowledge that we interact with our patients when they are most vulnerable. Their trust and 

the privileges we enjoy depend on our individual and collective participation in efforts to promote the good of 
both our patients and society. As Fellows of the American College of Surgeons, we commit ourselves and the 
College to the ideals of professionalism.

https://www.facs.org/about-acs/statements/stonprin#code
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jeopardizes the morality of the medical profes-
sion. Ethics should not be driven by economics. 
Her solution is a single-payer system with a global 
cap. Such a transition would transform the system 
into a closed one that would engender universal 
rules, transparency, and accountability in health-
care allocation decisions [29].

Bailing is a more common topic in the sphere 
of public health than in clinical medicine. Social 
iatrogenesis relates to this idea, a term coined by 
Ivan Illich and illustrated by Frey. Social iatro-
genesis is the medicalization of a variety of soci-
etal issues previously thought to be independent 
of clinical medicine that now physicians find 
themselves confronting. Physicians become 
responsible for “certifying” people for activities 
outside of the medical encounter, such as for 
driving restrictions, school and work excuses, 
levels of disability, etc. “Our current society is 
driven more by individual demands than the col-
lective social good. The response of the ‘market’ 
to patients as ‘consumers’ who, even if express-
ing unreasonable demands, need to be served 
cannot deal in a fair way with the problems of 
rationing of important resources like flu vaccine. 
If we as a society can’t do it with flu vaccine, how 
will it deal with larger issues such as high cost- 
technology, screening for disease or Medicare 
costs?” [31].

Balancing is perhaps the most common. As 
Morreim, an avid advocate of physicians’ obli-
gations to balance the competing duties of direct 
patient care and societal responsibility, puts it: 
“(the) moral question is no longer whether to 
participate in cost containment (that would be 
rather like asking ‘shall we abide by the law of 
gravity?’), but how to do so in morally credible 
ways.” How to balance, she readily admits, is 
difficult. Guidelines may aid in general, but clin-
ical cases tend to be evaluated on an individual 
basis and are vulnerable to exceptions. 
Consequently, guidelines may either be com-
pletely ineffective, or physicians will have to 
deny certain available treatment choices to 
patients. Despite the challenge of having to make 
what amount to bedside rationing decisions, the 
alternative would be to allow third parties to 
make allocation decisions without the advantage 

of medical knowledge. This, in turn, would be 
equivalent to transferring the practice of medi-
cine to those without a license [32].

 The Surgeon–Patient Relationship: 
Other Conflicts of Interests 
and Obligations

The principles of bioethics often stand in opposi-
tion to one another and surgeons manage these 
conflicts often without even recognizing them as 
such [33]. The most immediately apparent exam-
ple of how surgeons balance conflicting impera-
tives that is integral to the practice of surgery is 
the balancing of the principle to do no harm 
against the principle of beneficence. To perform 
an operation, even one as small as an incision and 
drainage of an abscess or as common as a laparo-
scopic appendectomy, the first thing we ask for 
after the local anesthetic is a knife. This is an 
easy equation to balance when the indications for 
the procedure are straightforward and the risks 
are relatively small. The less steady the ground is 
on which our decision to operate stands and the 
greater its potential unintended consequences, 
the shakier our feet feel on the balance beam of 
ethical decision-making.

In addition to balancing opposing ethical prin-
ciples, surgeons navigate numerous other con-
flicts of interests and obligations. These include 
personal financial conflicts, mediating patient 
and family disagreements about treatment goals, 
leading research and innovation initiatives, and, 
in the academic setting, providing training to sur-
gical residents at the potential expense of direct 
patient care. Perhaps it is because of the ubiquity 
of these ethical conflicts in surgical practice, or 
perhaps it is because of the way surgeons are 
trained to own their decisions with certainty that 
most surgeons appear be quite comfortable with 
making ethically charged decisions every day. 
Surgeons, for example, routinely make different 
end-of-life decisions from internists [34]. Even 
when the ethical choice is less obvious to the sur-
geon, they prefer to discuss their decision- making 
within their own group, that is, with other sur-
geons, rather than with so-called outsiders.
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 The Surgeon–Patient Relationship: 
Emerging Challenges

 1. The surgeon as the leader of the surgical team
Growing emphasis has been placed on the 
idea that patient outcomes are more closely 
tied to successful team dynamics than to the 
performance of the individual surgeon. 
Hospitals enforce team training exercises to 
improve communication and collaboration, 
and advanced care providers constitute an 
increasingly larger proportion of the treatment 
team. The empowerment of team members 
both inside and outside the operating room 
has not been accompanied by a similarly 
shared responsibility to establish and maintain 
patient trust [37]. It is still the attending sur-
geon whose name is marked on the patient’s 
chart that remains ultimately responsible for 
the patient’s care both legally and in our tradi-
tional notion of patient ownership. Attention 
to communication is only the start to address 
this discrepancy.

 2. Social worth in a society of scarce resources
Allocation of finite resources in closed sys-
tems necessitates prioritizing the interests of 
some patients over those of others. Transplant 
regulations of lifesaving organs such as livers 
or hearts follow carefully crafted algorithms 
based mostly on medical benefit, but ones that 
also take into account social factors such as 
reliability, trustworthiness, and lifestyle habits 

Science and Charity
After the invention of the stethoscope in 
1816 by Rene Laennec [35] and paralleling 
the physical distance created by such tech-
nological tools, the documentation of most 
patient encounters evolved to use objective 
and clinical terms. Despite this trend to 
embrace the detached tone of clinical writ-
ing, British Medicine in the nineteenth cen-
tury made an exception for the description 
of angina and heart disease. While other 
disease processes were described with the 
levelheaded coolness of a rational observer, 
encounters with heart disease elicited a 
romantic, passionate language from the 
physician-scientist. The patient was 
described as a collection of symptoms in 
the former scenarios, but as a person in the 
latter ones. In her article published in 
Literature and Medicine in 2014, Meegan 
Kennedy discusses the many examples and 
potential reasons for this phenomenon. In 
Western culture, the heart is identified as 
the seat of the soul. Diseases of the heart 
extract a special sympathy from the physi-
cian who is at a loss in his craft, unable to 
treat an organ so deeply hidden and inac-
cessible to him. The doctor’s helplessness 
is reflected in the distress of his language 
when describing his patient’s agony: vivid 
imagery replaces scientific objectivity [36].

Surgeons are often accused of not dis-
playing adequate empathy for their patients. 
Advocates of a holistic approach to healing 
call for the inclusion of forms of communi-
cation in the doctor–patient relationship 
other than verbal discussion. Sharing music 
or other forms of art have been proposed as 
means of propagating the intimacy and 
trust in the patient’s relationship with her 
doctor, especially when the patient is too ill 
for rational discourse [4]. Contemporary 
medicine does allow room for the inclusion 
of such less traditional methods of healing, 
although these practices tend to be limited 
to the domain of palliative care in cases of 

terminal diseases. When advocating for 
changing the goals of care to focus on com-
fort instead of a cure, physicians often do 
turn to vivid imagery to describe patient 
suffering to the family to gain their support 
in ending it. Interestingly, although many 
doctors admit to relying on vivid imagery 
for these discussions, in a study assessing 
the ethical appropriateness of end-of-life 
communication methods, most physicians 
have also judged the use of such language 
ethically inappropriate [34].
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[38]. The same rules have not yet been applied 
to resources that are also scarce but less 
demonstrably finite. Examples would include 
expensive treatments, access to care in rural 
areas, and the number of overall hospital beds. 
As healthcare spending becomes increasingly 
controlled and stewardship of resources not 
only encouraged but often institutionally 
rewarded, it seems as only a matter of time 
that social worth will enter the equation of all 
resource allocation decisions. To protect 
patient trust, it will be critical to keep these 
decisions to society and not up to the subjec-
tive interpretation of individual surgeons.

 3. Telemedicine and surgery
Robot-assisted surgeries have become com-
monplace, especially when performing opera-
tions in restricted areas such as the pelvis, but 
are also used frequently for routine surgeries 
such as a hernia repairs or cholecystectomies. 
The console to the robot may or may not be in 
the same physical space as the arms of the 
device, and it is easily conceivable that, simi-
larly to providing intensive care via tele-ICU to 
patients who are across the country from the 
intensivist, robotic surgeries may begin to take 
place across not only states, but possibly conti-
nents. What would the implications of such dis-
tance be on the surgeon–patient relationship? 
The American Medical Association (AMA) 
instructs that the responsibilities of the doctor–
patient relationship must hold true even in 
instances of telemedicine [39]. It specifies that 
new relationships must include face- to- face 
contact and that anonymity is not acceptable. 
But does face-to-face contact imply in person 
contact, or can the specifications of the AMA 
be satisfied via electronic devices? More impor-
tantly, should they be? Ongoing dialogue must 
address these questions.

 The Surgeon–Patient Relationship: 
Ethics in Practice

The many tentacles of professional expectations 
may appear overwhelming to the surgeon and 
feel like they detract from what we are really here 

to do: take care of our patients. To extract oneself 
from one’s obligations as a doctor and “just oper-
ate” is tempting. Institutional learning modules 
on proper conduct, societal expectations of cer-
tain behaviors, and unrealistic patient demands 
based on the media are enough to drive one to 
focus on the single thing one can most readily 
control: the conduct of the operation. I submit to 
you that such an ostrich policy is not acceptable. 
As much as satisfying hospital policies and ful-
filling social expectations may be necessary, ulti-
mately it is a single trait that the surgeon must 
practice without compromise. The surgeon must 
be honest.

We owe it to our patients to be honest, not just 
with them, but also with ourselves and each other. 
When patients quite literally put themselves in 
our hands, they honor us with their trust, the cor-
nerstone of the surgeon–patient relationship [40]. 
The honesty in response to this trust entails ques-
tioning why we do what we do; tailoring our 
practice to incorporate scientific evidence; exam-
ining and learning from our mistakes; and, most 
difficult perhaps, being transparent with our 
patients about our systems’ and our own limits. 
And we must be honest with patients about them: 
their choices and chances with and without us 
and our recommendations to meet their goals.

Honesty should extend to dealing with the 
constraints of the system in which we operate. As 
surgeons, we sometimes tend to play Robin Hood 
and game the system for the benefit of our 
patients. In a survey assessing surgeons’ willing-
ness to deceive third parties in the interest of 
patient care, the more serious the disease process 
was and the greater the consequences of insur-
ance approval for a given procedure, the larger 
number of us were willing to lie to secure care for 
the patient [41]. A better and more sustainable 
way to advocate for our patients is to help change 
the system, both by taking on institutional roles 
and as active citizens in our communities.

We may be proud of our specialty in that many 
of these aspirations we already practice routinely. 
We hold morbidity and mortality conferences to 
review our decision-making and inform our 
future judgments; we belong to professional 
organizations such as the American College of 
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Surgeons that provide lifelong education for us; 
and we have strict criteria for certification by our 
American Board of Surgery. To make the best use 
of these formal structures and processes, how-
ever, we must leave our egos behind and continu-
ally examine and re-examine our thought 
processes, motivations, and judgment. Formal 
ethics curricula in medical schools, residencies, 
and faculty members may aid in this goal [42]. 
The purpose of integrating formal ethics training 
in surgical programs is not to tell doctors what is 
right and what is wrong. It is to facilitate reflec-
tion by providing a framework for recognizing 
the ethical dimensions of our everyday decisions 
and a language with which to discuss them mean-
ingfully [43]. Ethics, as applied to the surgeon–
patient relationship, is best thought of as a means 
of contemplation [4].
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The Surgical Decision-Making 
Process: Different Ethical  
Approaches

Christian J. Vercler and Sagar S. Deshpande

The interaction between patient and surgeon that 
results in the decision to proceed with an operation 
is one of the most sacred traditions of our profes-
sion. – Steven Charles Stain [1]

In my observation, doctors sometimes slip into the 
tempting trap of seeing the law of informed consent 
as stating the whole of the physician’s duty to the 
patient’s autonomy interests. – Carl Schneider [2]

The surgical decision-making process is the 
crystallization of the uniqueness of surgical eth-
ics. This process, performed several times per 
day by surgeons all over the world, involves con-
stantly weighing the prima facie duties of benefi-
cence, nonmaleficence, justice, and respect for 
patient autonomy. It is in this way that the prac-
tice of surgery is inherently an ethical dis-
course—albeit not an explicit one.

Acute surgical decision making is often 
binary: “go/don’t go to OR.” A sign of surgical 
maturity in a trainee is when he or she can com-
mit to this decision and start a presentation with, 
“This is a patient who needs to go to the OR. He 

is a 23-year-old male….” However, much of sur-
gical decision making involves urgent, elective, 
or semi-elective operations where many possible 
options are available. The optimum surgical 
encounter is one where the right operation is 
being done on the right person at the right time 
for the right reasons and by the right surgeon. 
The goal of surgical education is to arrive a 
trainee to this point of excellence in decision 
making. Focusing on surgical decision making in 
this way can eclipse the patient’s perspective 
from view. We may recognize that we live in a 
pluralistic multicultural society with no one dom-
inant worldview and yet forget that the medical 
perspective is just one of many narratives clamor-
ing for dominance. Hence there is the need to 
focus on the uniqueness of the patient in front of 
us during the surgical encounter. However, 
respecting that uniqueness does not simply col-
lapse into doing whatever the patient requests in 
an attempt to “respect patient autonomy.” In sur-
gery, it is much more complex.

“Shared decision making” (SDM) is the current 
model of medical decision making that could be 
considered the “gold standard” [3]. At the core of 
this approach is the distinctly Enlightenment ideal 
of individual self-determination as a laudable and 
achievable goal. In this approach the role of the 
surgeon is to act in a way that facilitates the actu-
alization of the patient’s expression of her autono-
mous desires about her body and her life. The 
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triumph of this model in the  twenty- first century is 
held up against the horrors of paternalism evi-
denced throughout the twentieth century, where 
surgeons made decisions on behalf of patients with 
little to no involvement of the patients themselves. 
Shared decision making is most appropriate when 
there is uncertainty as to the best clinical option—
when two or more approaches may reasonably 
address the patient’s problem of concern [4]. This 
chapter will review the principles and techniques 
used in shared decision making, examine alternate 
approaches, and discuss some of the difficulties in 
implementing this approach in surgical cases of 
varying acuity. The concepts of “surgical buy-in” 
and the moral agency of the surgeon in declaring 
someone “not a surgical candidate” will also be 
discussed, as well as special considerations in the 
pediatric patient.

One of the oversimplifications made in shared 
decision making is to assume that the surgeon 
brings the facts to the equation and the patient 
brings the values [5]. The problem with this over-
simplification is that it supposes that the surgeon 
has access to a set of value-free objective facts to be 
discussed. This is rarely the case. Institutional prac-
tices, regional variances, and training biases can 
affect the decision-making process, as well as heu-
ristics and implicit biases [6–8]. These factors affect 
how the surgeon sees, interprets, and conveys the 
information about the patient’s case and in turn 
affects how the “facts” are communicated, as well 
as how any uncertainty about the facts are discussed. 
Particularly challenging and prone to error are 
future predictions of quality of life for certain states 
of health [9]. The challenges to presenting value-
neutral facts can seem insurmountable. However, 
recognition of the inherent uncertainty and fallibil-
ity of the assessment of the facts can also create 
space for allowing patient preferences to develop 
through a discussion of the uncertainties.

There is a long legal and ethical precedent for 
the rights of capacitated patients to refuse any 
proposed intervention, despite the outcome. One 
example is the debilitated patient who refuses a 
metastasectomy for an isolated hepatic recur-
rence of her colon cancer. This is a matter of 
informed consent or informed dissent and is dis-
cussed elsewhere in this book. Relative to surgi-

cal decision making though, following the 
principle of respect for patient autonomy does 
not inhere the opposite absolute right for a sur-
geon to provide a patient any procedure he/she 
requests. Some argue that the surgeon refusing to 
provide a requested intervention or even limiting 
the options presented to a patient entails a form 
of paternalism. This is not the case. Paternalism 
is defined by philosophers as “the interference 
with a person’s liberty of action justified by rea-
sons referring exclusively to the welfare, good, 
happiness, needs, interests, or values of the per-
son being coerced” [10]. It is the professional 
duty of the surgeon to only offer or provide those 
operations that can achieve the goals of the inter-
vention. Indeed, this is for the good of the patient, 
and so part of the definition of paternalism is ful-
filled, but it does not amount to coercion. An indi-
vidual person’s right to liberty does not entail 
gaining access to an operation that is not indi-
cated, or appropriate and second opinions should 
always be offered. While there are aspects of sur-
gical decision making that seem irreducibly 
paternalistic, the following discussion is aimed at 
providing a more nuanced view.

Ezekiel and Linda Emanuel cogently summa-
rized four different approaches to the patient–
physician relationship: paternalistic, informative, 
interpretative, and deliberative [11] (Table  1). 
Paternalism is generally mentioned only to be 
condemned by bioethicists, as this model repre-
sents the “bad old days” where the “surgeon 
knows best” and the patient’s only role is to 
accept the decisions that are handed down. At its 
worst, paternalism ignores the specific values and 
concerns of the patient in favor of pursuit of a 
goal that is informed solely by the values and 
determination of the surgeon. At its best, the 
paternalistic surgeon uses his/her knowledge, 
experience, and expertise to arrive at the decision 
that prioritizes the best interests of the patient 

Table 1 Four models of patient–MD relationship

Model Role of autonomy
Paternalism Assent
Informative Total control
Interpretative Self-understanding
Deliberative Self-development
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over all other considerations. The paternalistic 
surgeon would never let a patient make a decision 
that would lead to an inferior outcome. The role 
of the patient is a passive one, as a child being 
guided and protected by a loving parent.

At the other end of the spectrum from pater-
nalism is the informative model. The language of 
the informative model is prevalent in our contem-
porary system, which identifies patients as “con-
sumers” and surgeons as “healthcare providers.” 
This merchant–consumer dynamic is superim-
posed onto the doctor–patient relationship, which 
then obligates the provider to supply all the rele-
vant information necessary to the patient/con-
sumer so that he/she can make the best decision 
for himself/herself. Patient choices are maxi-
mized. Where the paternalistic model presumes 
that a surgeon would be able to unilaterally deter-
mine the best interests of a patient, the informa-
tive approach presumes that a patient would be 
able to perform the work required to process the 
information provided and be able to determine a 
course of action congruous with her goals and 
values.

The interpretative model recognizes that some 
patients may not have the ability to interpret the 
medical information for themselves and so 
requires the surgeon to understand the values of 
the patient and help him/her apply them to the 
medical facts and options available. This could 
be seen as potentially demonstrating the highest 
respect for patient autonomy, as it aims to assist 
the patient in elucidating his/her own goals and 
then offering options to achieve those goals in a 
nonjudgmental way. If the informative model is 
the most laissez faire, then this model provides 
more guidance: “Given that your primary goal is 
to get out of the hospital as quickly as possible 
and get back home to your family, the below- 
knee amputation would be the safest way for us 
to achieve that.” In this model the surgeon would 
say that even if in his/her opinion the best option 
for the patient would be a femoral–popliteal 
artery bypass.

The deliberative model allows for the surgeon 
to persuade the patient to make the “right deci-
sion,” such that in the case above, the surgeon 
would make a case that a fem-pop bypass is bet-

ter for the patient given many other consider-
ations that the patient did not take into account. 
The surgeon is considered a teacher rather than a 
provider or technician. The idea is that the patient 
is open to growing in his/her understanding of 
what health-related values should be important to 
him/her and that both parties are morally engaged 
in choosing the “best thing, all things consid-
ered” for the patient. The general consensus of 
the received tradition in bioethics is that the 
deliberative or interpretative models are the ideal.

Whitney, McGuire, and McCullough pro-
posed a further typology of decision making to 
help identify when shared decision making is 
most appropriate [4]. For situations of high risk 
and high certainty, for example, a GSW (gunshot 
wound) to the abdomen, the concept of shared 
decision making does not have much usefulness, 
and if the patient is conscious, he/she is informed 
of his/her situation and an operation is performed 
with presumed consent. It is generally clear in a 
case like this that without an emergent operative 
intervention the patient will have a poor outcome. 
However, in situations of high risk and high 
uncertainty, the model of shared decision making 
is the ideal. An example is a young woman with 
early-stage breast cancer, who has an option for 
mastectomy or lumpectomy with radiation and 
an additional myriad of options for breast recon-
struction. There is almost certainly no one right 
decision for any given patient and the trade-offs 
between options are significantly preference- 
sensitive. There is no way that a surgeon can ethi-
cally navigate this without shared decision 
making.

How then does one actually do shared deci-
sion making? Elwyn et al. [12] suggest that apart 
from a foundation of a good relationship and 
good communication skills, the core of SDM is 
to confer agency to the patient by providing 
information and supporting the decision-making 
process. They offer a three-step approach to use 
as a technique for conducting a discussion that 
results in a truly shared decision: choice talk, 
option talk, and decision talk. Choice talk occurs 
after a diagnosis is communicated to the patient 
and involves letting the patient know that more 
than one treatment option exists. This sets the 
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stage by introducing the idea that individual 
 preferences matter and that uncertainties may 
exist about the outcomes. This phase also assures 
patients that they will not be abandoned to the 
choices but rather be guided through them. 
Option talk requires checking what the patient 
already knows about his/her options and then list-
ing options and discussing the risks and benefits 
of each option. Decision-support aids (printed 
literature, graphics, videos, websites, etc.) can be 
useful during this portion. Before proceeding to 
the final step, having the patient “teach back” 
what they understand about their options is 
important to clear up misunderstandings or mis-
communication. Decision talk elicits preferences 
by asking, “in your opinion, what matters most?” 
It also asks patients if they are ready to make a 
decision or not, with the goal of bringing them to 
a point where their initial preferences have 
matured into informed preferences. This process 
requires a deliberation between the patient and 
surgeon, with the surgeon checking that the 
patient’s decision accords with those values elu-
cidated. The ideal outcome is an intervention that 
is consistent with the patient’s goals [13].

 Decision Aids/Decision Support

Decision aids are tools available in a variety of 
media such as online, print, or video that help 
inform patients of their options from an evidence- 
based perspective, encourage active engagement 
with the decision-making process, and assist 
patients in thinking through their values so that 
they can make a choice consistent with those val-
ues [14]. Over the past several years, there has 
been increasing activity at the state and federal 
level to support the increasing use of decision 
aids as a part of shared decision making [15]. In 
2007, the state of Washington passed legislation 
to encourage the use of certified decision aids in 
patients making preference-sensitive decisions 
about surgery [16]. Hence researchers have 
endeavored to measure the quality of decisions 
made using these tools in surgical decision mak-
ing [17]. The ideal decision is one that is consid-
ered clinically appropriate, adequately informed, 

and consistent with the patient’s goals, concerns, 
and preferences [18]. The decision dissonance 
score is a survey instrument that has been devel-
oped and validated and in a large survey of 
Medicare patients who underwent CABG, pros-
tatectomy, or lumpectomy or mastectomy for 
breast cancer showed patients who used decision 
aids reported being more informed about their 
decision and scored lower on the decision disso-
nance score. As more decision aids are devel-
oped, these types of instruments will be important 
to ascertain the effectiveness of these tools. The 
promise of the routine use of decision aids in sur-
gical practice is that they can potentially stan-
dardize the process of shared decision making 
that is prone to a highly variable enactment by 
individual surgeons who have more or less time 
to spend with any one individual patient.

 Emergency Patients

Except for trauma surgeons in the busiest of 
trauma centers, these situations comprise a 
minority of the patients that a surgeon encoun-
ters. The Acute Trauma Life Support algorithm 
suggests rendering definitive treatment for life- 
threatening conditions resulting from trauma in 
the “golden hour.” Decision making in these 
cases is entirely unilateral, with the surgeon 
determining and performing the life-saving inter-
ventions under the aegis of “presumed con-
sent”—that is, engaging the patient to the extent 
possible about the nature of the interventions 
being performed but also presumably proceeding 
despite voiced opposition by the patient. The 
emergent nature of the situation and the potential 
loss of life if the surgeon makes a false-positive 
determination of decision-making capacity in the 
patient justify the intervention. That is, in an 
emergency situation, incorrectly interpreting a 
dissenting comment from a patient as one that 
truly represents their goals and values and hence 
forgoing treatment and unnecessarily losing a life 
is the worse than saving the life of a dissenting 
patient. The first situation has no recourse due to 
the finality of death [19]. It is however the 
 surgeon’s duty to engage with a patient or surro-
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gate decision making postoperatively, after the 
acute life-threatening situation is over, to discuss 
ongoing and further interventions and how those 
fit into the goals of care. At this point there is 
time to determine what the patient’s goals and 
values are vis-à-vis the proposed treatments. For 
example, a patient in a motor vehicle collision 
who is post- op from an exploratory laparotomy 
to control bleeding, who is found to also have a 
devastating neurological injury, may have family 
who—using substituted judgment—determine to 
forego further life-sustaining interventions by 
refusing a tracheotomy and removing the patient 
from the ventilator.

 Acute, Not Yet Emergent Patients

The patient who carries a life- or limb- threatening 
diagnosis but who does not require an emergent 
operation is often the most difficult situation for 
both the surgeon and the patient. Unlike the elec-
tive surgical patient, where a non-operative 
approach is generally acceptable and completely 
up to the patient, the patient with a diagnosis of a 
slow-growing tumor who wants to adopt a “watch 
and wait” approach can cause an incredible 
amount of anguish for the surgeon [20]. These 
comprise a large number of surgical practices and 
are ideal situations for shared decision making. 
Examples include the patient with claudication 
who is still smoking, the patient with CHF and 
COPD and a large abdominal aortic aneurysm, 
and the active person with a few hospitalizations 
for bleeding diverticulosis. All of these patients 
could benefit from immediate operations, some 
could be optimized with “preconditioning” pre-
operatively, and some could reasonably be 
observed. These are cases where the surgeon pre-
senting the “one right answer” would be inappro-
priate. And while the patient may delegate his/her 
agency to someone else (even the surgeon), these 
decisions cannot be made without elucidation of 
the patient’s values, hopes, fears, and goals and 
the surgeon dutifully interpreting the options for 
the patient. Once established, the nature of the 
patient–surgeon relationship requires that the 
surgeon not abandon the patient. Otherwise these 

are situations when full-blown paternalism might 
inappropriately occur. For example, “you are at 
high risk for repairing your aneurysm, so you 
need to enroll in our pre-conditioning program 
and we should proceed with repairing this as 
soon as you are optimized. If you choose not to 
follow this recommendation, I will not see you 
when you return with worsening symptoms.” 
This is clearly coercion, and yet it may be the 
case that the patient is not a surgical candidate 
when they return to the ER with symptoms from 
their ruptured aneurysm. However, the profes-
sional duty of the surgeon would be to still engage 
the patient and discuss what options may be left 
open to them. Ensuring that the patient knows 
this when he/she makes his/her decisions helps to 
ensure that the appropriate “nudging” of patients 
toward a decision does not become coercion. 
This is when the deliberative model is most 
appropriate, where the surgeon may not accept an 
initial refusal of an operation on its face but ask 
further questions, clarify the reasons for the 
refusal, and discuss frankly that options that 
achieve the patient’s goals may not be available 
later.

 Elective Patients

The very nature of elective operations is such that 
some surgeons perform more of them than oth-
ers. There is a financial advantage to performing 
elective operations and one often wonders why 
that one surgeon in the hospital seems to perform 
more cholecystectomies for symptomatic chole-
lithiasis than everyone else. Elective cases seem 
to be a situation where the informative model 
may actually have a place; however even in cases 
where a non-operative approach may be equiva-
lent to an operative approach, or where the results 
of the operation are primarily cosmetic, there is 
still a significant amount of work that has to be 
done on the part of the surgeon to uphold the pro-
fessional responsibility that he/she has to the 
patient. Eliciting the patient’s values and goals 
and discussing risks and benefits of the operation 
in light of those goals are the heart of the  idealized 
shared decision-making process. A recent review 
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of studies examining the use of SDM (including 
decision aids) in decisions for elective operations 
found that decisional conflict decreased with 
SDM and decisional quality increased [21]. 
Framing the discussion in a way that downplays 
the risks in an effort to nudge the patient toward 
an operation solely for the financial benefit of the 
surgeon is ethically suspect. Standardized deci-
sion aids for certain procedures may potentially 
mitigate some of these concerns.

 Surgical Buy-In

The idea of “surgical buy-in” is one that has been 
recently developed and explored by Schwarze [22, 
23]. This concept is aimed at describing more fully 
what non-surgeons have identified as surgeons’ 
“difficulty giving up” on our patients who have a 
dismal postoperative outcome and require an 
extensive amount of intensive care. Specifically, 
the notion of “buy-in” relates to the idea that when 
a patient agrees to undergo an operation, he/she is 
also agreeing to all of the postoperative interven-
tions aimed at prolonging life and facilitating hos-
pital discharge. Schwarze has shown that patients 
do not often realize or understand all that the sur-
geon thinks have been agreed upon or discussed. 
Antidotes to this problem include a more thorough 
discussion preoperatively but also frank discus-
sions postoperatively when a complication or 
physical deterioration may more tangibly weigh 
into the decision-making process from the patient 
and family’s perspective. Unfortunately, when a 
patient is critically ill postoperatively, he/she may 
no longer be able to participate in the discussion, 
placing increasing importance on the preoperative 
discussion. This raises the question of whether a 
surgeon may rescind an offer to operate if the 
patient cannot agree to comply with the possible 
prolonged ICU course postoperatively.

 Surgical Candidacy and Moral 
Agency

The decision of whether or not a particular patient 
is an appropriate surgical candidate can be con-

tentious. These include the decision of whether or 
not to accept someone as a living organ donor, 
whether or not a tumor is unresectable, whether or 
not to replace a reinfected valve on an active IV 
drug user, or whether to perform a surgical pallia-
tion on a child with trisomy 18 and hypoplastic 
left heart syndrome. None of these decisions are 
capable of being made with value-free medical 
facts, and yet a surgeon may reasonably refuse to 
perform any of these operations despite requests 
from the patients and families. In a society that is 
increasingly hostile to the idea of medical author-
ity and conscientious objection, surgery remains a 
discipline where there is some finality to the deci-
sion that an operation is not warranted. Two con-
cepts undergird this position: the moral agency of 
the surgeon himself/herself and the professional 
integrity of the practice of surgery.

“If a patient undergoes a harmful procedure, 
the moral responsibility for that action does not 
belong to the patient alone; it is shared by the 
doctor who performs it. Thus a doctor is in the 
position of deciding not simply whether a sub-
ject’s choice is reasonable or morally justifiable, 
but whether he is morally justified in helping the 
subject accomplish it” [sic] [24]. Hence it is the 
case that surgeons infrequently (if at all) perform 
operations on patients against which they have 
recommended an operation. Respecting a 
patient’s autonomous decisions about her health 
cannot induce an action that the surgeon would 
not offer. “Surgeons are not ethically obligated to 
provide treatments that they reliably judge will 
cause more harm than benefit or that will violate 
appropriate standards of care” [25]. The concern 
here is the finality of such a decision. Surgeons 
who refuse to perform a requested operation 
should encourage the patient to get a second 
opinion or transfer to another hospital if the 
patient and family persist in the request. Referring 
for a second opinion removes the surgeon from 
being the proximate cause of harm to the patient 
and is necessary because it recognizes the falli-
bility of human reason. Forcing a surgeon to 
operate when he/she feels that the operation is 
unindicated, futile, or technically impossible or 
will result in more harm than good is stultifying 
to surgical virtue.
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 Surgeon as Mere Technician

Surgeons sometimes face a situation in which the 
decision to operate has been purportedly made 
without the surgeon’s involvement and he/she is 
being asked to be the motor end plate of the neu-
ron. The trouble begins when the surgeon dis-
agrees with the surgical decision or discussion 
that was completed without him/her. A common 
example is the otolaryngologist who is asked to 
place a tracheostomy in the neurologically devas-
tated stroke patient with unclear goals of care, or 
the surgeon called in to “remove the dead bowel” 
from patient post-op from a complex cardiac 
operation who has thrombosed his/her SMA and 
necrosed the entire small bowel and appears 
completely moribund. Internists have written 
about the supposed illegitimacy of a surgeon 
refusing to perform operations in cases like these 
[26]. However, it is essential to the integrity of 
the profession of surgery that the surgeon can 
choose who to operate upon and what operation 
to perform, keeping her fiduciary responsibility 
to the patient primary. Some surgeons may find it 
easier to acquiesce and perform operations that 
other members of the team have decided upon 
and ones that he/she personally disagrees with; 
however this is problematic. A surgeon may 
decide to operate on someone despite thinking 
that the harms outweigh the benefits for the 
patient in order to collect on the billing or to keep 
the family or referring physicians happy. Both of 
these reasons are morally corrupt according to a 
Kantian framework that demands that the indi-
vidual person be treated always as an end in him-
self/herself and never only as a means to an end 
[27]. If a surgeon thinks to himself/herself, “I 
know this patient is going to die immediately 
post-op, but I need the billing this month” or “It 
seems clear to me this patient never would have 
wanted this operation, but the family and refer-
ring MDs want to be able to say ‘we did every-
thing’ so at least we will be keeping them happy,” 
he/she has violated this fundamental concept of 
respect for persons.

Medicine and surgery have become so com-
plex that inevitably sick patients have multiple 
teams that are involved in caring for them. The 

converse of the above scenarios of medical teams 
treating a surgeon as a mere “proceduralist” is the 
surgeon who makes surgical decisions in isola-
tion from the rest of the care teams. Tumor boards 
and cleft teams are two examples where deci-
sions about patient care are discussed in a multi-
disciplinary fashion and perspectives from more 
than just the patient and surgeon are considered. 
Most patients do not have a coordinated multidis-
ciplinary approach to their care though, and myo-
pia and miscommunication can plague the 
surgical decision-making process. An example is 
the patient with metastatic cancer who has devel-
oped a gangrenous leg from a thrombosed popli-
teal artery. The oncology team estimates that the 
patient has days to weeks to live, but the consult-
ing surgeon performs an amputation because 
“she will die without an amputation” and the 
“family wants everything done.” A discussion 
with the palliative care team could have better 
informed the decision for an operation, as they 
had multiple discussions about his/her goals of 
care around his/her end of life. These examples 
are meant to show that surgeons should embrace 
the idea of coordinated team decision making 
and be active participants when possible but 
should continue to resist the attempts of teams 
removing the surgeon from the process of apply-
ing surgical judgment and experience to the 
situation.

 Pediatric Patients

Generally speaking, pediatric patients do not 
have legal control over their bodies until the age 
of 18. Until that time parents have legal authority 
to make medical and surgical decisions for their 
children. When a parent signs a consent form to 
authorize an operation, they are not giving 
informed consent as much as they are giving per-
mission for the surgeon to proceed with the oper-
ation [28, 29]. Unlike the concept of “substituted 
judgment” that a surrogate decision-maker might 
use to weigh the risks and benefits of an interven-
tion for an incapacitated adult, the classic stan-
dard applied to decision making in children is to 
follow what is in the child’s “best interests.” This 
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places great moral authority in the standard of 
care, and often when a parent refuses an opera-
tion thought to be in the best interests of a pediat-
ric patient (e.g., debridement of a full-thickness 
burn that is making the patient septic), child pro-
tective services can become involved, legal 
guardians can be put in place, and parental wishes 
overridden. Some have argued that “best inter-
ests” are too high of a standard to uphold and that 
the harm principle is a more practical and fair 
approach. The example of a burned patient 
requiring debridement is an example of when this 
principle also applies. It is not just that it is in the 
best interest of the patient to receive debride-
ment; the patient will suffer harms if the debride-
ment does not occur. John Stuart Mill articulated 
this principle as one that justifies state intrusion 
into the lives of citizens [30], and Doug Diekema 
established this as a dominant concept in pediat-
ric ethics [31].

As a pediatric plastic surgeon, the author most 
frequently deals with requests for operations that 
may be unnecessary or not in the patient’s best 
interests. Purely elective cases, that is, instances 
where there are little or no medical indication for 
the procedure, should involve the patient himself/
herself in the decision whenever possible. Most 
of these procedures address quality of life, which 
is best assessed by the pediatric patient himself/
herself, and about which we have not yet devel-
oped a gold standard for patient-reported out-
comes [32]. The AAP states that patients 14 years 
old and up should be involved in the process and 
themselves giving consent (while parents sign the 
form that gives legal permission) and the younger 
than that children should be involved to the extent 
possible and giving assent. The complicated and 
unique circumstances of pediatric surgery are 
more fully explored in a subsequent chapter.

While it is clear that a shared decision-making 
approach is the ethical ideal, surgeons have been 
weighing the risks and benefits of cutting their 
patients since the beginning of the profession. 
The prudent surgeon understands that there is not 
one model that is appropriate in every scenario 
and that the good surgeon utilizes different 
approaches in different cases based on the par-
ticular context of the surgical scenario. Many 

experienced surgeons tacitly understand this, but 
the challenge is training young surgeons in a way 
that they appreciate and develop the clinical wis-
dom to employ the appropriate model in every 
situation.
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 The Informed Consent

According to Hanson and Pitt [1], “Informed 
consent for surgery has become a critical compo-
nent of surgical practice. Informed consent for 
surgery entails what surgeons communicate to 
their patients about the proposed surgery and is a 
key element in the trust patients have in sur-
geons.” Wheeler [2] believes that as surgeons, 
standards become increasingly globalized, and 
many countries will need to adapt existing prac-
tices related to the process historically covered 
by the term “informed consent.” Grant et al. [3] 
believe that “surgeons must not only empower 
patients to make autonomous decisions that agree 
with physicians’ recommendations but also 
respect the autonomy of patients who disagree 
with these recommendations by not ignoring, 
insulting, or demanding them or by being inatten-
tive to alternative choices.”

Surgical informed consent is a complex pro-
cess and not just an event and is a very important 
reality in the current surgical setting [4]. The 
Canadian Medical Protective Association 
reported in 2016 that over a recent 5-year period, 
65% of the medical legal actions involving 
informed consent referred to surgery, and only 
21% of these cases were decided in favor of the 
surgeon [5].

The year 2014 marked the hundredth anniver-
sary of the famous verdict by Justice Benjamin 
Cardozo in “Schloendorff vs. New York Hospital” 
[6]. His decision, finding the surgeon liable for 
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Key Points
 1. Informed consent does not just consist 

of the patient’s authorization to be oper-
ated on. It represents a process which 
may be complex.

 2. The paramount aspect of this process 
requests the surgeon providing the ade-
quate information to the patient so that 
he or she can make a free and not coer-
cive decision based on what they know 
and in accordance with their own inter-
ests and values.

 3. It is necessary to disclose information 
about the potential risks, including the 
risks that are common to all types of 
surgery and the specific risks of the pro-
posed surgery.

 4. Some tools can improve the information 
disclosed to the patient.

 5. The decision-making process affects 
both parties  – the patient and the sur-
geon – and both play an active role.

 6. The ultimate goal of the informed con-
sent process must be the development of 
trust in this dyadic relationship.
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the removal of an abdominal fibroid tumor with-
out the express consent of the patient, paved the 
way together with other sentences for the devel-
opment of the defense of patients’ rights, in 
accordance with major developments in the fields 
of surgery and anesthesia during the twentieth 
and twenty-first centuries [6–16] (Table 1).

In the context of twenty-first century surgery, 
it is fully accepted that the traditional paternalist 
relationship between the patient and his or her 
physician has been superseded by a new type of 
relationship in which the patient detents a major 
participative role, with the aim of a more interac-
tive dialogue that makes it possible to provide the 
patient with the information they need before the 
operation and to allow the surgeon to receive 
feedback from the patient. This new concept of 
the patient-physician relationship has come about 
due to several facts: the preeminence of the 
patient’s autonomy, and that patients are not only 
more mature but also more informed by different 
sources and wish to be actively engaged in their 

care. For this reason, it is essential to establish a 
more fluid dialogue between both sides of this 
dyadic relationship.

Within this new context of the patient- 
physician relationship, the informed consent pro-
cess plays a major and significant role. For 
patients waiting to undergo surgery, the whole 
process of informed consent requires a free, com-
petent, autonomous, and willing patient, which is 
not always the case. The legal principle empha-
sizes the fact that the patient is an independent 
adult who has the capacity to authorize what is 
going to be done to their body and mind. 
Therefore, any operation that may infringe this 
principle is not only considered illegal and liable 
to result in a claim for unlawful injury caused to 
the patient but also ethically unacceptable.

In Spain, the law 41/2002 defines informed 
consent as “the free, voluntary and conscious 
agreement of a patient, stated in the full use of 
their faculties after being suitably informed, so 
that an action may be undertaken that affects their 

Table 1 Main rulings in the development of informed consent during the twentieth and twenty-first century

Year Sentence
1905 Mohr vs. Williams (USA) [7]

“Need to proceed according to the preoperative agreement”
1914 Schloendorff vs. Society of New York Hospital (USA) [6]

“Every human being of adult years and sound mind has a right to determine what shall be done with his own 
body”

1957 Bolam vs. Friern Hospital Management Committee (UK) [8]
“Bolam principle”

1957 Salgo vs. Leland Stanford, Jr. University Board of Trustees (USA) [9]
Introduced the term “informed consent”

1972 Canterbury vs. Spence (USA) [10]
“Reasonable patient standard”

1980 Truman vs. Thomas (USA) [11]
The risk of “not acting or postponing”

1990 Moore vs. Regents of the University of California (USA) [12]
“Anyone can take someone’s garbage and sell it”

1992 Roger vs. Whittaker (Australia) [13]
“The reasonable doctor standard”

1993 Arato vs. Avedon (USA) [14]
“Legal duty to disclose to the patient all material information that would be regarded as significant by a 
reasonable person”

2001 Duttry vs. Patterson (USA) [15]
“Physicians do not have to disclose experience when obtaining informed consent, but ethically they should 
do so”

2015 Montgomery vs. Lanarkshire Health Board (Scotland, UK) [16]
“The doctors must ensure the patient is aware of any material risk involved in any recommended treatment, 
and of any reasonable alternative or variant treatments”

M. A. Caínzos and S. Gonzalez-Vinagre



205

health” [17]. The general concept of this Law is 
similar in all western countries. It is a legal situa-
tion that underlines the voluntary authorization 
granted by a patient who has fully understood the 
risks involved in the diagnosis and performance 
of a medical or surgical treatment. Thus, the for-
mer paternalistic relationship with the physician 
gave way during the late twentieth century to the 
current situation whereby patients are able to 
make decisions characterized by patient auton-
omy, shared decision-making, self-determination, 
and patient value system. The aim of the patient-
physician relationship is to respect the patient’s 
interests and system of values and, in general, to 
guarantee the patient’s rights.

Surgery without consent can be done only in 
emergency situations when the patient is uncon-
scious and not capable and no substitute decision- 
maker is available [1].

Experts increasingly agree that informed con-
sent is a process in which the surgeon plays a 
truly important role. This role has been defined as 
“the art of obtaining informed consent in the clin-
ical setting” [18]. All surgeons, including those in 
training, must know and excel in this art; in the 
opinion of Childers et  al. [18], “the informed 
consent must be an integral part of every sur-
geon’s daily practice.” This process has signifi-
cant ethical and legal aspects, but it also plays an 
important role in modern surgical practice. The 
surgeon is the protagonist together with the 
patient where they can bring all of their experi-
ence and knowledge into play in order to obtain 
the informed consent of a wide range of patients 
in very different clinical situations.

Weaver [19] has proposed using the term 
operative request instead of operative consent 
and operative permit, as the latter terms come 
from the legal field, which is not conductive to an 
appropriate physician-patient relationship: 
“when we use legal terminology we place our-
selves in a venue that is not appropriate.” In 
Weaver’s opinion, “labeling this document as an 
operative request is a more appropriate terminol-
ogy for medicine, and extricates it from the legal 
arena.” It would also be beneficial to young sur-
geons since “viewing this surgical document with 
the terminology of informed request rather than 

informed consent is helpful to young physicians 
in training, because it will influence their under-
standing of their relationship with the patient 
throughout their surgical career.”

As a principle, the informed consent is personal 
for the physician to whom it is granted, although in 
today’s team medicine, as is the case of surgery, it 
seems to be accepted that this authorization is 
valid for all of the physicians involved in their sur-
gical treatment, unless the patient grants this con-
sent exclusively to a specific surgeon.

 The Components of Informed 
Consent

It is generally accepted that the process of 
informed consent comprises two components 
derived from the rights that affect the patient: the 
right to receive adequate information that allows 
them to make the best decision and the right to 
give their consent [18, 20]. The review carried 
out by Leclercq et  al. of the surgical informed 
consent shows that the three cornerstones of the 
informed consent process are the following: pre-
conditions, information, and consent [21].

 Preconditions

The first component of informed consent  – the 
preconditions  – includes the patient’s compe-
tence and willingness [8]. The patient needs to 
have the full use of their faculties to be able to 
provide informed consent. In situations of 
impaired capacity due to situations such as cog-
nitive dysfunction or psychiatric illness or legal 
incompetence, the final decision to accept the 
surgical proposal will have to be performed by a 
legally appointed representative who is capable 
of making decisions for the patient [14].

 Information Provided to the Patient

Without information it is impossible for the 
patient to make a grounded decision and grant 
their consent for a surgical procedure. The infor-
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mation the patient receives from the physician 
must be accurate, simple, transparent, and intel-
ligible. The surgeon can use his or her skills to 
provide the necessary information to the patient 
so that they can make a correct decision accord-
ing to their own set of values and interests.

Patients can be informed either in a single ses-
sion or progressively. Regarding the information 
given in a single encounter, the patient can receive 
either too much or too little information to be 
able to immediately grant consent. In general, 
this type of information is lacking in detail and is 
aimed at obtaining the patient’s consent quickly, 
usually because of the pressure exerted by the 
healthcare system. Because of this pressure, it is 
difficult to find enough time to provide detailed 
information to the patient and gauge it to the real 
needs of the patient and to establish a dialogue 
with the patient, allowing them to actively par-
ticipate in the process of granting their informed 
consent. Providing information gradually, from 
the first consultation until all of the diagnostic 
tests have been carried out, is ideal so that the 
patient can progressively assimilate the informa-
tion received and forward any questions and 
doubts they may have about their illness and sur-
gical treatment, risks, and prognosis.

For Childers et al. [18], the information pro-
cess consists of three stages: physician dis-
closure, patient understanding, and patient 
decision-making.

 Physician Disclosure

The first stage, physician disclosure or informa-
tion disclosure, involves providing the patient 
with relevant, genuine, and truthful information. 
The physician should have the skill to adjust the 
information to each patient, taking into account 
their own set of values and interests. The infor-
mation must be clear and include a discussion of 
the diagnosis, therapeutic options, and possible 
alternative surgical and nonsurgical treatments. 
The physician’s decision on how much informa-
tion to provide is always a complex problem with 
an important ethical component. In general, the 
physician must provide information on the pro-

posed treatment’s benefits, risks, potential com-
plications, and alternative procedures and always, 
and most importantly, in a language that the 
patient can understand and assimilate. From the 
different models of informed consent that have 
arisen over the years – the professional, the rea-
sonable, and the subjective models  – Childers 
et al. [18] consider that perhaps the best approach 
to information disclosure uses a model that com-
bines elements of both the reasonable standard 
and the subjective standard: the balanced model 
where the disclosure and discussion are based on 
the most important and relevant interests, values, 
and goals of the patient, as identified by both the 
patient and the physician. In order to achieve this 
goal of providing the correct information, “the 
specific choice of words used by the physician is 
critical” [18].

The importance of the surgeon disclosing his 
or her own volume of surgery performed and the 
outcomes continues to be a highly debatable mat-
ter. Char et  al. conducted surveys to determine 
which types of information, including a surgeon’s 
volume/outcomes, are essential for a patient to 
decide whether to have surgery or to compare 
patients’ and surgeons’ attitudes [22]. For 
patients, the most important piece of information 
was whether the surgeon was performing the pro-
cedure for the first time: 79% considered this 
information essential to decision-making. The 
second most important information for patients 
was their surgeon’s volume of surgery and out-
comes, after the risk/benefits. About two-thirds 
of this information are essential to decision- 
making, while only one-quarter to one-third of 
surgeons considered this information essential 
(p < 0.001).

In this regard, Heneghan and Walter [23] have 
detailed the elements of a well-designed informed 
consent process according to the Centers for 
Medicare and Medicaid Services [24] (Table 2), 
which are the requirement for informed consent 
according to the Joint Commission [25] (Table 3).

Skowron and Angelos [26] have highlighted 
the fact that informed consent in its current fash-
ion does not meet the needs of the shared 
decision- making model. They believe that in 
practice, surgeons do not provide patients with 
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all of the possible information and leave out what 
may be critically relevant information, and as 
such, the current informed consent process is 
necessary but not enough to help a patient reach a 
decision regarding surgery: “Surgeon-patient 
expectations are typically well aligned in the case 
of routine, low-risk surgery. However, when a 
patient is faced with a high likelihood of death if 
they do not proceed with a high-risk operation, 
expectations for the postoperative course may 
differ dramatically.” This is especially important 

when discussing surgery with a frail, elderly 
patient; in these cases, they recommend training 
surgeons to use the “Best Case/Worst Case” sce-
nario to improve their ability to communicate 
with elderly patients and enhance shared 
decision- making [27], as has been demonstrated 
by Kruser [28] and Taylor [29]. This is a novel 
communication tool for difficult surgical deci-
sions. Patients are provided with a visual diagram 
of the available options. The surgeon writes the 
“best-case” and “worst-case” outcomes of each 
option on a linear continuum, as well as how 
likely they are for the patient in question. This 
includes an explicit explanation of the quality of 
life that the patient may expect in each scenario. 
The patient can then visually determine how their 
personal preferences fit into the best or worst 
possible outcomes.

Concurrent surgery is a controversial topic 
and its practice should be forbidden [30].

Surgeons also have to take into account to 
what extent the patient wants to be informed. 
Keulers et  al. [31] found that “surgeons gener-
ally underestimate their patients’ desire for 
extensive information prior a surgical procedure 
of any complexity.” The authors administered 
a questionnaire to a group of surgeons and a 
group of patients. The questionnaire comprised 
80 topics with fields of information on disease, 
physical examination, preoperative period, anes-
thesia, operation, postoperative period, self-care, 
and general hospital issues. Both groups were 
asked their opinion on what they considered to 
be important and useful preoperative information 
for patients. There were significant differences 
in the responses between the patients and sur-
geons. Patients scored the following items higher 
(p < 0.001): preoperative period, anesthesia, oper-
ation, postoperative period, self-care and hospital 
information. The patient group had greater inter-
est in information on the operation: specific ques-
tions on the procedure, operating time, location 
of the operation room, waiting list, immediate 
postoperative contact with their family, and com-
plication rate (p < 0.007). Interestingly, women 
demonstrated a significant higher need for infor-
mation than men, while the surgeons thought that 
their patients desired more extensive information 

Table 2 Elements of a well-designated informed 
consent

A description of the proposed operation, including the 
anesthesia to be used
The indications for the proposed procedure
Material risks and benefits for the patient related to 
surgery and anesthesia
Treatment alternatives
The probable consequences of declining recommended 
or alternative therapies
Who will conduct the surgical intervention and 
administer the anesthesia
Whether physicians other than the operating 
practitioner, including but not limited to residents, will 
be performing important tasks related to the surgery
Residents performing surgical tasks will be under 
supervision of the attending surgeon
Important surgical task include: opening and closing, 
dissecting tissue, removing tissue, administering 
anesthesia, implanting devices, and placing invasive 
lines
Whether, as permitted by the state law, qualified 
medical practitioners who are not physicians will 
perform important part of the operation or administered 
the anesthesia, and if so, the types of tasks each type of 
practitioner will carry out

Heneghan and Walter [23]

Table 3 Requirements for informed consent discussion

The nature of the proposed care, treatment, services, 
medications, interventions, and procedures
Potential benefits, risks, or side effects, including 
potential problems that may occur during recuperation
The likelihood of achieving goals
Reasonable alternatives
The relevant risks, benefits, and side effects related to 
alternatives, including the possible results of not 
receiving care, treatment, and services
When indicated, any limitations on the confidentiality 
of information learned from the patient

Heneghan and Walter [23]
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on the cause, effect, and prognosis of the dis-
ease itself (p < 0.001). It is clear that the patient 
can request more information or can restrict the 
information that they receive. The patient contin-
ues to be the final decision- maker, even though 
they do not want to know by listening or reading 
the information [32].

 Patient Understanding

The second stage of the information process 
described by Childers et al., patient understand-
ing, is very important in the whole informed con-
sent process. The aim is to identify how 
thoroughly the patient understands the informa-
tion provided and disclosed by the surgeon. It is 
important to know if the patient fully understands 
everything that has been explained to them, 
stressing that when they ask questions they iden-
tify their degree of cognitive understanding. If 
the patient does not has a suitable understanding, 
it will be necessary to explain the situation again 
and make sure that there are no misunderstand-
ings, and that the patient’s values and interests 
are being well respected and placed in high 
consideration.

Despite all of the efforts made to ensure a cor-
rect process of information and understanding, it 
is interesting to note that the assessment of 
patient’s recall and understanding is generally 
poor. Scheer et al. [33] carried out a study at the 
Ottawa Hospital Cancer Assessment Center in 
adult patients with rectal cancer treated with low 
anterior resection or abdominoperineal resection. 
The aim of the study was to find what the needs 
of these patients were when deciding on the sur-
gical treatment of their disease. The primary out-
comes measured were the patients’ knowledge 
and understanding of decision and their deci-
sional needs. When questioned about the main 
outcomes of rectal cancer surgery, 47% could not 
recall a preoperative discussion of risk about sex-
ual function, and 57% could not recall a preop-
erative discussion of the risk to urinary function. 
Nearly half of the patients could not recall having 
a discussion regarding postoperative bowel func-
tion. Only 20% could recall specific aspects 

regarding their probability of survival. The 
majority of patients (73%) could recall a discus-
sion regarding overall quality of life following 
surgery, such as body image, functional out-
comes, and the appearance of stomas and scars. 
For most, the discussion was centered on return-
ing to activity, work, and regular day-to-day life. 
These results, which have also been discussed by 
others [34, 35], show the contrast between the 
outcomes patients value most and those that sur-
geons value. The conclusion is that patients retain 
little of the content of the informed consent 
discussion.

Faced with this situation, it is necessary to 
consider whether patients adequately under-
stand the information provided. Fink et al. [36] 
studied 576 patients to identify independent fac-
tors that could influence patient understanding, 
finding that total consent time was the strongest 
predictor of patient comprehension. Their study 
also revealed that comprehension during 
informed consent discussions may be limited in 
individuals with potential language difficulties 
due to ethnicity or education and that being 
70  years of age or older is another important 
factor that may reduce patient comprehension 
(Table 4). However, in that study gender, marital 
status, the SF-12 (the Short Form Health 
Survey-12) physical and mental scales, anxiety, 
and the REALM (Rapid Estimate of Adult 
Literacy in Medicine) score were not significant 
in the bivariable or multivariable analyses. Most 
authors consider that advanced age, low educa-
tion level, and ethnicity are important factors, 
obliging the surgeon to make a greater effort in 
order to correctly transmit the information. In 
the cases with these factors, the design of the 
informed consent document given to the patient 
is extremely important and should avoid techni-

Table 4 Factors that may affect patient understanding

Older age: >70 years (p < 0.02)
African-American race (p < 0.01)
Hispanic ethnicity (p < 0.05)
Operation type (p ≪ 0.01)
Lower levels of education (p < 0.0002)
Total consent time: <15 minutes (p < 0.0001)

Fink et al. [36]
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cal terms and long sentences, so that the docu-
ments are easy to read and understand [37].

An important part of the surgeon’s responsi-
bility is assessing the patient understanding of 
the information presented. To do so, they must 
ask the patient about the information they have 
been provided and evaluate their real level of true 
understanding. Braddock et al. [38] have devel-
oped a model that makes it possible to evaluate 
nine key factors in the decision-making pro-
cess, including an assessment of the patient’s 
understanding.

The main goal of the informed consent pro-
cess is to gain the patient’s confidence and trust. 
In this case, the surgeons must use all the avail-
able tools and strategies to effectively inform 
(Table 5). Mulsow et al. [39] recently carried out 
a review using MEDLINE and PubMed for arti-
cles on different techniques that may be used to 
improve patients’ understanding, e.g., patient 
information leaflets, multimedia intervention, 
patient decision aids, the Internet, structured 
informed consent platforms, and repeat-back.

Leaflets provide written information with or 
without illustrations. They are short and  generally 
include information on the operation and postop-
erative course, together with details of any pos-
sible complications and results. This type of 
information has been shown to be valid for edu-
cational in screening programs. However, the 
validity of the pamphlet for the informed consent 
process is questionable because often they do not 
provide the basic information required in order to 
make decisions and, sometimes, are difficult to 
read.

Multimedia intervention uses a combination 
of interactive computer programs, videos, and 
animation. In the studies reviewed by Mulsow 
et al. [39], the use of multimedia was associated 
with a significant improvement in patient recall 
as assessed by questionnaire. The mean improve-
ment in knowledge score per study was 13.6% 
when compared with patients who received infor-
mation in the standard way.

Decision aids contain detailed evidence-based 
information on medical conditions and their 
treatment. This type of tool can help patients 
make up their mind by helping them recognize 
the relative importance and value of different 
therapeutic options, as well as their potential risk 
and outcomes, and the aids usually offer struc-
tured guidance on decision-making. For this rea-
son, this type of assistance is especially effective 
in cases where the choice of treatment is based on 
the patient’s preferences. The few studies that are 
available on the use of decision aids focus on 
breast cancer, and the aids have shown to be 
effective in increasing the knowledge scores.

The Internet as a new technology in the field 
of healthcare has become increasingly accessible 
and is used by patients of all ages and social con-
ditions to obtain information about medical 
issues and by a significant proportion of patients 
undergoing common surgical procedures. This 
was clearly shown by Tamhankar et al. [40]. They 
studied patients who were undergoing elective 
abdominal hernia repair (epigastric, paraumbili-
cal, incisional, and groin) and cholecystectomy; 
98% of the patients were provided with printed 
leaflets regarding their operation, and over 95% 
of them considered this information to be good or 
very good. Nevertheless, out of the 59% of the 
patients with Internet access, 31% used it to 
acquire additional information about their opera-
tion, and 58% used Internet search engines to 
acquire this additional information. In this study, 
of the patients who searched the Internet regard-
ing their operation, 79% considered the informa-
tion to be either very good or good, while 26% 
were confused and/or worried by the information 
they received. The main criticisms raised against 
the use of medical information found on the 
Internet is that it is often deficient, unreliable, 

Table 5 Strategies and techniques for improving patient 
understanding

Increase discussion time: 15–30 minutes
Patient information leaflets
Multimedia interventions
Patient decision aids
The Internet
Structured informed consent platforms
Repeat-back
Guidelines and evidence-based standardized material 
provided by specialized organizations

Mulsow et al. [39] and Fink et al. [36]
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suboptimal, and of poor quality [41, 42]. With 
respect to surgical treatment options and surgical 
complications, there is much variability [43]. 
Also, websites found by search engines can be 
confusing, subject to bias, and some are commer-
cial [40].

To address these deficiencies of information 
on the Internet, one solution might be the active 
collaboration of governments or specialized non- 
government organizations which could guarantee 
patients high-quality web-based medical infor-
mation with evidence-based standardized mate-
rial and present the ethical and legal aspects of 
the information they provide. This has been done 
by the governments of the USA (healthfinder) or 
the UK (National Health Service (NHS) Direct 
Online) [44] and through the definition of 
national guidelines by the UK Department of 
Health [45] or surgical associations such as the 
British Orthopaedic Association (http://www.
orthoconsent.com), which offers consent forms 
that are accessible to patients and physicians 
[46]. In Spain, the Spanish Association of 
Surgeons (www.aecirujanos.es) and the Spanish 
Neurosurgery Association (www.senes.es/.), 
among others, produce informed consent forms, 
although these are only available to members of 
the specific association. It has also been proposed 
that hospital websites provide patients with regu-
lated, easy-to-understand information [40], and 
the website could provide information about the 
data from the hospital itself.

Another tool for delivering information to the 
patient is the structured informed consent plat-
forms. This tool allows for a structured conversa-
tion and standardized processes. The system is 
widely used in the USA as automated structured 
consent tools (e.g., iMedConsent). However, the 
impact this tool has on patient understanding is 
not clear [39]. Fink et al. [47] demonstrated that 
there was a slight improvement in patient under-
standing of information when the computer- 
based consent program iMedConsent followed 
by the “repeat-back” technique, in which the 
patient repeats what they have understood during 
the discussion with the physician, which making 
it possible to identify and solve any problems that 
may arise.

On the website of the American College of 
Surgeons (ACS), the largest organization of sur-
geons in the world, with more than 82,000 mem-
bers (www.facs.org), it is recommended that 
patients should seek the answers to questions 
such as [48]:

 – What are the indications that have led your 
doctor to the opinion than an operation is 
necessary?

 – What, if any, alternative treatments are avail-
able for your condition?

 – What will be the likely results if you don’t 
have the operation?

 – What are the basic procedures involved in the 
operation?

 – What are the risks?
 – How is the operation expected to improve 

your health or quality of life?
 – Is hospitalization necessary and, if so, how 

long can you expect to be hospitalized?
 – What can you expect during your recovery 

period?
 – When can you expect to resume normal 

activities?
 – Are there likely to be residual effects from the 

operation?

These are the basic questions the surgeon 
should be prepared to answer and explain to the 
patient, together with any other specific questions 
the patient may ask.

One of the most complex questions the sur-
geon has to answer is: What is the risk of the 
operation? The American College of Surgeons 
National Surgical Quality Improvement Program 
(ACS NSQIP®) Surgical Risk Calculator (SRC) 
was presented in 2013 as a new tool that esti-
mates patient-specific postoperative complica-
tions risk for 1557 surgical procedures across all 
surgical subspecialties with the exception of trans-
plant and trauma (http://riskcalculator.facs.org). 
The risk calculator tool predicts the chance that 
patients will have any of nine different outcomes 
within 30 days following surgery. The outcomes 
included are mortality, morbidity (any of the fol-
lowing intraoperative or postoperative events: sur-
gical site infection, wound disruption, pneumonia, 
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unplanned intubation, pulmonary embolism, on 
ventilation >48  hours, progressive renal insuffi-
ciency, acute renal failure, urinary tract infection, 
stroke/cerebral vascular accident, cardiac arrest, 
myocardial infarction, deep venous thrombosis, 
systemic sepsis), pneumonia, cardiac event (car-
diac arrest or myocardial  infarction), surgical site 
infection, urinary tract infection, deep venous 
thrombosis, and renal failure (progressive renal 
insufficiency or acute renal failure). The universal 
risk calculator is based on 1,414,006 patients [49]. 
The goal of the ACS NSQIP risk calculator is to 
provide patient- specific risk information to guide 
surgical decision- making and informed consent.

The ACS NSQIP risk calculator has been 
widely adopted as an aid in the decision-making 
process and an informed consent tool by sur-
geons and patients. Because lack of calibration 
can lead to systematic errors in assessing surgical 
risk, the Surgical Risk Calculator (SRC) model 
calibration has recently been evaluated from 
nearly 3 million patients and for 1887 operations 
defined by the CPT code. The non-recalibrated 
Surgical Risk Calculator performed well, 
although there was a slight tendency for predicted 
risk to be overestimated for the lowest- and 
highest- risk patients. After recalibration, this dis-
tortion was eliminated, and the performance of 
NSQIP Surgical Risk Calculator models was 
shown to be excellent and improved with recali-
bration [50]. The SRC has been shown to exhibit 
good calibration and discrimination in large- 
scale investigations without design limitations, 
which facilitate its intended purpose, which 
among others is to support surgeon-patient and 
family engagement, shared decision-making, and 
informed consent, providing a general purpose 
risk calculator, which is applicable across many 
surgical domains, using easily understood and 
generally available predictive information [51].

A pediatric Surgical Risk Calculator was 
recently developed based on 181,353 cases cover-
ing 382 CPT codes across all specialties using 
standardized data from 67 hospitals in the USA. It 
had excellent discrimination for mortality, mor-
bidity, and seven additional complications. The 
Hosmer-Lemeshow statistic and graphic repre-
sentation also showed excellent calibration. It can 

be used as a tool in the shared decision- making 
process by providing clinicians and families with 
useful information for many of the most common 
operations performed on pediatric patients [52].

The ACS NSQIP risk calculators for adults and 
children are now considered to be very effective 
tools for decision-making during the informed 
consent process. However, a recent study by 
Lubitz et  al. [53], in colorectal surgery, demon-
strated that the Surgical Risk Calculator accu-
rately predicts outcomes for elective operations; 
predicted and actual outcomes were significantly 
better in patients undergoing elective operations 
compared with those undergoing emergency pro-
cedures. They recommended to use this tool with 
caution in emergency cases, as it has the potential 
to underestimate serious complications that were 
higher than predicted (47% vs 63%; p < 0.05) and 
length of stay because it was longer than esti-
mated (14.4 vs 19.2 days; p < 0.05). So far this 
tool is only available in English, and it would be 
desirable to have the Surgical Risk Calculator 
available in other languages.

For some authors, the fact that current clinical 
practice with regard to incidental findings is sub-
optimal is a cause for concern, proposing that a 
more robust informed consent process would be 
necessary in order to enable patients to correctly 
anticipate incidents and perceive the associated 
risks [54]. It is necessary to consider the material 
risks, which include risks that are common to all 
surgery and risks that are specific for the pro-
posed surgery, even if they are rare. In this case, 
Hanson and Pitt [1] propose using the surgeon’s 
checklist based on the Consent to Treatment 
Policy of the College of Physicians and Surgeons 
of Ontario [55], which includes eight questions 
that have to be answered:

 – Date
 – Who was involved?
 – Material risk
 – Unique risks
 – Special circumstances of the patient
 – Risks of not undergoing intervention
 – Consent given or refused?
 – Findings of incapacity and identity of substi-

tute decision-maker
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Special consideration must be given to 
informed consent processes in clinical research, as 
it is more complex than the conventional informed 
consent because the language of medical research 
uses the most technical terminologies. Informed 
consent is essential for the development of bio-
medical research. In an study related to clinical 
research carried out in Brasov with 68 patients, 
the authors found that 35.3% of the patients did 
not ask any questions, and from those who did, 
20.6% of the questions referred to general aspects 
of the clinical trial, suggesting a lack of inter-
est and a failure to understand the information 
presented in the informed consent form [56]. In 
Korea, Kim and Kim [57] evaluated the effect of 
a simplified informed consent form in a clinical 
trial with a total of 150 patients who were ran-
domly assigned to one of two groups and pro-
vided with either standard or simplified consent 
forms for a clinical trial for cancer treatment. This 
simplified informed consent form included plain 
language, short sentences, diagrams, pictures, and 
bullet points and proved to be effective in enhanc-
ing the participants’ subjective and objective 
understanding, regardless of their health literacy. 
In an observational study of adult women seek-
ing surgical treatment for pelvic floor disorders in 
which 150 participants were enrolled, the associa-
tion between decisional satisfaction and knowl-
edge persisted after controlling for demographic 
and clinical variables, including education level, 
health literacy, race/ethnicity, age, surgeon years 
after completing fellowship, diagnosis, number of 
visits in the past 6 months, and number of days 
between the informed consent discussion and the 
survey. The study found that patient knowledge 
and understanding of surgery were important 
components of the patient’s satisfaction with her 
decision to proceed with pelvic floor surgery [58].

Grady et  al. [59] believe that the traditional 
prototype and the classic interaction in which 
informed consent is obtained for research, asking 
the participants to read and sign detailed written 
consent documents, are becoming outdated, as 
consent forms are increasingly longer and more 
complicated, obscuring important details. Digital 
technology has transformed how people commu-
nicate, learn, and work. Technological changes in 

information practices offer new opportunities for 
the innovative implementation of informed con-
sent. In their opinion, apps, tablets, video, interac-
tive computers, robots, personal digital assistants, 
mobile phones and smartphones, as well as 
wearable technology could all help to modern-
ize, alter, and improve methods of informed 
consent. Electronic and digital informed consent 
can improve the disclosure and understanding of 
information, as well as voluntariness and authori-
zation. Informed consent using electronic devices 
(e-consent) often includes multimedia, such as 
graphics or videos about essential study features 
that may increase the understanding of the study; 
participants can sign documents electronically, 
using individual passwords. When e-consent 
is provided remotely, the identity of the person 
who is giving their consent can be confirmed 
by a digital signature, username, and password, 
or biometrics. E-consent does have some disad-
vantages (increasing time for videos and quiz-
zes) and some problems in international trials, 
as countries may have different requirements for 
e-consent. Using mobile devices, people can par-
ticipate and contribute their data to research more 
easily, and researchers can have wider access to 
populations, as more detailed information on 
individual activities. Big data can come from this 
research. Video-informed consent is another tool, 
but which also suffers from a number of prob-
lems: setting up video recording of the informed 
consent process is not simple in a busy clini-
cal environment, and each recording has to be 
reviewed for quality, increasing the need of time 
for the study team and the need for backup equip-
ment. In the authors’ opinion, two ethical issues 
have to be considered: first, only participants who 
consent to video recording may participate in a 
clinical trial and second, the question of confi-
dentiality, as there is no clarity with regard to the 
control the participant has over the process.

The goal of these new tools should be to pro-
vide the participants and researchers with better 
tools to enhance medical research. However, other 
authors, such as Goh and Shin [60], believe that 
“true informed consent needs to go beyond sym-
bolic measures such as clicking blocks electroni-
cally or supplying a signature” and that  “in- person 
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discussion is an imperative step in obtaining 
informed consent in most clinical trials.”

Regardless of the tools used during the disclo-
sure of information, all of the experts coincide in 
the need to take the proper amount of time to suit-
ably explain the information to the patient and 
their family, proposing that this time should be 
extended to 30 minutes (Table 5). However, this 
is not normally the case, and it is not even possi-
ble to suggest it in many healthcare systems, in 
which the total time allocated to dealing with 
patients is normally less than 15 minutes.

There can be no doubt that informed surgical 
consent is a complex process that calls for the 
surgeon to be competent and for the information 
to be transmitted in a correct manner. For this 
reason, and because of its complexity, this pro-
cess should not be carried out by residents [61].

 Patient Decision-Making

The third stage of the information process is the 
decision-making. Giving informed consent is 
clearly a complex and delicate decision for the 
patient, although this will be much easier if the 
second informative stage has been carried out cor-
rectly. This stage is when the patient contemplates 
the information provided by the surgeon, discusses 
it with their family and friends, or even with other 
physicians if they consider it appropriate, and 
makes the decision they consider to be the most 
suitable according to their interests and values.

The decision-making process also has a signifi-
cant effect on the surgeon. The patient and the sur-
geon both depend on mutual trust and commitment 
in order to ensure that the surgical procedure will 
be carried out successfully. Winning the patient’s 
trust has a major influence on the decisions the sur-
geon will make and the actions they will perform.

A study by McKeally et  al. [62] focused on 
how this decision-making process is seen from 
the surgeon’s perspective. A series of interviews 
were carried out with thoracic and general sur-
geons. The surgeons reported that in the decision- 
making process, they routinely disclosed to 
patients the diagnosis, prognosis, treatment alter-
natives, and inherent risks and benefits and were 

prepared to follow the patients’ preferences for 
treatment. As part of this process, surgeons give 
their own consent to accept the risks and respon-
sibilities of performing the proposed operative 
treatment. Important factors that influence the 
surgeon’s decision to operate on an individual 
patient were described in terms of objective, 
“hard” findings (e.g., tumor stage, pulmonary 
function, etc.) and affective “soft” findings (e.g., 
courage and determination to survive). The sur-
geon significantly values the determination of the 
patient to recover from treatment or having a 
strong will to live. These factors can affect the 
decision to perform a more aggressive operation, 
if intraoperatively the illness is found to have 
spread more widely than previously thought.

In a questionnaire given to surgeons and anes-
thetists in the UK, the majority of respondents 
agreed on the need to clearly explain the possibil-
ity of dying to patients if this risk was present [63].

In the opinion of McKeally et al. [62], during 
the decision-making process there is “a founda-
tion of empathy and respect and trust, without 
which nothing else happens….” and “trust cre-
ates a psychological contract, an implied promise 
to succeed, that binds surgeons to persist in their 
remarkably relentless pursuit of the best outcome 
for their patients.” “This psychological contract 
transcended the ritual of written consent.”

 Consent
The third component of the process of informed 
consent is the consent itself. This consists of the 
patient signing a legal document that authorizes 
the surgeon and surgical team to carry out the 
operation.

Childers et al. [18] clearly indicated the crite-
ria that must be met by the informed consent 
document. For these authors, the essential com-
ponents are a clear description of the planned 
procedure and its risks and benefits; possible 
alternative treatment, therapies, including the 
option of no treatment, and their risks and bene-
fits; documentation that shows that the patient 
had chance to ask questions; authorization with 
signature of the patient or surrogate decision- 
maker (family or legal representative); and signa-
ture of physician.

The Surgical Informed Consent Process: Myth or Reality?
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With regard to the risks of complications 
described in the informed consent document, 
some guidelines, such as those of the Association 
of Anaesthetists of Great Britain and Ireland rec-
ommend that even “rare but serious complica-
tions should be included in written information, 
as should the very small risk of death” [64].

Most experts in the field of informed consent 
agree that if this process is carried out correctly, 
it satisfies the patient, gives the patient a sense 
of security, may reduce their anxiety, makes the 
patient more committed to the treatment, and 
makes it possible to forge stronger bond 
between the physician and patient, reducing the 
tendency to solicit legal claims for medical 
errors [65, 66], and we agree with Skowron and 
Angelos [26] that “when the informed consent 
process is optimally undertaken, surgeons can 
be satisfied that we have done our very best for 
our patient.”

 Concluding Remarks

 – The surgical informed consent process is the 
corollary of an intense and adequate patient- 
surgeon relationship grounded upon trust.

 – The ethical need for the informed consent pro-
cess lies on the principle of respect for 
patient’s autonomy.

 – The major factor underlying autonomy is the 
decision-making capacity of the patient.

 – The information provided by the surgeon and/
or surgical team should be truthful, trustwor-
thy, and loyal, taking into consideration the 
patient’s set of values and beliefs.

 – Although there may seem to be many limita-
tions to an adequate informed consent pro-
cess, this process should be improved and 
enhanced.
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Surgical Ethics: Principles and Practice

Sabha Ganai

 Informed Consent

The act of surgery is a transaction wherein inten-
tional physical harm is directed to a person for 
the prospect of a net benefit to that individual. 
Hippocrates, a founder of the ethical standard of 
nonmaleficence, suggested that physicians swear 
to “not use the knife,” leaving “to such as are 
craftsmen therein” [1]. Medieval European prac-
tice kept barber surgeons stratified within mer-
chant guilds professionally distinct from 
physician healers, who otherwise originated from 
a clergy class, prioritizing delivery of sacraments 
at the end of life, favoring soul over body [2]. 
While surgical science later expanded through 
apprenticeship, battlefield practice, and human 
anatomical dissection, cadavers were often pro-

cured in questionable ways, even by ethical and 
legal standards of the time [2, 3]. As the healing 
arts have rapidly evolved over the last two centu-
ries with scientific progress, so has the prospect 
of benefit from surgery, particularly with the 
advent of anesthesia and antisepsis [4], leading to 
surgery becoming a legitimate and fundamental 
component of modern medical care, with strong 
ethical foundations.

An essential component to the act of surgery is 
the unique relationship between surgeon and 
patient, where the patient must trust the surgeon 
enough to submit all or part of their body to the 
care of the surgeon, and the surgeon then must 
then claim a fiduciary duty to act in their benefit 
and interest [5]. The modern practice of anesthe-
sia allows procedures to be done while the patient 
is completely unconscious, leading to a power 
shift where the patient must submit themselves 
completely but temporarily to the care of medical 
practitioners. While the framework of patient- 
physician determination has transitioned from 
the age of paternalism, where the doctor decided 
what is best, to the age of patient autonomy, 
where the patient decided what is best, to the age 
of shared decision-making, where a negotiation 
between the doctor and patient must occur, so has 
the process of communication and comprehen-
sion that encompasses informed consent [6].

Nearly every encounter in the daily practice 
of surgeons requires informed consent from the 
patient or their surrogate. While the process of 
informed consent is meant to expand and pro-
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tect patient autonomy, it should ideally also 
provide the patient the opportunity to properly 
weigh the risks and benefits of an intervention, 
so they can make a decision on whether or not 
to receive a specific treatment based on their 
own perception of benefit, after being properly 
informed. While the ethical principle of auton-
omy becomes a  fundamental part of discourse 
relevant to informed consent as it recognizes 
that each patient has an intrinsic right to deter-
mine what happens to their body, the principle 
of nonmaleficence still must be respected as 
part of the fiduciary duty of the surgeon to the 
patient through an attempt to balance benefits 
over risks. Furthermore, transparency of disease 
process and outcome must be provided for the 
patient to make an informed and autonomous 
decision. Nonetheless, one can question whether 
informed consent can ever be achieved, as thor-
ough disclosure of all relevant information by a 
clinician is not always feasible or practical and 
does not always translate to comprehension by 
the patient [7]. In addition, the concept of sur-
gical “buy-in” suggests that a complicated rela-
tionship often occurs between patients and their 
surgeons, where agreement to surgery creates a 
commitment to keep the operation and postop-
erative management as a package deal that may 
otherwise require renegotiation of goals of care 
in response to complications [8].

For the novice clinician, informed consent is 
often perceived to be “just a signature,” as it 
becomes interpreted as a mundane but necessary 
task that gets marked off on the preoperative 
checklist of nurses and house staff [9]. Minimum 
elements of an informed consent document 
include the name of the procedure; the hospital 
where the procedure will take place; the respon-
sible clinician; a statement of benefits, risks, and 
alternative therapies; as well as a signature with 
date and time (Box 1) [9]. While “disclosure of 
the indications, risks, benefits, and alternatives of 
a procedure” is often considered a requisite defi-
nition of informed consent, this alone does not 
imply true from the patient’s side to make an 
autonomous decision from an ethical context. 
Moreover, the patient’s signature on a consent 
form is hardly sufficient as legal protection 

against litigation. Informed consent should ulti-
mately be a conversation between the patient and 
physician within the framework of shared 
decision- making with the document simply being 
a record that this process took place. Informed 
consent is ultimately the process, not a 
document.

Canterbury v. Spence established the legal stan-
dard of informed consent as an “objective” duty to 
disclose, otherwise known as the reasonable 
patient test [10]. In this case, Jerry Canterbury 
sued his physician for negligence after complica-
tions ensued in that he was not properly informed 
of the risks involved with an elective procedure, a 
laminectomy, performed for back pain. While 
“subjective” standards rely on risks disclosed that 
are pertinent to an actual patient’s decision to 
accept therapy, and “community practice” stan-
dards rely on what other local practitioners deem 
appropriate for disclosure, the “reasonable per-
son” standard established the importance of dis-
closing what a reasonable patient would want to 
know under given circumstances (Box 2). The 
court ultimately felt that “full” disclosure was a 
norm that was prohibitive and unrealistic to 
demand from physicians, so it was favored to 
require disclosure of risk as “material when a rea-
sonable person, in what the physician knows or 
should know to be the patient’s position, would be 
likely to attach significance to the risk or cluster of 
risks in deciding whether or not to forego the pro-

Box 1 Minimum elements of an informed 
consent document [9]
• Name of the procedure
• Name of the hospital where the proce-

dure will take place
• Name of the responsible clinician(s)
• Statement of benefits, risks, and alterna-

tive therapies
• Signature of the patient with date and 

time and, if appropriate, a legal 
representative

• Signature of the witness to consent
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posed therapy” [10]. Material risks may have a 
“high degree of likelihood but a low degree of 
severity” or a “very low degree of likelihood but 
high degree of severity” [9]. After elective thyroid-
ectomy, for example, recurrent laryngeal nerve 
injury leading to permanent vocal cord paralysis 
would be considered a material risk, even if this 
complication is exceedingly rare in expert hands.

Current legal precedent requires the disclo-
sure of information that would be relevant to the 
ability of a patient to make a decision under given 
circumstances. This almost always includes dis-
cussion of the risks and benefits, potential alter-
natives, and expected postoperative course 
relevant to a procedure or disease process in 
order for it to be a truly informed decision. 
Unfortunately, the objective legal standard focus-
ing on information that a “reasonable person” 
would want to know is still ambiguous and sub-
jective as what can be defined as a material risk 
may vary widely between different patients.

From an ethical perspective, in order to fulfill 
duties to limit patient harm and honor patient 
autonomy, it thus becomes a responsibility of the 
clinician to determine what information is rele-
vant to a particular patient. In The Nicomachean 
Ethics, Aristotle discusses nous (comprehension) 
as a virtue based not simply on the acquisition 
and synthesis of episteme (knowledge), techne 
(craft), or phronesis (practical wisdom) but as 
applicable to the exercise of opinion for the pur-
pose of rendering a decision or judgment (Box 3) 

[11, 12]. Using the framework of Aristotelian vir-
tue ethics, “good” informed consent requires the 
provision of sufficient information that will allow 
for judgment at a personal level [13]. The process 
of disclosure of relevant information can be 
extensive, as this discourse may not only be 
procedure- specific and disease-specific but also 
patient-specific, and must be taken in context 
with a patient’s preferences and values.

In the process of informed consent for an elec-
tive procedure, a conversation between the sur-
geon and patient may begin with the surgeon 
learning what the patient knows about their dis-
ease, followed by instruction about the natural 
history of their disease process, anatomical con-
siderations, and what therapeutic options are 
available to manage relevant symptoms or pathol-
ogy, including observation. A surgeon, who often 
leads this conversation by providing information, 
should ideally break their discussion periodically 
with “Before I go on, what questions do you 
have?”, in order to explore the level of compre-
hension of the patient, as well as determine what 
additional information is relevant for the patient. 
While the informed consent process for bariatric 
surgery may happen over the course of a year and 
may be assisted by a multidisciplinary team to 
ensure that adequate disclosure and understand-
ing have taken place, it can be argued that a 
majority of surgical procedures cannot be practi-
cally undertaken with the time and effort needed 
to fully educate the patient, particularly related to 
the time frame and urgency of many relevant sur-
gical indications, including malignancy, obstruc-
tion, perforation, ischemia, and hemorrhage.

Even with elective surgery, up to 13% of 
patients have major deficits in the informed con-
sent process, such as not knowing the major risks 
or even the procedure being performed, and 

Box 2 Standards of practice for disclosure of 
risk
• Subjective standard – risks disclosed are 

pertinent to the actual patient’s decision 
to accept therapy.

• Community practice standard – risks are 
disclosed based on what other local 
practitioners deem appropriate.

• Reasonable person standard – risks dis-
closed should be what a reasonable per-
son would want to know under given 
circumstances.

Box 3 Three types of knowledge that inform 
comprehension (Aristotle)
• Scientific knowledge (episteme)
• Art or craftsmanship (techne)
• Practical wisdom (phronesis)

Informed Consent and Disclosure of Surgeon Experience
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another 33% had less serious deficits in the pro-
cess, such as not having their values, preferences, 
or goals assessed [14]. Patient understanding and 
recall are poor after 4–5 days after obtaining con-
sent for an open inguinal hernia repair, with two 
out of three patients understanding that they 
would have mesh in their groin and less than 3% 
aware of the potential to develop chronic pain 
[15]. While a “reasonable person” would most 
likely want to know these details, the recall and 
understanding of patients who were presented 
this information are often limited less than 
1 week after consenting to treatment. These stud-
ies were on benign surgery procedures and cer-
tainly do not include the potential psychological 
shutdown a patient may have after just being told 
they have cancer, only to be followed by having 
to decide on surgical options that same visit. 
Even given more time to contemplate, patients 
with rectal cancer on a comprehensive, several- 
week multidisciplinary clinical pathway includ-
ing chemoradiation therapy followed by surgery 
with multiple preoperative visits by the surgical 
team still retain very little of informed consent 
discussions and often did not perceive decisions 
surrounding surgery as being reflective of a true 
choice [16].

It is challenging to know when a patient truly 
does understand all of the relevant information, 
even if they verbalize understanding. While two- 
thirds of patients in a study felt that they were 
extremely to moderately well-informed about 
their procedure, there was no relationship 
between perceptions of being informed and 
actual knowledge scores [17]. While these find-
ings may lead to the conclusion that surgeons do 
a poor job of informing patients, they also high-
light challenges in the process of disclosure of 
information to patients. Conversely, while sur-
geons are considered an important source of 
information for the consent process, a majority 
of patients seeking elective surgery may have 
already decided on whether they want the pro-
cedure done prior to even meeting their sur-
geon [18].

The content and methodology of informed 
consent have led both patients and physicians to 
be dissatisfied with the process of consent [19, 

20]. It has been argued that the eras of paternal-
ism and patient autonomy have led to a general 
dissatisfaction of the doctor-patient relationship 
by both stakeholders and that the current era of 
“bureaucratic parsimony,” or “shared decision- 
making,” is appealing because it fosters both 
autonomy and collegiality in the decision- making 
process [6]. This newer paradigm appears to 
require clinicians to relinquish their role as a sole 
authority, but rather than give up their expertise, 
they must train to become more effective coaches 
for their patients [21]. To further explore the pro-
cess of informed consent in the context of a 
shared decision-making framework, the process 
of coaching the patient will be examined as two 
parts: (1) informing the patient and (2) getting 
consent [20].

 Informing the Patient

Informing the patient can be divided into three 
areas that need to be met during the informed 
consent process: (1) surgeon disclosure, (2) 
assessing patient understanding, and (3) shared 
decision-making [22]. In clinical practice, these 
stages may overlap and not be distinct and can 
happen over time and over multiple encounters 
(Box 4).

The first part of informing the patient is surgeon 
disclosure. One manner of disclosure, particularly 
for emergent procedures, may involve a rote listing 
of indications, risks, benefits, and alternatives, all 
while the patient is reviewing and signing a consent 
document. Ideally, the act of disclosing informa-
tion to the patient should take place as early as pos-
sible in the clinical setting in order to allow the 

Box 4 Process of informed consent [20, 22]
• Informing the patient:

 – Surgeon disclosure
 – Assessing patient understanding
 – Shared decision-making

• Obtaining consent
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patient time to reflect on the given information, 
allowing the patient to develop and ask pertinent 
questions. Certainly, this ability to properly dis-
close may be influenced by the severity and acuity 
of the disease process, as well as confounding med-
ical issues on mental capacity that can pose a 
requirement for a surrogate decision-maker.

The American College of Surgeons rec-
ommends an informed consent discussion to 
include the contents of Box 5 as conducted by 
the surgeon and without exaggeration, prom-
ises, or guarantees [23]. The act of disclosure by 
the surgeon can be challenging to the surgeon 
and overwhelming to the patient because of the 
breadth and complexity of the information that 
may need to be delivered. Whether in an elective 
or acute setting, it may be impossible to discuss 
every facet of the procedure with the patient, so 
the focus has to be on the most important values 
and interests as determined by the patient and the 
physician together. The discussion should almost 
always include the diagnosis, an explanation of 
the procedure, a discussion of the major risks 
and benefits of the procedure, and alternatives 
 including nonsurgical management or noninter-
vention. Disclosure can also include detail on 
other topics that could be relevant to the patient, 
such as prognosis depending on treatment choice, 
change in functional status after treatment, side 
effects of treatment, and expected postoperative 
course.

The language used during disclosure is impor-
tant, and if the physician is not thoughtful, they 
can unintentionally coerce the patient into mak-
ing a specific decision. The goal is to be as objec-
tive as possible while delivering information to 
the patient and to try to avoid personal opinions 
until after disclosure is complete or unless the 
patient asks for them specifically. As an extreme 
example, telling a patient “you may die horribly 
without an operation” can be construed as manip-
ulative and may negatively impact the decision- 
making process, particularly by not providing 
enough information for a decision to be made 
relevant to the patient’s values. As detailed by Dr. 
Schwarze and colleagues, it may be of preferable 
to provide the best-case and worst-case scenarios 
for both surgical decisions and alternative 
options, disclosing a range of uncertainty with 
anticipated good and bad outcomes for each 
treatment choice [24]. Providing contextual 
details of how a surgical procedure may very 
likely lead to survival with associated disability 
and dependency, versus observation leading to a 
large possibility of death in the comfort of family, 
and a smaller possibility of continued indepen-
dent status, a patient may elect to choose the non-
surgical option if they value independence over 
quantity of life.

Disclosure of objective findings, such as “a 
third of people may have complications that 
affect sexual function and urinary continence, 
however choosing this type surgery ultimately 
leads to a cure in a greater number of patients 
than the other options,” may provide information 
relevant to making an autonomous decision 
depending on if a patient values quantity of life 
over sexual function. However, it can be helpful 

Box 5 American College of Surgeons 
recommendations for informed consent 
discussions
• The nature of the illness and the natural 

consequences of no treatment.
• The nature of the proposed operation, 

including the estimated risks of mortal-
ity and morbidity.

• The more commonly known complica-
tions, which should be described and 
discussed. The patient should under-
stand the risks as well as the benefits of 
the proposed operation. The discussion 
should include a description of what to 

expect during the hospitalization and 
posthospital convalescence.

• Alternative forms of treatment, includ-
ing nonoperative techniques.

• A discussion of the different types of 
qualified medical providers who will 
participate in their operation and their 
respective roles.
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to put additional context and significance to num-
bers by explaining “10–15% of patients may 
develop a pancreas leak, but the majority of times 
that happens it means a drain may need to be left 
in a couple weeks after you are discharged from 
the hospital. It usually does not mean another 
operation.” In addition, contrasting short-term 
and long-term outcomes may be of value for 
patients to make a decision: “while overall sur-
vival is identical at 20 years, the recovery from 
choosing breast conserving surgery combined 
with radiation is typically less involved than mas-
tectomy with reconstruction. A lumpectomy is a 
relatively quick and lower-risk outpatient proce-
dure….” It may also be necessary to counteract 
framing bias by presenting the data in both direc-
tions: “one out of five people develop a recur-
rence within five years after this procedure; that 
means that four out of five do not.”

The word “doctor” is derived from the Greek 
docere, meaning “to teach.” An essential compo-
nent of disclosure requires the surgeon to teach 
their patient as much as practical about their dis-
ease process and how surgery and other thera-
pies may influence their disease course. A 
common pitfall comes from the overuse of medi-
cal jargon. It becomes crucial that simple and 
easy to understand language is used to ensure 
comprehension, especially because patients do 
not typically stop physicians to ask for clarifica-
tion. Drawings and illustrations may be more 
effective methods of describing surgical proce-
dures and educating the patient than using medi-
cal terminology. Decision- making tools, videos, 
and pamphlets may also assist with provision of 
relevant information to make an informed choice 
depending on the complexity of the disease pro-
cess and procedure.

The second stage of informing the patient is 
assessing patient understanding, where beyond 
disclosure of information to the patient, patients 
should understand the information that is pro-
vided to them. One of the best ways to assess this 
is by reflecting on the types of questions the 
patient is asking [22]. When patients ask ques-
tions suggesting an incorrect understanding of 
the information, or are reluctant to ask questions, 
the physician should ask probing questions to 

clarify any misunderstanding. The goal is to 
encourage patient participation in an open dia-
logue about the current situation and the choices 
available.

A useful way to assess patient comprehension 
is the repeat-back method [25]. This requires the 
patient to use their own words to tell you what 
they understand about the procedure and can sim-
ply be performed by asking the patient to explain 
the procedure to you or one of their family mem-
bers. A recent multicenter, randomized controlled 
trial showed that adding the repeat-back method 
significantly improved patient comprehension 
with no differences in patient anxiety or satisfac-
tion, and it only added about 2.5 minutes to the 
time spent by the provider [25]. Another recent 
study examined which factors predicted compre-
hension during informed consent and found that 
total consent time and use of the repeat-back 
method were both strong predictors of patient 
comprehension [26].

The last stage of informing the patient is 
shared decision-making. Here, the patient must 
analyze the information and discuss their goals 
with the physician in accordance with their pref-
erences and values. There are three primary com-
ponents of shared decision-making: (1) the 
sharing of information between parties, (2) the 
surgeon offering options and then describing 
their risks and benefits, and (3) the patient 
expressing his or her preferences and values [20]. 
Shared decision-making is best facilitated when 
the physician acts less like an authority and more 
like a coach or partner in making the decision. 
Physicians should ideally do their best to avoid 
making therapeutic decisions for the patient 
whenever possible, unless specifically requested 
to do so.

While surgeons are at liberty to make modifi-
cations in technique during a procedure based on 
operative findings and use an approach based on 
their training, sometimes disclosure of differ-
ences in approach such as anterior versus poste-
rior spinal fusion, or the use of minimally invasive 
and robotic techniques as opposed to open, may 
be of material value to the patient in their choice 
of pursuing an operation and even a particular 
surgeon. It is also important to note that patients 
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often need time to reflect, process information, 
and make an informed choice and that they may 
also value the opinion of their primary care doc-
tor in addition to the perspective of the surgeon. 
While this is certainly not realistic in emergen-
cies or cases in which urgent care is required, 
physicians should ideally limit having extensive 
discussions on the same day that the consent doc-
ument is being signed in order to allow adequate 
processing of information. Patients can some-
times be reassured by intentionally reminding 
them that they are at liberty to change their mind 
after thinking about things, even on the day of 
their operation.

 Obtaining Consent

The second part of the informed consent process 
is obtaining consent for treatment. As previously 
described, having a patient sign a legally required 
form does not imply that they understand the 
decision or truly underwent informed consent, 
but fulfills a secondary requirement for docu-
mentation that consent has taken place. The form 
must be filled out correctly and signed after the 
patient has been informed. Ideally, the surgeon 
should confirm on the day of surgery that the 
patient has no additional questions prior to pro-
ceeding with surgery.

There are several minimum components that 
the informed consent document must have to be 
valid from a legal standpoint [9, 22]. The docu-
ment must have a clear description of the planned 
procedure, anticipated benefits, material risk, and 
alternative therapies, including the options of 
nonintervention or observation. In addition, there 
should also be accompanying documentation 
supporting the conversation(s) with the patient, 
including notation that the patient had the oppor-
tunity to ask any questions they might have. This 
may be described in a clinic note stating “all the 
patient’s questions were answered to their satis-
faction” [22]. The last component of the consent 
document is authorization with the signature of 
the patient or the surrogate decision-maker and 
confirmation of patient authorization with the 
signature of the physician and/or a witness.

The process of informed consent is an impor-
tant contract establishing an essential fiduciary 
relationship between the provider and patient. It 
promotes patient autonomy while fostering the 
doctor-patient relationship and advancing that 
unique bond. Providers will not only fulfill the 
important ethical and legal requirements for 
obtaining informed consent by putting recom-
mendations into practice, but by placing respect 
toward the process of informed consent, patients 
may understand their treatments better, have 
greater satisfaction in their care, and put more 
trust in their physicians.

 Challenges in Informed Consent

There are several situations in which the process 
of obtaining consent remains challenging. One 
situation is when a previously consented patient 
decides that they no longer want treatment. This 
can occasionally be perceived as a frustrating 
situation, and care must be taken in how surgeons 
respond to patients in such circumstances. 
Patients have the right to refuse treatment, even if 
they have previously given their consent to treat-
ment [23]. It may be helpful to explore the rea-
sons behind the patient changing their decision as 
it can offer insight into the patient’s thought pro-
cess or on occasion may confirm that they do not 
have capacity for medical decision-making. It is 
important to articulate that refusing treatment 
does not imply that the patient will lose care and 
support, but efforts should be made to inform the 
patient of any expected implications of treatment 
refusal. Depending on the circumstance, the phy-
sician should also make sure that the patient 
understands that refusing treatment now may or 
may not necessarily preclude having the proce-
dure done at a later time.

Added complexities are present when treat-
ment refusal occurs from the parents and/or 
guardians of minors. Here, a best interest stan-
dard may be considered if parental refusal nega-
tively impacts child welfare. In these situations, 
courts may exercise power under the doctrine of 
parens patriae, which allows state interference 
to protect a child’s interests over parental auton-
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omy [27]. However, courts have been conflicted 
on how to approach adolescent refusal of care, 
ranging from allowing a teenage Jehovah’s wit-
ness with leukemia to refuse blood transfusions 
based on religious belief to requiring chemother-
apy after a teenager with leukemia refused it 
based on side effects, because of a high prospect 
of overall benefit [28]. The “mature minor” doc-
trine where minors may have common-law rights 
to refuse medical treatment has only been 
accepted by a few states so this is subject to local 
practice [27].

Another challenge of provision of informed 
consent is where the patient is simply misin-
formed. Sometimes a patient presents with a pre-
conceived notion on what is the right clinical 
option for them, often not supported by data, but 
sometimes supported by the opinions of friends, 
family, or even other clinicians. In these scenar-
ios, anxiety may also play into the decision- 
making process. For example, in the case of 
patients committed to contralateral prophylactic 
mastectomy for non-hereditary breast cancer, 
sometimes the choice is related to a false belief 
that breast cancer can spread from one breast to 
another, or that mastectomy is a low-risk proce-
dure that can completely eliminate risk of cancer 
recurrence, or that patients with mastectomies no 
longer require surveillance. Occasionally, spend-
ing time to inform the patient can help educate 
the patient about the risk-benefit profile of surgi-
cal options, but sometimes the surgeon and 
patient have to negotiate a treatment plan that is 
satisfactory to both, with the surgeon often 
accepting the patient’s choice for reasons of 
“symmetry” or “peace of mind” [29]. Indeed, a 
surgeon is not obligated to manage care if the 
patient agrees to an operation conditionally or 
makes demands that are unacceptable to the sur-
geon [23]; however, in such situations, it is prob-
ably best to refer the patient to another surgeon 
who will be willing to provide a second opinion 
on the case.

Other commonly encountered situations are 
when the patient does not have the capacity to 
make medical decisions. The legal standards for 
having decision-making capacity can vary based 
on jurisdiction, but generally follow four criteria 

where the patient is able to (1) communicate a 
choice, (2) understand the relevant information, 
(3) appreciate the medical consequences of the 
situation, and (4) reason about the treatment 
options (Box 6) [30]. All of these criteria must be 
met for a patient to be considered competent to 
consent for medical treatment.

In many instances, the acute and chronic 
medical problems of our patients can suddenly 
or gradually result in diminished capacity for 
decision- making. A study of medical inpatients 
with acute conditions estimated that as many as 
48% were incompetent to consent to medical 
treatment [31]. Of interest was not how many 
patients had diminished capacity but that the 
clinical team responsible identified impaired 
decision- making capabilities in only a quarter of 
this cohort [31]. While the vast majority of peo-
ple are capable of making their own decisions, 
diminished capacity can be very common in sur-
gical patients. When a patient has diminished 
capacity, it is important that we do not default to 
calling them incompetent, but that we should 
engage patients to determine their level of under-
standing. A sliding scale approach was endorsed 
by the President Commission for the Study of 
Ethical Problems in Medicine and Biomedical 
and Behavioral Research, where, in practice, 
only patients with impairment at the far left end 
of a performance bell curve should be consid-
ered incompetent [32]. Ultimately, the strin-
gency of the test used to determine capacity 
should correlate with the severity and conse-
quences of the likely outcomes of the patients’ 
decisions.

Box 6 Requirements for establishing 
decision-making capacity [28]
• Patient must be able to:

 – Communicate a choice.
 – Understand the relevant information.
 – Appreciate the medical consequences 

of the situation.
 – Reason about the treatment options.
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 Assessment of Competence

Physicians can determine if patients have the 
capacity to participate in shared decision- making, 
but the determination of competency is a legal 
issue that requires either psychiatry consultation 
or a judicial process. If this is required to clarify 
ambiguity or inconsistency in a patient’s thought 
process, the physician should be as candid as 
possible with the patient and let them know that a 
psychiatry consult will be considered. With that 
being said, the goal of a psychiatry consult should 
ultimately be to improve the patients’ capacity 
and not to simply affirm that the patient needs a 
proxy [32]. If possible, providers should always 
first try to identify and correct reversible causes 
of impairment. If a patient is deemed incompe-
tent, then a surrogate decision-maker must be 
found, with the ultimate goal to respect the 
patients previously described wishes and values 
through a process of substituted judgment. First 
the provider should look for any advance direc-
tives the patient might have made displaying 
choices on treatment or prior documentation of a 
proxy. The hierarchy of possible decision-makers 
can vary based on state, but they generally follow 
the same guidelines. A durable power of attorney 
for healthcare decisions as previously designated 
by the patient when they were competent will 
always take priority in this hierarchy. If the 
incompetent patient did not previously appoint a 
proxy, then responsibility typically goes to the 
spouse, then adult children, then siblings, and 
finally to other family members or close friends. 
If none of these are available to make decisions 
for the patient, then the courts can appoint a 
 surrogate for them, or a best interest standard can 
be followed if lifesaving decisions must be made 
emergently.

There are instances when the provider and 
proxy disagree on what the patient would have 
wanted. While many informed consent discus-
sions using surrogate decision-makers often 
focus on acute and emergent indications that har-
bor a threat for life, there are several elective pro-
cedures where discussions may become 
particularly contentious as they may not improve 
quality of life but may otherwise be considered 

life-extending, including tracheostomy for pro-
longed ventilator support and gastrostomy for 
long-term feeding support. If thorough discus-
sion cannot achieve resolution of conflict, then 
the physician should consider ethics consultation 
to help clarify goals of care and gain understand-
ing of family dynamics relevant to making deci-
sions that respect a patient’s previously expressed 
wishes. There is evidence that ethics consultation 
services can effectively build consensus in dis-
agreements regarding perceived nonbeneficial 
treatments and are a valuable resource [33]. 
Unfortunately, physicians with the least training 
in ethics are also the least likely to have access to 
an ethics consultation service [34].

 Disclosure of Surgeon Experience

Disclosure of surgeon experience and procedure- 
specific outcomes is an area of ambiguity, as 
there is marked variability in the performance 
characteristics of procedural learning, as well as 
possible distributive justice issues related to dis-
tance and scarcity of surgeons, particularly in 
rural regions. The question of whether surgeons 
are legally required to disclose their experience 
for certain procedures is unclear. Legal precedent 
on this issue remains unsettled, as to date there 
have been two state Supreme Court cases that 
examined issue, with both courts coming to 
opposite conclusions [35, 36]. In Johnson v. 
Kokemoor (1996), the legal standards of informed 
consent were expanded to include providing a 
surgeon’s performance data if considered mate-
rial to the decision-making process, while Duttry 
v. Patterson (2001) indicated that a physician’s 
prior experience is outside the scope of an 
informed consent claim. While it remains unclear 
whether there is an ethical obligation toward 
blanket disclosure of surgical experience, if 
prompted by the patient, it should be considered 
fundamental to uphold professional standards 
with respect to truth-telling [13]. This obligation 
to disclose becomes even more important in 
highly complex procedures with greater associ-
ated risks where the surgeon has limited experi-
ence. In these cases it may be considered 
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appropriate and material to disclose this informa-
tion and offer the patient a referral to a surgeon 
with more experience if it is desired.

The issue of disclosing surgeon-specific per-
formance ratings, or public “report cards,” is 
even more contentious, as these report cards have 
been criticized for being overwhelming, confus-
ing, and misleading to health consumers [37]. 
Disparate outcomes from surgeons may not be 
controlled for patient comorbidities, referral pat-
terns, and team characteristics and may not be 
reflective of the expertise and technical skill of an 
individual surgeon [13]. At this time many 
experts believe that since surgeon-specific per-
formance data are currently inaccurate and mis-
leading, there is no ethical obligation to disclose 
them as part of the informed consent process 
[38–40]. If the accuracy and applicability of these 
statistics improve in the future, then a case could 
be made that we do have an ethical duty to dis-
close it in order to minimize patient harm. Even if 
we do improve our data on surgeon-specific per-
formance to the point of relevance, one can ques-
tion if we should put the burden of selecting the 
“best” surgeon on our patients who may not have 
complete autonomy in making all decisions. 
Competing with autonomy is justice, and patients 
still may have to judge the relative degree of 
importance of surgeon skill with issues with 
access related to distance, as well as containing 
the cost of their deductible by staying within “in- 
provider” insurance networks.

While the goal of reporting surgeon-specific 
performance ratings is ultimately to improve the 
quality of surgical care and enhance patient 
autonomy, it is questionable whether this actually 
enhances autonomous decision-making [39]. 
While sharing of data within peer groups to 
improve performance rates is currently justifiable 
from a quality and process improvement stance, 
as well as increasing transparency of data pro-
vided at an institutional level, it is unclear of the 
benefit unadjusted surgeon-specific outcomes 
data provides to patients. Schwarze argues that 
disclosure of performance ratings would be simi-
lar to mandated disclosure of flight disasters 
faced by individual pilots, and would provide an 
excess burden on the consumer to make a deci-

sion that may not be feasible or even relevant to 
their future, and would certainly question the 
ability of the airline industry to self-police [39]. 
Using comparative data in an unadjusted fashion, 
it becomes unclear if a heart surgeon has a high 
complication rate because of poor technique, or 
because this particular surgeon takes the hardest 
cases, or because he or she is readily available as 
backup to salvage complications from a particu-
larly aggressive interventional cardiology group. 
An expert pancreas surgeon may have a higher 
complication rate than a novice surgeon who has 
merely gotten away with a few well-selected 
cases without any morbidity. Individual statistics 
unadjusted for volume or stratified by comorbidi-
ties may not tell the whole story in a straightfor-
ward fashion.

Surgeons cannot know what their true out-
comes are in order to compare to others with a 
reasonable degree of certainty, as point estimates 
of outcomes like mortality rates are simply esti-
mates of a true value, which actually lies some-
where within a very wide confidence interval for 
any individual [40]. Furthermore, application of 
prediction models developed at a population level 
cannot reliably be applied to individual sur-
geons – this is otherwise considered an ecologi-
cal fallacy. Of interest, patients may not even be 
influenced by performance data if available, but 
instead may be swayed more by the good opinion 
of their referring physician [38].

For disclosure of surgeon experience to be 
material, it is essential that there is a potential for 
an autonomous decision that can be made [39]. 
The disclosure of surgeon-specific data is proba-
bly most relevant for highly complex procedures 
and rare or unusual disease processes, but because 
the procedures are less frequently performed, the 
error bars on point estimates will be great, so 
there will be greater uncertainty in the data. 
Unfortunately, while there is data supporting 
relationships of hospital and surgeon volume and 
in-hospital mortality for pancreatectomy and 
esophagectomy [41, 42], it is unclear if socioeco-
nomically deprived patients in rural locations can 
always choose to go to a high-volume provider as 
opposed to a medium- or low-volume provider, 
which underscores a conflict of autonomy with 
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access to care. There are many regions where 
there may only be one expert surgeon within a 
several hour radius that frequently performs such 
complex procedures. It may then be material for 
a surgeon offering complex procedures to dis-
close to a patient their own level of training and 
case experience, along with outcomes if they are 
even known (or knowable), and allow the patient 
to decide if he or she wish to travel to another 
center or stay closer to home. These are very 
challenging questions, and it is unclear if there is 
a right answer, but a duty to respect the patient’s 
ability to decide for themselves should prevail.

 Forecasting

One can argue that the ability to adequately pro-
vide informed consent requires data, experience, 
wisdom, and an uncanny ability to look into the 
future. In making good predictions, contempo-
rary forecaster Nate Silver endorses gaining a 
solid understanding of the accuracy, honesty, and 
value of a forecast [43]. During the process of 
informed consent, it may be appropriate for the 
surgeon to not only disclose risk but also to artic-
ulate the level of uncertainty surrounding risk 
estimates, especially if there is greater system 
complexity surrounding disease process and 
technique [13]. As advocated by Schwarze and 
colleagues, providing estimates and error bars or 
ranges for outcomes of both the surgical inter-
vention and alternative using the best-case/worst- 
case model may be an effective tool to inform 
patients of their options and help them synthesize 
a plan as these can then be aligned with personal 
goals and values [24]. In the process of prognos-
tication and disclosure, it is essential for the sur-
geon to be intellectually honest and self-reflective; 
understand their own limitations, biases, and 
conflicts of interest; and potentially seek assis-
tance of those with greater experience or the 
counsel of multidisciplinary teams, especially 
when risk is high and personal experience is low. 
It is also important to provide information that 
will be of clear value to the patient, including 
personal performance data if that information 
may help them lead to a more informed decision. 

Humility and intellectual honesty in the process 
of disclosure may help engender trust in the sur-
geon and can only help foster the surgeon-patient 
relationship for the better.

 Concluding Remarks

• The process of informed consent within a frame-
work of shared decision-making requires a sur-
geon to effectively communicate with patients 
the indications, risks, benefits, and alternatives 
of a procedure and ensure that the patient com-
prehends and synthesizes salient issues in light 
of their own goals and values [23].

• The reasonable person standard established 
the importance of disclosure of material risks 
or what a reasonable person would want to 
know given similar circumstances [10].

• The best-case/worst-case model may be an 
effective tool to inform patients of their 
options and help them synthesize a plan as 
these can then be aligned with personal goals 
and values [24].

• Surgeons are not currently obligated to pro-
vide patients with raw numbers of operations 
done or how their results compare with those 
of others, as doing so could misinform and 
mislead patients [39, 40].

Glossary

Best-case/worst-case model Tool to inform 
patients of estimates and ranges for outcomes 
of both a surgical intervention and an alterna-
tive in order to help them synthesize a plan in 
alignment with personal goals and values.

Best interest standard Process of making 
healthcare decisions with an intention to mini-
mize harm and maximize benefit to a patient 
when there is no available surrogate decision-
maker to allow for substituted judgment.

Community practice or professional stan-
dard Relies on what other local practitioners 
deem appropriate for disclosure.

Decision-making capacity Requires the patient 
to be able to (1) communicate a choice, (2) 
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understand the relevant information, (3) 
appreciate the medical consequences of the 
situation, and (4) reason about the treatment 
options.

Doctrine of parens patriae Allows state inter-
ference to protect a child’s interests over 
parental rights to refuse care.

Durable power of attorney for healthcare 
decisions Surrogate decision-maker who was 
previously designated by the patient when 
they were competent. Takes priority in the 
hierarchy of possible decision-makers.

Fiduciary duty Highest standard of care, where 
a person holds a legal or ethical relationship of 
trust and responsibility to act on the behalf of 
another party.

Informed consent A process of disclosure of 
risks, benefits, and alternatives of treatment 
decisions.

Material risk Risk when a reasonable person, 
in what the physician knows or should know 
to be the patient’s position, would be likely 
to attach significance to the risk or cluster of 
risks in deciding whether or not to forego the 
proposed therapy.

Mature minor doctrine Situation where minors 
may have common-law rights to refuse medi-
cal treatment.

Medical paternalism Attitude and practice 
where a physician decides what is best for the 
patient; may compete with autonomous deci-
sion-making by the patient.

Reasonable person standard Disclosure of 
what a reasonable patient would want to know 
under given circumstances.

Repeat-back method Requires the patient to use 
their own words to tell you what they under-
stand about the procedure; assesses patient 
comprehension during informed consent.

Shared decision-making Framework of doctor- 
patient relationship requiring (1) the sharing 
of information between parties, (2) the clini-
cian offering options and then describing their 
risks and benefits, and (3) the patient express-
ing his or her preferences and values.

Subjective standard Rely on risks disclosed 
that are pertinent to an actual patient’s deci-
sion to accept therapy.

Surrogate decision-maker Has authority to act 
on behalf of a patient’s previously described 

wishes and values when a patient lacks deci-
sion-making capacity.

Substituted judgment Process of acting on 
behalf of a patient’s previously described 
wishes and values.
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The Pediatric Patient 
as a Self- Individual 
and Decision-Maker
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Decision-making is the process and logic ratio-
nality through which individuals arrive at a deci-
sion [1]. In recent years there has been a great 
interest in the decision-making processes in the 
health-care area, including the field of childhood. 
The increasing interest in giving children a voice 
in decisions and services for them has accompa-
nied the emergence of a new conception of the 
child as an active citizen. The participation of the 
sick minor in this process is more than just asking 
them for their ideas and views. It is about listen-
ing to them, taking them seriously, and turning 
their ideas and suggestions into reality. It is also 
about providing them with the ability to influence 
some of the issues and circumstances that affect 
them and at the same time helping adults under-
stand children’s issues through their lens [2]. 
This movement toward respect for the decisions 
of minors has had a strong impact on medical 
care. Generally speaking, a pediatric patient or 
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Key Points
• Decision-making is the process and 

logic rationality through which individ-
uals arrive to a decision.

• The novelty of the minor as a participant 
in the health and surgical decision- 
making comes from the fact of consider-
ing the minor as an active citizen and a 
subject of rights.

• The medical decision-making process 
is a multilateral process that is shared 
and mutually discussed. In the pediat-
ric universe, this dialogue presupposes 
the active participation and a major 
role of the minor and his or her 
parents.

• Every minor should be offered the pos-
sibility to make decisions regarding the 
health surgical care.

• A new category has been developed in 
the health arena, which is that of the 
mature minor.

• Nonetheless there are moral and practi-
cal reasons for displaying caution when 
the minor and parents disagree.
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minor is an individual who has not reached the 
legal age of majority (in most countries, 18 years 
of age), an adolescent is usually defined as that 
individual between 13 and 18  years of age, a 
child refers to ages 1–12 years, and an infant is 
the one in his or her first year of life.

 The Complexity of the Medical 
Decision-Making

Health outcomes are probabilistic; most deci-
sions are made under conditions of uncertainty 
[3]. The medical decision-making is a multilat-
eral process, shared, discussed, and dynamic, in 
which two fundamental actors participate: the 
health team and the patient. This interaction 
between those who hold scientific knowledge 
and those who hold the right to life, health, and 
death is not without tensions [4]. On the one 
hand, the physician and the health team as a 
whole must recognize that the patient is the one 
who holds the final decision in this process: he or 
she accepts or refuses the therapeutic proposal, 
and on the other hand, the patient must admit that 
the doctor is the one who is better prepared to 
assist and guide him or her in taking the most 
appropriate, suitable, and correct decision in their 
own benefit.

However, it is in the field of pediatrics that this 
relationship becomes even more complicated. 
This patient is no longer an individual who is 
fully capable from the legal standpoint and whose 
full autonomy is debatable. The minor is a vul-
nerable patient, sometimes immature, and the 
patient-physician relationship is no longer 
between two individuals, but the role of a third 
party, whether their parents or those with parental 
responsibility, carries a preponderant role.

In this fashion, the medical and surgical 
decision- making process generates a permanent 
tension among adults who are inclined toward the 
protection and care of the pediatric patient, not 
taking into consideration the autonomy of the 
minor, who, in some cases, is not willing or anx-
ious regarding the medical decision concerned 
with his or her own well-being and issues not 
addressed by the adults. There may be also ten-

sion between the parental responsibility, which 
involves the set of rights and obligations tending 
to the protection, care, and development of their 
children, which implies making decisions on 
their behalf, and, on the other hand, the duty to 
create the space for the exercise of the autonomy 
of the child. Ross highlights the fact that the par-
ents should facilitate not only the present-day 
autonomy but also the long-term autonomy, in 
the sense to bear in mind the full well-being and 
survival of the minor [5].

 Health in the Pediatric Universe

A multidimensional concept has been added to 
the traditional definition of health endorsed by 
the World Health Organization (“the state of 
complete physical, mental and social well-being, 
and not only the absence of disease,” Alma Ata, 
1946) when pediatric patients are treated. Health 
outcomes in children must consider the ability of 
them to fully participate in the appropriate physi-
cal, social, and psychosocial activities for each 
age [6].

The adequate social and emotional develop-
ment includes the minor’s experience, expres-
sion, and management of emotions as well as 
the ability to establish positive and rewarding 
relationships with others. It encompasses both 
intra- and interpersonal processes. The core fea-
tures of emotional development include the 
ability to identify and understand one’s own 
feelings, to accurately detect and comprehend 
emotional states in others, to manage strong 
emotions and their expression in a positive way, 
to regulate one’s own behavior, to develop 
empathy for others, and to establish and main-
tain relationships [7].

Infants and children experience, express, and 
perceive emotions before they are fully capable 
of understanding them. In learning to recognize, 
label, manage, and communicate their emotions 
and to perceive and attempt to understand the 
emotions of others, children build skills that con-
nect them with family, peers, teachers, and the 
community. These progressive and growing 
capacities help children to become competent in 
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negotiating increasingly complex social interac-
tions, to participate effectively in relationships 
and group activities, and to reap the benefits of 
social support crucial to healthy human develop-
ment and functioning.

Therefore, a series of dimensions are included 
related to the ability to perform daily activi-
ties (mobility and personal care) and cognitive 
acquisitions (memory, recall, concentration, 
and learning, among others) and develop emo-
tions (positive and negative), self-perception, 
and interpersonal relationships with friends and 
family and with the environment [7]. McCormick 
defines it as the capacity for human relations, 
associated with the condition of the child. 
Following the Judeo-Christian tradition, life is 
not a value to be preserved in and for itself: it 
is a relative good – a value to be preserved inso-
far as the higher and spiritual purposes of life are 
attainable. The duty to preserve physical life, as 
well as the limits of that duty, is based on the pos-
sibility of achieving these values. Life is a value 
to be preserved only insofar if it keeps some 
potentiality for developing and nurturing human 
relationships. McCormick applies this concept 
and value theory even to defective newborn chil-
dren, being the criteria to decide which efforts 
should be done and which should be precluded 
to sustain the child’s survival and well-being and 
the potential for human relationships associated 
with the infant’s condition [8].

Health care is an area where the welfare and 
development of the minor’s potential are maxi-
mized even when suffering from chronic and/or 
serious diseases. In order to achieve these goals, 
the focus is not placed in prolonging life in its 
biological expression but on the so-called bio-
graphical life: the meaning that life has for a par-
ticular individual, adult, or minor, placing content 
and value on it. Quality of life is not just a mea-
sure of the concept of health, but refers to a 
dimension collecting a unique and very personal 
perception of all the elements making up the per-
sonality and reflecting the individual state experi-
enced by the patient about their health and the 
medical aspects of life. The factors that affect it 
are many, but the state of consciousness is unique 
and must collect all the others connecting them 

with the personal identity, which is the one that 
will provide the global dimension. Good health 
is, therefore, a complex and harmonious result of 
a set of parameters and conditions, which can 
turn into bad health by the single failure of one of 
its elements. Each patient is one and different, 
making real the old aphorism “there are no dis-
eases but patients ” [9].

Therefore, the quality of life associated with 
the right to health is a primarily evaluative con-
cept and as such has a double perspective: objec-
tive and subjective. Objective determination 
focuses on what the individual can do, while sub-
jective assessment includes the perception or per-
sonal estimation of living conditions, which 
translates into positive or negative feelings [10].

 The Ethical and Legal Status 
of the Minor

In 1989 the United Nations adopted the 
Convention on the Rights of the Child (CRC), 
which changed the approach of childhood and 
adolescence [11]. The convention defines a child 
as any person under 18 years (otherwise a minor) 
and requires that childhood is recognized as a 
developmental period and that the laws must be 
developed in a manner consistent with the evolv-
ing capacities of the child (Article 5). As children 
grow and develop in maturity, their views and 
wishes must be given greater weight, and their 
development toward adulthood must be respected 
and promoted, making him or her a subject of 
rights. In that sense, the child is not only the 
holder of rights but is able to exercise them for 
him- or herself.

Those rights belong to the personal individual 
and are crossed by the concept of dignity. Dignity 
represents a supreme, absolute, and irreducible 
value, particular to the human and personal con-
dition. Dignity is expressed by the individual 
freedom, nondiscrimination, and equality. In the 
particular case of a minor, it accounts for him or 
her to be valued and respected for their own sake 
as well as to be treated ethically [12].

For some, dignity is just a concept reducible to 
respect for autonomy; nonetheless the concept of 
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dignity has played a significant role in the ethics 
world. It is worth remembering that the word has 
not either a Christian or Jewish tradition and was 
not used by Greek philosophers, such as Plato or 
Aristotle. Its use can be traced firstly to the 
Roman stoics, like Cicero and Seneca. Cicero 
defined it as “the honorable authority of a person 
which merits attention and honor and worthy 
respect” [13]. The Kantian concept of dignity 
exercises a powerful influence until the present 
times, his view of dignity is interlaced to one’s 
humanity [14].

Sulmasy summarizes the three historical uses 
of the word “dignity” in the following classifica-
tion [15]:

 – Attributed dignity refers to the value that 
human individuals place upon others by acts 
of attribution, which represents a convention 
way of valuing others.

 – Intrinsic dignity is linked to the value that 
human individuals possess by virtue and the 
sole fact that they are human beings.

 – Inflorescent dignity means the value of 
other(s) in consequence of the human excel-
lence and virtue.

These three facets of dignity suit the dignity of 
the minor. Since birth, the minor progress in the 
emerging of self-awareness as well as the percep-
tion of the outer world, which allows to know and 
relate to others. This human being is temporal 
and spatial and, in due time, acquires the needed 
skills to help him or her to face and handle the 
interrelation with the real world, according to the 
own interests.

The development of consciousness gives 
answer to the different questions presented in the 
evolution of an individual: who I really am, what 
is my identity, what my true personality looks 
like, and what is that makes me a singular sub-
ject and so different from others. The minor finds 
answers to these questions in a naturally sponta-
neous and progressive way, through the interac-
tion between nature and upbringing, between the 
own innate abilities and what is perceived 
through the interaction with the environment. 
For this reason, the minor – as an individual in 

constant evolution – possesses the ethical status 
of a person. This ethical status is the one which 
entails the possibility of being able to express his 
or her needs and desires and to act by his or her 
own [16].

The legal competence means that a subject 
may hold legal acts on their own and that they can 
perform binding actions according to their rights, 
duties, and obligations. In that sense a minor will 
endure restrictions depending upon the age; 
nonetheless in the health arena, regulations in 
some countries recognize the autonomy of those 
elder than 16  years. The legal competence to 
accept or refuse medical treatment requires the 
mental capacities to reason, think, rationalize, 
develop a set of values and goals, have a full 
insight of the internal and external circumstances, 
understand the information that is provided, and 
communicate a choice. When someone’s right to 
accept or refuse treatment is jeopardized, it has to 
be decided if that individual’s mental capacity is 
enough to hold legal competence and so their 
wishes should be respected [17]. But competence 
is a subject for the law as well as for morality 
[18]. In that sense, the ethical competence is a 
concept inserted in the domain of the exercise of 
personal rights and demands the necessary capac-
ity to make those personal rights to life and health 
effective, allowing decisions regarding their care 
in their best interest. Ethical competence is not 
reached at a specific age or time, but it develops 
and evolves overtime and with the gradual acqui-
sition of maturity; this situation represents the 
competence of a minor.

According to most western legal frameworks, 
the general assumption is that all adults are fully 
competent, both from the legal and ethical point 
of view. Below the age of majority (18 years in 
most countries), these assumptions are reversed. 
The notion of a valid informed consent is linked 
to the quality of judgment and, consequently, to 
that of competence.

The American Association of Pediatrics has 
endorsed the fact that older children and adoles-
cents should be involved in their medical 
decision- making and consent process, favoring 
the concept of pediatric assent or refusal. Of 
course, the conflict will probably arise when they 
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do not make what is considered the right choice 
[19]. It should be highlighted that the informed 
consent process in pediatrics involves two differ-
ent, although linked, steps: providing informa-
tion and obtaining proper consent, with the 
patients and their families and/or surrogates. It is 
interesting to stand out the fact the complexity of 
parents and surrogates’ decisions regarding the 
care of a minor, which are influenced by many 
factors [20]. Parental decision-making should 
primarily be understood as the parents’ responsi-
bility to support the interest of their child, rather 
than being focused on their rights to express their 
own autonomous choices [5].

Ross focuses on the principle of respect to 
persons evolving from the Kantian tradition. 
When applied to the context of children, it is 
about respect for the person a child is, even if not 
a full Kantian person, and also about the person 
the child is becoming [21]. The ethical obligation 
of the health team is to ensure that the decision- 
making process in questions pertaining the health 
and well-being of a minor takes into account his 
or her voice in the sense expressed above and 
also to promote the progressive autonomy of 
the minor, adjusting to the understanding and 
competency.

 The Informed Consent Process 
in Pediatrics

The doctrine of informed consent, specifically 
in the surgical field, has developed as a conse-
quence of the supremacy of the ethical principle 
of respect for autonomy. It has roots within both 
law and ethics. The respect for autonomy con-
veys the possibility of self-determination, which 
represents a limit to the present medicalization 
of life. The shift from the preeminence of pater-
nalism toward respect for autonomy was due to 
different events in the twentieth century, such 
as the distrust in the medical profession, ethical 
violations in research, and society’s trend toward 
individualism.

The progressive maturation of the child pre-
cludes the increasing inclusion of the child’s par-
ticipation in the process. The 1995 American 

Academy of Pediatrics statement promoted the 
pediatric assent in the decision-making and 
informed consent process [American Academy 
of Pediatrics. Committee on Bioethics. Pediatrics 
95:314–317, 1995]. Assent may not be assimi-
lated to a full consent, but it should bear the fol-
lowing characteristics:

 – Useful to develop an awareness regarding the 
disease status of the one affected

 – Offering the pediatric patient a full view of his 
or her situation and cover the expectations

 – Allow the health-care provider and/or the sur-
geon an evaluation of the patient’s comprehen-
sion of the information that has been provided

 – Requesting the will of the patient to accept the 
therapeutic proposal

The first step in this process is the determina-
tion whether the patient and his/her family and/or 
surrogates are able to understand the information 
disclosed by the physician or the health agent. It 
is generally understood that the lack of informa-
tion represents a source of legal responsibility, 
since it prevents the patient and relatives from 
making a free choice in terms of treatment’s 
acceptance or refusal.

In this way, the “disclosure of information, the 
evaluation and understanding of that informa-
tion” (with reference to the patient’s life experi-
ence and his value system) represents the central 
core of the doctrine of informed consent, to 
which it adds the freedom of the subject that 
decides, and the competence to consent.

The terms capacity and competence are fre-
quently overlapped in clinical practice. As 
mentioned before, capacity refers to a clini-
cal condition addressing the mental abilities; 
meanwhile competence is a legal determina-
tion, addressing society’s interest in restricting 
decision- making when capacity is in question.

Another concept which originated in England 
and used in medical law is that of Gillick compe-
tence, which is used to decide whether a child 
under 16 years is able to consent to his or her own 
medical treatment without the need for parental 
permission or knowledge [22]. The standard is 
based on the 1985 decision of the House of Lords 
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in “Gillick v West Norfolk and Wisbech Area 
Health Authority,” where a mother of girls under 
16 objected to the Department of Health advice 
that allowed doctors to give contraceptive advice 
and treatment to children without parental con-
sent. The House of Lords held that a child under 
16 had the legal competence to consent to medi-
cal examination and treatment if they had suffi-
cient maturity and intelligence to understand the 
nature and implications of that treatment. This 
case is binding in the United Kingdom and has 
been adopted to different extents in Australia, 
Canada, and New Zealand.

This key principle is reflected in consent law 
applied to children, since children pass through 
three developmental stages of their journey to 
becoming an autonomous adult [23]:

 (a) The child of tender years who relies on a per-
son with parental responsibility to consent to 
treatment.

 (b) The Gillick competent child under 16
 (c) Minors of 16 and 17 years old who are able 

to consent to treatment as if they were full 
of age

The degree of maturity and intelligence needed 
and requested depends upon the gravity, serious-
ness, and necessary impact of the decision. A rela-
tively young child would be considered to be 
sufficiently mature and intelligent and be compe-
tent to consent to a plaster on a small cut. In the 
same fashion, a child competent to consent to a 
dental treatment or the repair of a broken bone 

may lack competence to consent to more serious, 
invasive, or risk-prone procedures in order to treat 
more serious and life- compromising conditions. 
The Gordian knot behind the issue is if they are 
able to understand the treatment implications and 
future prognosis in case of refusal, because they 
feel overwhelmed by the burden of the decisions 
and lack the maturity to make them.

Since the Gillick competence is a functional 
ability to make a decision, it is task-specific: 
more complex procedures require greater levels 
of competence. When assessing Gillick compe-
tence, the physician will decide in each particular 
case whether the child is or not competent to 
make that particular decision in each particular 
case. It is not just an ability to choose where the 
child recognizes that there is a choice to be made 
and is willing to perform it (Fig.  1). Rather it 
should be considered as an ability to understand 
that there is a choice to be made, that that choice 
has consequences, and that they must be willing, 
able, and mature enough to make that choice. 
Health professionals and pediatricians should be 
satisfied that the child has a full understanding of 
the following facts:

 – The need for a medical and/or surgical treat-
ment and the reasons for it

 – The risks and outcomes of the proposed 
treatment

 – The alternative options to that therapy
 – The full understanding of the consequences, 

risks, and prognosis of the refusal, delay, or 
nonacceptance of the proposal

Gillick competency

For a particular decision, a child under 16 years:

- Understands the health problem and its implications

- Understands the risks and benefits of the proposed treatment

- Understands the consequences if the treatment is refused 

- Understands the alternative treatments

- Understands the implications on his/her own and the family

- Is able to retain (remember) the information

- Is able to consider the pros and cons

- Is able to make and communicate a reasoned and grounded decision
  regarding their wishes, goals, expectations and future quality of life

Fig. 1 Gillick 
competency
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 Conclusions

The minor is a person with own dignity and, in 
addition, is a subject of rights, even when con-
fronted to situations of increased vulnerability, 
which require protection and care from adults 
and surrogates. Not only the minor achieves own-
ership of rights, but under specific conditions and 
circumstances, he or she can exercise them by 
himself or herself.

The decision-making and informed consent 
process is a continuum that traverses different 
stages and in the particular case of minors, inti-
mately related to their specific status of matura-
tion. Thus, the minor should be informed 
accordingly at any age, with appropriate lan-
guage and adapted to their needs and abilities. 
When the minor is old enough, he or she should 
be listened to and invited to give their opinion. 
This opinion must be taken into account and 
respected whenever and wherever possible, and 
the parents need the legal and moral space within 
which to make decisions that will facilitate their 
child’s long-term autonomy and not only their 
present-day autonomy [5].

Gracia reminds us that “the maturity of a per-
son, whether older or younger, must be measured 
by the formal ability to judge and assess situations, 
not by the content of the values   the individual 
assumes or handles. The typical mistake has been 
to consider immature or uncapable all those who 
had a set of values   different from ours” [24].

 Concluding Remarks

• The minor is an individual with own dignity 
and a subject of rights.

• There is a greater recognition of the role that 
the minor plays in society, a greater demand in 
terms of the information to be provided and 
the role that the child is given in decisions 
attaining his or her health.

• There is a duty to create the adequate frame 
for the exercise and empowerment of the 
autonomy of the minor.

• Competence and capacity are not just attri-
butes the minor either own or not; much will 

depend upon the building of a relationship of 
trust and fidelity between the surgical team, 
the minor patient, and the parents and family. 
Minors should be encouraged, whenever pos-
sible, to develop autonomy and a role in health 
decisions regarding their own care.

• Nonetheless the parents should be reassured 
to supervise the minor decisions to warrant the 
minor well-being and benefit as well as the 
minor’s long-term autonomy.
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End of Life Issues

Karen Brasel and Mary Condron

Death is the enemy. But the enemy has superior 
forces. Eventually, it wins. And in a war that you 
cannot win, you don’t want a general who fights to 
the point of total annihilation. You don’t want 
Custer. You want Robert E.  Lee, someone who 
knows how to fight for territory that can be won and 
how to surrender it when it can’t, someone who 
understands that the damage is greatest if all you do 
is battle to the bitter end. –Atul Gawande, Being 
Mortal: Medicine and What Matters in the End [1]

Articles and chapters about medical ethics 
often start with a cursory review of ethical prin-
ciples: beneficence, non-maleficence, respect for 
autonomy, justice, and fidelity. These intuitive 
sounding principles are worth careful consider-
ation in the context of caring for patients at the 
end of life. When encountered in this context, 
their application is often not immediately obvi-
ous, and the principles can seem to conflict with 
one another. Many of the most commonly 
encountered ethical dilemmas related to end of 
life surgical care, organized around a fitting ethi-
cal principle will be examined. Individual cases 
and complex circumstances may bring other 
principles to the forefront.

 Beneficence

Beneficence is defined as the moral obligation to 
act for the others’ benefit, helping them to further 
their important and legitimate interests, often by 
preventing or removing possible harms. Stated 
more simply, it is to doing what is good or benefi-
cial for the patient. This pillar of patient care 
underlies several critical components of high- 
quality end of life care, including both effective 
symptom control and reasonable attempts at cure. 
Defining when the effort required for an attempt 
at rescue has become too heroic (and death is 
imminent) requires not only an excellent knowl-
edge of the expected natural history of your 
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Key Points
• Identifying the goals and core values 

that are most important to your patient is 
essential to providing ethical end of life 
care.

• Families of dying patients often feel 
profound powerlessness.

• Removing life-sustaining therapies 
when and if they become inconsistent 
with your patients’ goals is ethically 
justified.

• Navigating differences in culture and 
medical literacy can be difficult; over-
coming these obstacles with frequent 
open communication is the key to pro-
viding excellent end of life care.
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patients’ conditions but also a deep understand-
ing of what your patient would consider a good 
outcome. Approximately 60–70% of seriously ill 
patients are unable to speak for themselves by the 
time their medical team initiates discussions 
about limiting treatment [2]. Because this makes 
getting to know your patients more difficult, 
inviting family to share stories about your 
patients’ personality and values, not just their 
wishes regarding DNR (do not resuscitate) status, 
may provide critical guidance. For example, 
many patients and families care deeply about 
where death happens (hospital vs. home). A 
recent study showed that nearly three-quarters of 
recently deceased inpatients would have wanted 
an out of hospital death [3]. Their family mem-
bers cared deeply about the patient getting to die 
in their preferred location; however this is rarely 
prioritized. Showing compassion and simply lis-
tening may be tremendously beneficent acts, but 
understandably these often do not get prioritized 
with our myriad service obligations.

The traditional model of the principle of 
beneficence was that routine, standard of care 
treatments are compulsory and unable to be with-
held regardless of circumstance [2]. This think-
ing was heavily influenced by Roman Catholic 
moral theology, which forbids euthanasia. 
According to this thinking, life is a good that has 
been given as a gift from God and is a means for 
achieving a stronger communion with God by 
loving others; this imparts a duty to protect and 
preserve life [4]. A very influential series of writ-
ings by Kelly popularized the distinction between 
ordinary: “medicines, treatments, and operations, 
which offer a reasonable hope of benefit and 
which can be obtained and used with-out exces-
sive expense, pain, or other inconvenience” and 
extraordinary: “which can not be obtained or 
used without excessive expense, pain, or other 
inconvenience, or which, if used, would not offer 
a reasonable hope of benefit” [5]. However in 
reality, the distinction between ordinary and 
extraordinary treatments is exceptionally hard to 
define, with nearly all interventions falling into 
both categories depending subjective interpreta-
tion of context. The difficulty of applying this 
principle was illuminated by the famed debate 

regarding nutritional support spurred by the Terri 
Schiavo case, which proved divisive even among 
prominent theologians [6, 7].

Well supported by both case law and ethical 
theory, terminal sedation is grounded in the prin-
ciple of beneficence. This approach involves 
aggressive symptom management in the immi-
nently dying patient with analgesia and sedatives, 
as they expire from their underlying disease. 
Often this will result in rendering the patient 
unconscious. This is most appropriate in patients 
with otherwise difficult to control symptoms. 
Double effect is the framework that supports pro-
viding patients with treatments to control symp-
toms, acknowledging these treatments will likely 
hasten death, but are nonetheless justified given 
the importance of symptom control. Terminal 
sedation is a separate idea from that of the “dou-
ble effect,” though these cases do often overlap. 
Terminal sedation does not necessarily hasten 
death, but in many cases it may.

While the topic is nothing if not controversial, 
it is worth addressing the issue of physician- 
assisted suicide. If the purpose of medical treat-
ment is the alleviation of suffering, rather than 
only the prolongation of life, one can construct a 
coherent ethical justification for physician- 
assisted suicide as a type of beneficence. First let 
us be clear about what physician-assisted suicide 
is and is not. Decidedly different from with-
drawal of life support, where the ultimate cause 
of death is the underlying disease process, 
physician- assisted suicide is where the ultimate 
cause of death is the physician’s intervention, not 
the underlying disease. That is to say, with nonin-
tervention the patient would not die. There are 
many concerns about this approach. A frequently 
cited concern is that judgment-clouding depres-
sion that may be reversible is not uncommon 
among those with diagnoses of progressive, ter-
minal illness. Some have argued that medicine 
should focus on developing better ways to palli-
ate disease, such that pursuing a premature end of 
life wound no longer have any appeal.

Watching a family member die is always dif-
ficult, particularly in a setting where you are “out 
of your element” and feel all the more powerless. 
It is perhaps not surprising, therefore, that many 
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family members display signs of post-traumatic 
stress disorder (PTSD) after the death of a loved 
one in the ICU. Your patient’s family is a part of 
the unit to which you as the surgeon have an ethi-
cal duty; in this case it is worthwhile to under-
stand some of the tools that have been found to 
protect and help heal family members. One such 
model is family-centered care which, among 
other interventions, emphasizes family engage-
ment during rounds. This approach invites family 
members to participate in team rounds, giving 
them a structured, predictable opportunity to ask 
questions and raise concerns. Despite worry that 
this could diminish student learning or that poor 
situational awareness on the part of a presenting 
trainee could traumatize family members, family 
satisfaction and student learning have both been 
seen to improve with this approach [8, 9]. Another 
innovative way of caring for families of end of 
life surgical patients is post-ICU storytelling 
[10]. This approach is still being actively devel-
oped and studied in the population of end of life 
care decision-makers, but self-disclosure and 
narrative construction have been shown to sig-
nificantly mitigate other types of trauma [11].

 Non-maleficence

The principle of non-maleficence is critical to 
any discussion of invasive, potentially harmful 
interventions. As surgeons, this describes much 
of what we do. This most basic idea, primum non 
nocere, can be difficult to apply in cases of diag-
nostic or prognostic uncertainty. It can be quite 
difficult to prospectively determine which inter-
ventions will prove non-therapeutic. This is dem-
onstrated by the common experience of wildly 
divergent options about the utility of a specific 
treatment between teams caring for the same 
patient (e.g., the operative and intensive care 
teams).

Beyond differences in perspective between 
providers with different roles in patient care, 
there are measurable differences in perspective 
based on practice environment when it comes 
to defining the line between reasonable and 
heroic treatments. There is significant variabil-

ity between the treatment approach to patients 
who are dying at “high intensity” as compared to 
“low intensity” hospitals; Barnato and colleagues 
observed that in the former patients were deemed 
to be dying when clinical status worsened in the 
face of maximal life support, whereas in the latter 
this determination was made at the time of diag-
nosis of a terminal illness [12, 13].

Determining when a procedure or intervention 
becomes non-therapeutic is highly dependent on 
the ability to accurately predict prognosis. 
Patients often have different views about what 
they would be willing to undergo if the cause of 
their illness is a temporary problem amenable to 
a “quick fix” or the irreversible progression of an 
underlying disease [14]. This can be difficult to 
navigate early in a patient’s clinical course when 
there are many unknowns. For a patient “in extre-
mis,” awaiting additional medical records or 
diagnostic results for prognostication prior to 
decisions to proceed with care is not advisable. 
Being direct with patients and families about the 
unknowns in the patient’s future, while clarifying 
the patient’s goals and values is of critical impor-
tance. These early conversations serve as the 
foundation for your relationship with the patient 
and their loved ones: knowing more about who 
the patient is and what they value can help you 
guide the decision-makers through difficult deci-
sions and avoid care inconsistent with the 
patient’s goals. It is disheartening to hear during 
the first formal family conference that “he would 
say we’ve gone too far and done too much 
already” after difficult surgical heroics. Because 
early prognostication is imperfect and patients 
may be willing to tolerate aggressive intervention 
in the short term if a good outcome is expected, 
but not in the long term or if a good outcome is 
not expected, some interventions may be reason-
able initially but with time it may become clear 
de-escalation is indicated.

Some have questioned the ethicality of remov-
ing life-sustaining therapies once they have been 
initiated. It is legally and ethically justifiable to 
consider removal of support devices equivalent to 
withholding them. Therefore a trial of a therapy 
does not require that this therapy continue; it may 
be discontinued if either the patient or their sur-
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rogate decides that it is not consistent with goals 
of care. It may also be discontinued if the pro-
vider determines that it is no longer medically 
indicated.

Moral distress arises when providers feel that 
they know the morally correct course of action 
but are powerless to enact it. Within current prac-
tice, this often means that the provider feels 
forced to continue treatments that they feel are 
harmful or at least not beneficial. For surgeons 
this is most commonly encountered when a 
patient with a protracted course is felt to have 
inconsistent, unrealistic goals of care, or when 
there are widely disparate opinions about prog-
nosis between a given patient’s providers [15]. 
This is almost always in the setting of a patient 
who can no longer express his/her wishes. Moral 
distress may be experienced by any of the mem-
bers of the care team. This is a situation where 
the adage “it is better to stay out of trouble than 
to get out of trouble” rings particularly true. 
Moral distress is best avoided by early effective 
communication, as resolving entrenched differ-
ences of opinion about how best to proceed can 
be very difficult. Ethics consultation and struc-
tured team debriefings may be important adjuncts 
to navigating out of these cases and recovering 
working relationships afterward.

There is significant potential for harm with 
communication errors. This makes conversa-
tions with patients and surrogates across lan-
guage barriers particularly fraught with risk. The 
process of translation can lead to insertion of 
values and judgments by the translator into med-
ical decisions, not just the information the 
healthcare team wanted to transmit. This makes 
the use of an appropriately trained medical trans-
lator critical, despite the tempting convenience 
of relying on family members – particularly for 
uncommon languages where obtaining transla-
tion services can be challenging. Medical Orders 
for Life- Sustaining Treatment (MOLST/POLST) 
programs are increasingly available online in 
many languages. This can serve as a good start-
ing point for clarifying end of life wishes, but 
does not adequately replace in-depth conserva-
tion [16]. Often where there are differences in 
language, there are differences in cultural atti-

tudes toward medicine, family structure, and 
death. This increases the risk not only of mis-
communication but also of mistrust and break-
down of the therapeutic alliance. It may be 
possible to avoid these issues by explicitly ask-
ing early on for preferences regarding the com-
munication of “bad news,” the locus of 
decision-making, and attitudes toward advance 
directives – prior to diving into goals of care dis-
cussion [17]. Online tools like CultureVision 
that allow providers to briefly familiarize them-
selves with common cultural views in their 
patients’ communities may be useful for setting 
a platform for cross-cultural discourse, but care 
must be taken to avoid using allowing tools to 
propagate stereotypes.

Futility is a commonly used but hard to define 
term. Early attempts at defining futility were 
based on trying to assess either qualitative or 
quantitative futility. Qualitative futility required a 
judgment about quality of life expected. 
Quantitative, or physiologic, futility required 
judgment about the probability of treatment suc-
cess, usually based in the ability of individual 
treatments to meet their physiologic goals  – 
ignoring the patient’s overall condition. Because 
these definitions were so value laden, conflict 
with families about continuing care that had been 
deemed futile was not infrequent. These conflicts 
lead to conflation of futility (“will this work”) 
and rationing (is this expenditure of resources 
“worth it”). Because of these limitations, the con-
cept of futility has fallen out of favor. The con-
cept of futility can only be meaningful in regard 
to an end  – assessing futility therefore always 
requires a value judgment. Because of this short-
coming, there is an emerging preference for dis-
cussing when interventions are “not medically 
indicated” rather than when they are “futile.” The 
SCCM (society of critical care medicine) ethics 
committee noted that “treatments that are 
extremely unlikely to be beneficial, are extremely 
costly, or are of uncertain benefit may be consid-
ered inappropriate and hence inadvisable, but 
should not be labeled futile” [18]. This limits the 
judgment to whether or not there can be a reason-
able expectation of medical benefit, instead of 
judging if the benefit would be “worth it.”

K. Brasel and M. Condron



243

In cases where there is a difference of opinion 
between family and the surgeon about if specific 
interventions are indicated, the surgeon has an 
obligation to at least obtain a second opinion and 
perhaps attempt to transfer care of patient to 
another provider whose views align with the 
family. While this addresses the family’s con-
cerns, it does keep the surgeon facilitating a ser-
vice that they believe is of no benefit to the 
patient, potentially with a cost to society or 
inflicting suffering on the patient [2]. This places 
them at risk of moral distress. Many of these 
conflicts are actually rooted in faulty communi-
cation, rather than irreconcilable differences of 
opinions; most can be overcome with sustained 
attempts at improving communication to find 
common ground. Patients and families may be 
swayed by news reports of “miracles” that likely 
represent initially misdiagnosis combined with 
sensationalism, rather than true reversal of, for 
example, persistent vegetative state [19]. Non-
indicated therapies may be suggested by family 
members with medical experience, but without 
expertise on the patient’s specific condition. 
While this can be frustrating for the care team, it 
is helpful to consider how we would handle 
being in their role. Many of us would find it dif-
ficult to passively sit back instead of attempting 
to be helpful – and we have all seen healthcare 
teams that have missed things and made mis-
takes. Many of the negative behaviors seen in 
these cases can be sublimated by directly nam-
ing and addressing the fear of medical errors, as 
well as empowering the family member to assist 
in other ways (coordinating travel for distant 
family, taking lead in family learning about 
wound care/drain care, etc.)

 Respect for Autonomy

Within surgical practice, respect for autonomy is 
the principle that the patient has a right to deter-
mine their own goals of care and to accept or 
decline offered treatments. This right is transfer-
rable to a surrogate if the patient is unable to 
express his or her own wishes. Unfortunately, 
only one in three US adults completes any type of 

advance directives, and 80% of these were done 
by patients age 65 years or older [20]. Those who 
do complete advance directives were generally 
unable to predict the exact circumstances of their 
medical crisis, and in situation where the under-
lying condition is terminal (e.g., advanced ovar-
ian cancer) but the acute problem (e.g., bowel 
obstruction) is likely reversible, these directives 
frequently provide little guidance [14]. Often 
they are completed without support in identifying 
relevant risks and expected outcomes – for exam-
ple, it is unlikely to be common knowledge for 
those completing advance directives that 20% of 
patients over age 65 who undergo urgent or emer-
gent abdominal surgery die within 30 days [21], 
even as they declare if they would want emergent 
surgery at an age over 65.

One of the critical difficulties in helping 
patients and families navigate making medical 
decisions during crisis or around end of life is 
that most people lack personal experience with 
the range of treatment options facing them, not to 
mention any medical crisis at all, so it is unlikely 
that they developed informed preferences outside 
of the medical setting. Because of this, their pref-
erences can be influenced heavily by small 
changes in how options are presented. This issue 
is referred to as “preference construction.” Two 
particularly important concepts in preference 
construction are context effect and framing effect, 
which describe how seemingly insignificant 
changes (such as whether “full code” or “DNR” 
is listed first on an advance directive form) can 
have a significant impact on patient and family 
preferences [13]. These patterns suggest that the 
choices being made are not in fact inviolable, but 
are constructed and reconstructed ad hoc to pro-
vide an answer for the question at hand. This 
raises the problematic question of whether patient 
and surrogate lead decision-making is actually 
giving them meaningful autonomy.

Further complicating the practical application 
of patient autonomy is a significant knowledge 
gap about many of the features of end of life care. 
Although many decision-makers have taken CPR 
(cardiopulmonary resuscitation) classes, it is 
common for their understanding of the outcomes 
of CPR to be based on depictions in TV or mov-
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ies. In a recent study, more than 70% of surrogate 
decision-makers thought that survival after CPR 
was >75%, only 20% understood that brain dam-
age could be present afterward, and merely 2% 
understood that the patient could be dependent 
on life support afterward [22]. This gap in under-
standing often leads to significant miscommuni-
cation or unrealistic expectations.

Another interesting observation about the role 
of surrogate decision-makers in end of life care is 
that more than 75% of them express a wish to limit 
or eliminate their role in medical decision- making. 
This suggests not only that being put into this posi-
tion is emotionally difficult but also that their 
engagement in this role could easily fatigue [23]. 
Additionally, surrogate decision- makers have 
shockingly high measured levels of learned help-
lessness, with more than half reporting helpless-
ness levels equivalent to alcoholics starting 12-step 
programs [24]. Learned helplessness can influence 
cognition and decision- making such that one 
believes that outcomes are independent of their 
actions. This results in decreased interest in partici-
pation and increased defensive behavior [24]. A 
finding worthy of further study is the observation 
that this helplessness is associated with lower edu-
cational level, but not with race or zip code. This 
may suggest that communication strategies that 
make medical decision- making more accessible 
across educational levels could mitigate this effect.

Risk of burdening family may influence 
patients’ decision-making: in people age 65 or 
greater, those who died within the following year 
required 61 hours of care per week, which had a 
mean duration of 10 years if caregiver was spouse 
[25]. While these exact figures may not be widely 
known, many people over 65 have observed oth-
ers become sources of significant care taking bur-
dens after they became ill. When asking spouses 
to describe their experience care taking, 66% 
reported that it was significantly physically diffi-
cult [25] – suggesting that the exact people we 
will depend on for decisions when they are 
already struggling with the illness of a loved one 
come to this situation already fatigued.

Often our patients are not familiar with the 
vocabulary that is used during family meetings. 
Over two-thirds of older, dialysis dependent 

patients reported being unable to define “progno-
sis” or accurately define “hospice” [26]. This sug-
gests not only that we are not sufficiently laying 
the foundation for these conversations but also that 
patients and their families may not be comfortable 
speaking out when we lose them in our jargon.

Shared decision-making is often cited as best 
practice [27], but details on how to enact this can 
be sparse. Describing the details of the complex 
decision tree and range of potential successes and 
complications that define prognosis is formida-
ble. The traditional informed consent conversa-
tion outlines the risks of specific complications; 
it may even follow the “PARQ conference” (pro-
cedure, alternatives, risks, and questions in plain 
language) model as required in the state of 
Oregon [27]. However, to a patient without an 
understanding of what it would be like to live 
with renal failure, knowing that they have a 15% 
risk of becoming dialysis dependent is not the 
same as being truly informed. Enabling patients 
and families to imagine themselves experiencing 
these scenarios can help with comprehension 
much more than simply forecasting. The Best 
Case/Worst Case framework is one way of enact-
ing this approach. This combines a narrative 
description and hand written graphic aid to illus-
trate the best case, worst case, and most likely 
outcomes sorted by different treatment strategies. 
This has been shown to shift the focus of decision- 
making conversations toward the treatment 
options, rather than the acute surgical problem at 
hand [28]. Ongoing studies are looking at family 
and surgeon experience and satisfaction with this 
particular tool; however decision aids in general 
were recently found in a Cochrane review to have 
a positive impact, with patients and families feel-
ing that they were more knowledgeable, more 
clear about their values, and more accurate in 
their risk perceptions while only adding 2.6 min-
utes to consultation time [29].

 Justice

One approach to the concept of justice is to divide 
it into three subcategories: distributive, rights 
based, and legal. Distributive refers to the fair dis-
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tribution of scarce resources, rights based reflects 
respect for peoples’ rights, and legal justice 
demands morally acceptable laws and application 
of those laws [30]. Each of these types of justice is 
based equality and equity. The right to be treated 
equally, and to have equal access to medical treat-
ment, is codified in many groups’ bylaws and even 
in some countries constitutions. In practice, there 
are many factors that can influence an individual’s 
ability to access treatment, for example, age, place 
of residence, social status, ethnic background, cul-
ture, sexual  preferences, disability, and insurance 
coverage. Some of these factors are more easily 
mitigated than others. The debate around the 
Affordable Care Act has at times focused on how 
to address distributive justice in the US healthcare 
system. Systems with limited access to insurance 
have the potential to exacerbate distributive con-
flicts. Systems that rely on the government to pro-
vide access to treatment have the potential for 
rights- based conflicts. For example, the Swiss 
Academy of Medical Sciences recently reported 
that doctors and other medical staff are increas-
ingly refusing to administer potentially useful 
treatment for economic reasons [31] and there has 
been considerable debate in the UK over the 
refusal of expensive treatment to patients who 
could potentially benefit from it [32, 33].

With regard to equality in the provision of care, 
there can be a perception that some people are not 
treated with the same degree of respect as is 
accorded to others. This can impact the likelihood 
that patients in marginalized communities will 
seek care, as well as how easily they will be able to 
engage in open and trusting communication with 
the healthcare team. Disparities in the care for 
people with disabilities as well as members of the 
lesbian, gay, bisexual, and transgender communi-
ties related to these barriers are widespread and 
well documented [34–36]. The impact of race on 
end of life care is complex. In addition to the 
potential for issues of trust and communication 
when the patient and their family have a different 
background than then healthcare team, there have 
been well-documented differences in the rate of 
completion of advance directives, provision of 
aggressive end of life therapy, and pursuit of organ 
donation across racial groups [37, 38].

Additional factors that influence just distribu-
tion of end of life resources are logistic and regu-
latory barriers. To qualify for the Medicare 
hospice benefit, a patient must have a physician 
certify that they are expected to live 6 months or 
less. This 6  month limit was designed with the 
ability for Medicare to pay in mind, rather than 
anything intrinsic to 6 months of remaining life. 
Only half of eligible Medicare beneficiaries ever 
use their hospice benefit. This may be a function 
of late referral: approximately one-third of 
Medicare hospice patients dying within their first 
week in hospice and nearly two-thirds within the 
first 30  days [39]. This suggests that many of 
these patients could have benefitted from earlier 
referral. Access to hospice may be biased toward 
those with the education and resources necessary 
to be aware of, request, and advocate for these 
services themselves.

One of the root causes behind the limited dis-
cussion of end of life issues is that this activity 
had traditionally not been reimbursed. The argu-
ment against paying for this consultative service 
was made most famous by Sarah Palin’s 2009 
Facebook post referencing rationing done by 
government run insurance programs and popular-
izing the term “death panel[s]” [40]. The issues 
of the appropriateness of end of life planning and 
concerns about the potential for rationing are 
separate issues; however the two have been con-
flated and politicized for debate. We are not 
aware of any evidence that would suggest that 
compensating providers for taking the time to 
clarify patients’ goals of care has resulted 
increased rationing. In fact a recent meta-analysis 
showed that the use of structured communication 
tools did not change the rate of DNR or the deci-
sion to pursue comfort care, but was able to lower 
the number of hospital days, number of ventilator 
days, and total cost of care [41].

 Fidelity

Ethical care of our patients requires more than 
simply well-meaning intentions. The tremendous 
privilege that patients extend to us by inviting us 
into their most vulnerable moments and trusting 
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us with invasive procedures demands tremendous 
faithfulness to our promises and implied agree-
ments. The principle of fidelity is broad and 
encompasses loyalty, fairness, truthfulness, advo-
cacy, and dedication to our patients.

As with the other principles, fidelity cannot be 
achieved without effective communication. As 
the leader of the healthcare team, surgeons may 
find tools like the Omaha system helpful in delin-
eating the commitments made by and the patient 
needs uncovered by the team. This multidisci-
plinary tool is incorporated directly into the elec-
tronic health record and has been shown to 
facilitate more open, consistent, and precise com-
munication [42].

The idealized surgeon has been typed as the 
“triple threat”: an outstanding clinician, a teacher, 
and a research scientist. This completely leaves 
out the roll of advocate, which is critical to fulfill-
ing our duty of fidelity. Effective advocacy 
requires a comprehensive knowledge of what 
goals are important to our patients and what bar-
riers stand in the way of these goals. A recent 
study by Nadin and colleagues identified that 
families of patients who had recently died valued 
the following most highly: the perception of the 
healthcare workers coming together as a team, 
honest communication, and demonstrable com-
passion and support for their family member 
[43]. Unfortunately, it seems that we are often not 
successfully identifying or advocating for end of 
life care that is consistent with what our patients 
want – fully one in eight Medicare beneficiaries’ 
family members report that the end of life care 
their love one received was not consistent with 
their wishes. Pain, dyspnea, and prevention of 
depression are common concerns; however 
nearly a third of patients with terminal cancer 
reported that their financial distress was more 
severe than their physical, family, or emotional 
distress [43]. These concerns are rarely identified 
or addressed beyond referral for discussion with 
a social worker or case manager.

Although as surgeons we have much of the 
background necessary to successfully guide end 
of life care and decision-making, particularly 
when using structured decision-making tools, it 
is worth noting the impact of formally involving 

a palliative care specialist. A recent study showed 
that even just a single visit with a palliative care 
specialist improved physical and psychological 
symptoms [44]. These providers may have more 
time to devote to end of life care planning and be 
more familiar with local resources, allowing 
them to meet patient and family needs that would 
be difficult for the surgical team to address. 
Additionally, surgeons may not be accurate 
reporters of what experiences in hospice would 
be like or what could be achieved with optimal 
symptom control. In a particularly troubling 
essay, Moss describes how far off the consulting 
surgeon was when describing the symptom con-
trol achievable with medical management of a 
malignant large bowel obstruction [45].

 Concluding Remarks

Providing excellent surgical care for patients at 
the end of life can present many ethical dilemmas. 
These range from avoiding unduly influencing 
preference construction, to decisions to withdraw 
life support, to attempting to prognosticate out-
come in complex situations with incomplete 
information. At the crux of applying beneficence, 
non-maleficence, respect for autonomy, justice, 
and fidelity to these situations is open, frequent 
communication. Through working to understand 
who our patients are, discover what they value, 
and mitigate gaps in medical knowledge, we can 
provide ethical, high-quality end of life care.
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Ethics and Surgical Innovation

Maria S. Altieri and Aurora D. Pryor

 Introduction

Innovation requires two conditions: a great idea 
and significant investment. Innovation in the 
medical field in the past decades has immensely 
improved patient care. When implementing new 
technologies and techniques, physicians are con-
fronted with multiple factors influencing the pro-
cess, such as the drive to provide superior care, 
the appeal of new technology, and the pressure 
from health-care systems and competition. 
Surgical innovation has led to benefits in imag-
ing, techniques, and novel devices, attempting to 
decrease health-care costs and/or improve patient 
outcomes [1]. Yet each of these steps has required 
collaboration between thoughtful leaders and 
financial backers. In the operating room, sur-
geons have been able to exercise creativity in 
regard to procedural modification. However, for 
surgical devices, the process is much more 
involved. To bring a new device to the bedside 
requires prototyping, clinical investigation, man-
ufacturing, and to secure the idea, patent work. 
Most surgeons lack the experience and the funds 
to bring a novel device idea to fruition indepen-
dently. Some partner with internal resources to 
help meet this need. However, surgeons fre-
quently find support through industry partners. 

This can lead to ethical conflict on many levels. 
This chapter will review the ethical challenges of 
bringing new technologies and techniques into 
clinical practice in the current era of surgical 
innovation.

 Innovation in Surgery

Introduction of new medications and devices is 
heavily regulated by the Food and Drug 
Administration (FDA) in the USA. The process is 
extremely rigorous and often takes years to bring 
a new product to the market. Although, the pro-
cess of new devices does not differ, the area of 
surgery differs from other areas of medicine, as 
new techniques and procedures are mostly unreg-
ulated [2, 3]. This particular type of innovation 
starts in the operating room where every patient 
is different, and no procedure is 100% step by 
step the same, and some variability in technique 
is possible and even expected. As repetitive fail-
ures and unanswered questions remain, surgeons 
strive to find solutions. If the surgeon believes 
that something novel or different may improve 
outcomes, they do not need approval by the FDA, 
and without plans to study it even the local insti-
tutional review board (IRB), prior to attempting 
it. Through these attempts, many successes have 
been discovered and procedures such as laparos-
copy and endoscopy have been invented and have 
revolutionized surgery.
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Innovation has led to so many advances in 
surgery, and today even more complex proce-
dures can be performed through the smallest 
incisions. Because of people who attempted 
new techniques, minimally invasive surgery has 
flourished. In the early 1980s, K Semm per-
formed the first laparoscopic appendectomy. 
Erich Mühe soon after performed the first lapa-
roscopic cholecystectomy on September 12, 
1985. Within a couple of years, he performed 
close to 100 endoscopic cholecystectomies [4]. 
Initially, his work was not accepted by sur-
geons; however today, nearly every abdominal 
surgery is performed laparoscopically, and 
minimally invasive techniques have spread to 
other areas such as urology, gynecology, and 
orthopedics.

Today, laparoscopic cholecystectomy has 
become the standard of care for treating gallblad-
der disease, as close to 1.2 million laparoscopic 
cholecystectomies are being performed each year 
in the USA alone [5]. But the search for even less 
invasive techniques has not stopped. More 
recently, another example of an unregulated new 
procedure is the introduction of the single- 
incision laparoscopic cholecystectomy (SILC). 
The technique was widely being performed prior 
to its safety being fully assessed. Soon after its 
implementation, it was noted that the rate of bile 
duct injuries, which is a dreaded complication 
following LC, is higher compared to the rate of 
this complication during LC [6]. The obvious 
question is whether the timing of its implementa-
tion was appropriate and safe.

There are many other examples of unsuccess-
ful or even harmful procedures such as internal 
mammary artery ligation for the treatment of 
angina, gastric freezing for treatment of ulcer 
disease, and jejunoileal bypass for bariatrics. 
Thus, many believe that implementation of new 
techniques should be regulated in order to pro-
tect the patient and ensure that safety is evalu-
ated before a new technique is widely 
implemented [7–9]. However regulation itself is 
not infallible, as evidenced by the Garren-
Edwards bubble or laparoscopic adjustable gas-
tric banding for weight loss.

 What Constitutes Surgical 
Innovation in Terms of Procedure/
Technique?

As opposed to devices, where the definition of 
an innovation is often clear, the definition of 
innovative procedures is often not as clear cut. 
As defined by the position statement of 
the Society of University Surgeons, an innova-
tion is:

a new or modified surgical procedure that differs 
from currently accepted local practice, the out-
comes of which have not been described, and 
which may entail risk to the patient. [10]

While the first laparoscopic procedure can 
clearly be defined as surgical innovation, the 
problem of oversight of new techniques or proce-
dures today lies in the vague definition of a 
“novel” or “innovative” procedure versus a modi-
fication on an already existing procedure. In an 
article published in 2002, Reitsma and Moreno 
hypothesized that surgeons are unaware of regu-
lations, rarely seek IRB approval, and are uncer-
tain of what constitutes innovation and research. 
The article shows that a minority of surgeons 
would seek Institutional Review Board (IRB) 
approval or understand what research requires 
IRB approval. For those surgeons, who had an 
IRB approval, a minority would mention the 
innovative nature of the procedure to their 
patients [11]. More recently, a study interviewing 
18 surgeons on what is innovation, reported that 
there is no uniform view about the definition of 
surgical innovation or the difference between 
innovation and research [12]. Further, Rutan 
et  al. reported knowledge deficits among aca-
demic surgeons regarding federal requirements 
and the role of IRBs in conducting clinical 
research [13].

In the absence of regulation, the process 
requires the surgeon to exercise a great deal of 
professionalism, integrity, and transparency. 
Some may argue that without oversight, objec-
tive decision-making may not be enough. Thus, 
the need for local IRB and federal oversight is 
essential to ensure patient safety.
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 Oversight of Innovation

With regard to innovation of procedures/techniques, 
several types have been described: minor modifica-
tion of a standard procedure, major modification of 
an established technique, or new innovation; in 
addition there is innovation that has been validated 
elsewhere, but not performed by the individual sur-
geon or at the institution [14]. Even minor modifica-
tions of a procedure may require oversight [15–17] 
if the surgeon intends to study the outcomes of the 
procedure. New innovations that are not intended to 
be studied, however, do not necessarily require IRB 
oversight. This does, however, require transparent 
patient disclosure, as mentioned below. IRB 
involvement is also helpful for assuring adequate 
safety measures and consent and encourages sur-
geons to study the results of their novel procedures 
to assure they truly improve outcomes.

Oversight of surgical innovation can occur at 
the local or federal level. The Institutional Review 
Board (IRB) is an example of local oversight. 
This committee is comprised of physicians and 
other institutional personnel and is in charge of 
reviewing research prior to its initiation involving 
human subjects and ensuring welfare, rights, and 
privacy. It is in charge of approval, monitoring, 
and reviewing any research involving patients.

In the USA, the Code of Federal Regulations 
(CFR) defines regulations involving human sub-
jects at the national level. There are also specific 
FDA research regulations for the use of biologics, 
drugs, and devices. Although these regulations 
only apply to federally funded research, they are 
applied by most institutions. Other regulations are 
provided by national organizations in the form of 
guidelines or certain committees. Another example 
of a regulatory system is ClinicalTrials.gov, which 
is a database created by the US National Library of 
Medicine, where clinical trials performed in the 
USA and around the world are registered.

 Informed Consent

One of the fundamental ethical challenges for 
surgical innovation is the appropriate achieve-
ment of informed consent. According to the 

Belmont Report, developed by the US Department 
of Health and Human Services in 1979, the con-
sent process has three key elements: information, 
comprehension, and voluntariness [18]. The pro-
cess of obtaining consent with patients can be 
challenging, especially when discussing new 
technology and procedures. Surgeons have an 
obligation to provide a forthright, balanced, and 
unbiased presentation of information regarding 
new technology to the patients, as the goal is for 
the patient to make an educated and voluntary 
choice to participate. Information provided 
should include the innovative nature of the proce-
dure or device, the risks and benefits, the experi-
ence of the surgeon with the procedure or device, 
possible unforeseen risks, the standard procedure 
or the alternatives to the proposed procedure, and 
the evidence, or lack of, in terms of success or 
risks of procedure/device. At the end, the patient 
should be given the opportunity to answer 
questions.

In the case of a new procedure or device, there 
are several challenges. If the surgeon has had 
some experience with it, she/he can discuss some 
of the benefits and risks thus encountered. 
However, sometimes risks and benefits may not 
be truly known. An example is the risk of com-
mon bile duct injuries in laparoscopic cholecys-
tectomy [19]. The lower the incidence of a 
complication, the more likely is to miss the true 
incidence until larger scale data is compared. 
Another challenge is the inherent bias for the 
term “new” or “innovative” that can affect both 
the surgeon and the patient [20]. This can prevent 
a balanced discussion, as the potential benefits 
may be highlighted and the risks excluded from 
the conversation.

A systematic review of the literature aimed to 
identify positions about consent and disclosure 
regarding surgical innovation [21]. The study 
reported four major tension points: the use of 
biasing/biased terminology to characterize 
innovation, patient vulnerability, the relation-
ship between the surgeon-innovator and the 
patient, and the practices and associated gaps 
related to consent and disclosure [21]. Surgeons 
may also often have a stake in the patient’s 
choice, desiring the patient to undergo the inno-
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vative procedure for personal reasons. Any 
financial or personal bias of the surgeon should 
be revealed to the patient during the consent 
process.

Both institutional and national medical asso-
ciations can provide guidelines and direction in 
this arena in order to protect both the patient and 
the surgeons and institutions.

 Device Development

Any device development and approval in the 
USA has to pass through the regulatory pathway 
which is supervised by the FDA. This path is well 
established (Fig. 1).

The first step is device concept which occurs 
when the surgeon sees an unmet medical need 
and creates an idea or a concept for a new device. 
Following that, a “proof of concept” is built that 
outlines the steps needed to determine is the idea 
is workable. If it appears to be promising, the 
device leads to the following stages. There are 
three classifications of devices depending on the 
device safety:
• Class 1: General controls
• Class 2: General controls with special controls
• Class 3: General controls and premarket 

approval

Class 1 devices pose the least amount of risk 
to the consumers. Examples are surgical instru-
ments. Class 2 devices pose more risks. Class 3 
devices can support or sustain life, can have the 
potential for unreasonable risk of illness or injury, 
or can be implanted in the body and include 
examples such as breast implants and pacemak-
ers. Due to the risks, they require premarket 
approval, which means that the device needs a 
proof of being safe and effective, often through 
animal studies and clinical trials.

The second step is building a device proto-
type, which may not be for human use. The 
device can undergo testing and refinement in 
controlled setting. During this testing, the device 
can be improved in order to reduce risk to the 
patient.

The third step is the pathway to approval and 
depends on the risk classification of the device, 
which is described above. Class 1 is subject to the 
least regulatory control as most are exempt from 
premarket approval, compared to Class 3 which 
requires the most control.

There are two main ways of getting a device 
to the market through the FDA: premarket notifi-
cation (510(k)) and premarket approval (PMA). 
In general the 510(k) pathway is used for a 
device that is substantially similar to another 
(predicate) device. The PMA pathway is much 
more expensive and involved and is used for 
truly new technologies. Clinical data is neces-
sary to prove that the device has a reasonable 
safety and effectiveness. Whereas only a small 
percentage of 510 (k) studies require clinical 

Step 1: Device concept

Step 2: Preclinical research

Step 3: Pathway to approval

Step 4: FDA review

Step 5: Post-market
monitoring

Fig. 1 Path of device development
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data, devices going through premarket approval 
require clinical data through an investigational 
device exemption (IDE).

An IDE application to the FDA is the first step 
in getting a device to be investigated in a clinical 
study. The application must include the belief 
that the risks to human subjects outweigh the 
benefits and that the device is scientifically sound 
and effective. After the application, the sponsor is 
advised on the trial design, statistical plan, and 
study endpoints. More information can be found 
on the FDA website [22].

The two regulatory controls are the premarket 
notification (aka 510(k)) and premarket approval. 
The 510(k) path is undertaken for devices that are 
not exempt from premarket review but do not 
need premarket approval [23]. In order to qualify 
for premarket notification, the sponsor needs to 
prove that the device is equivalent to a marketed 
device as it has the same intended use and charac-
teristics as a legally marketed device.

The premarket approval (PMA) path is highly 
regulated and usually evaluates Class 3 devices 
but can also evaluate Class 1 or 2 devices that are 
not substantially equivalent to others under the 
510(k) process. The process is very involving and 
requires extensive reports and summaries to 
ensure that the device has a reasonable safety 
profile.

Another pathway to market a device is 
Humanitarian Device Exemption (HDE). Devices 
falling under this category benefit patients by 
treating or diagnosing a disease that affects less 
than 4000 patients and are thus harder to study.

Once submitted, the FDA team will review 
the data. If needed, the FDA will consult an 
advisory committee, which consists of groups 
of experts in order to provide an independent 
advice. Following approval, the FDA continues 
to monitor device performance through post-
market safety monitoring. The FDA officials can 
conduct inspections of the device manufacturing 
facilities through the USA. These inspections can 
be routine or due to a particular problem. If the 
FDA notices a problem, they can stop the produc-
tion of the device. Other ways of monitoring is 
through reporting programs, such as MedWatch 
or Medical Product Safety Network (MedSun).

 Tracking Outcomes

Tracking outcomes of new devices is coordi-
nated by the FDA (described above). However, 
tracking outcomes following new technology 
or procedures is less clear. There is an ethical 
obligation to early adopters of new technology 
and procedures to track outcomes and ensure 
the wellness of the patients. There are a multi-
tude of ways to accomplish this task, including 
IRB-approved studies, establishing randomized 
controlled trials, participation in prospective 
registries and consortia, institutional databases 
and prospective reviews, and personal databases. 
This process is not only time-consuming, requir-
ing a great deal of manpower and coordination, 
but expensive as well. Regardless, the surgeons 
are duty-bound to properly assess the new tech-
nology or procedure to fully elucidate its rele-
vance and effectiveness [24].

Prospective randomized controlled trials 
(RCT) are the gold standard of evaluating inter-
ventions. Initiation of a RCT for a new interven-
tion can prove challenging. One of the challenges 
is timing of the study. In the case of starting a 
study too early, the definitive technique may not 
be fully developed; thus the study will reflect the 
learning curve and not the true effect of the inter-
vention [25]. Another challenge can be the depen-
dence of the technique or procedure on the 
operator and sometimes the team [26]. While 
individual surgeons may be willing to offer the 
procedure based on their experience, this may not 
be the general opinion of everyone in a practice, 
and getting enough participants may prove chal-
lenging. The investigators may need to extend the 
trial beyond a single institution, which may be 
even more challenging for uniformity of a trial. 
Designing the trial may be difficult as well, as 
outcomes need to be clearly defined. Without 
knowing potential complications, assessing for 
those may be difficult. Other challenges of RCTs 
for evaluating surgical innovation have been 
described [27].

Other forms of tracking new technologies 
are in form of databases, either national, institu-
tional, or personal. In the new era of improving 
outcomes, national databases such as NSQIP, 
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ASMBQIP, and SCIP have proved to play a cen-
tral role. Originally involving Veteran Affairs 
hospitals, the ACS NSQIP database now includes 
more than 400 hospitals nationwide and pro-
vides the ability to capture 30-day outcomes. 
Other statewide databases are also available 
in certain states and are under the governance 
of the State Department of Health. Such data-
bases are the New York Statewide planning and 
research cooperative system (SPARCS) and the 
California Department of Health Care Services 
(DHCS) database. However, these databases 
may not reflect the initiation of a new technique 
or technology. Examples are procedures such 
as natural orifice transluminal endoscopic sur-
gery (NOTES), peroral endoscopic myotomy 
(POEM), and single-incision laparoscopic sur-
gery (SILS). These databases do not accurately 
capture these procedures. In the case of SILS, 
most procedures were coded as laparoscopic cho-
lecystectomy, thus inaccurately assessing early 
complications and long-term outcomes.

As it is imperative to capture adverse events 
related to medical devices and procedures, fur-
ther work is needed in designing methods to track 
outcomes.

 Training and Credentialing in New 
Technologies

Education is essential for safe and effective use 
of a new procedure, device, or technique. Even if 
a surgeon-innovator has become proficient, when 
a procedure has moved beyond the first adopter 
and is being performed by others, the issue of the 
learning curve and training others to safety adopt 
a procedure arises. In surgery, there is a traditional 
approach of a master-student apprenticeship.

A good example of issues in training and cre-
dentialing in surgical technique is laparoscopy. 
As previously mentioned, while originally not 
well accepted, it is now a standard of care for 
many surgical procedures. Laparoscopy differs 
compared to open surgery in loss of three dimen-
sions and sense of touch. While today, residents 
have the opportunity to train in laparoscopic pro-
cedure, when initially introduced, surgeons had 

to learn this new technique in a safe and effective 
manner. This leads to development of laparo-
scopic simulators and trainers. In addition, men-
tored cases or visiting apprenticeships have been 
used to help obtain surgical skills. Mentoring is a 
form of training, where a more experienced sur-
geon can observe or scrub in order to supervise.

Credentialing refers to the next step following 
training. Credentialing involved the verification 
of a surgeon’s licensure, education, training, 
experience, and ultimately competence to per-
form a technique or procedure. It should be the 
result of a standardized, competency-based peer 
review evaluation. At an institutional level, it usu-
ally involves the review of length of training and 
number of procedures performed. This usually 
has been the task of a multidisciplinary commit-
tee, bringing together clinical, academic, admin-
istrative, financial, and other providers who can 
assess new technology/procedure implementa-
tion and grant the approval. More recently, “train-
ing competence” has emerged as a form of 
credentialing. An example is the Fundamentals of 
Laparoscopic Surgery (FLS), which was devel-
oped by the American College of Surgeons and 
the Society of American Gastrointestinal and 
Endoscopic Surgeons (SAGES). FLS curriculum 
is used for certifying trainees in laparoscopic 
skills, not only at an institutional level but also at 
the national level. The success of FLS has encour-
aged the development of programs like the 
Fundamentals of Endoscopic Surgery (FES) and 
Fundamentals of Robotic Surgery (FRS) [24].

 Working with Industry

Another potential controversial topic is the 
surgeon- industry relationship. Sometimes these 
relationships can lead to significant financial 
gain, and therefor bias, for surgeons. The concern 
regarding these relationships is, regardless of 
the scale of the rewards, a perceived notion that 
people generally tend to feel obliged to return 
favors, no matter how small the gifts may be. The 
general public is specifically concerned and criti-
cal of physicians who own stocks in companies 
where the financial gain is even more direct [28, 
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29]. While of these concerns exist, the collabora-
tion between surgeons and industry has been nec-
essary for the progress of innovation. A survey of 
822 surgeons reported that most surgeons believe 
that industry-surgery relationship is positive and 
necessary for surgical innovation to occur [30]. 
The collaboration involves merging the surgeons’ 
clinical expertise and skills with the knowledge 
and resources of technical experts, engineers, 
and businessmen. It is essential for surgical 
innovation.

There are many reasons for this relationship to 
exist. The process of getting a device to the mar-
ket is lengthy and very involving, as described 
above under the Device Development sec-
tion. Industry can provide the resources for the 
development and marketing of many devices or 
technology. Physicians, who invent, usually are 
not involved in the manufacturing or marketing 
of the product [31]. Thus, industry can provide 
help in this area. In the start of a new technol-
ogy or technique, industry can help with main-
tenance of databases for new innovations, which 
often requires funding and expertise. In addition, 
industry can help with research and education, 
as industry can provide research opportunities, 
grants, and courses involving the new technology 
or technique.

Because of this relationship, the term conflict 
of interest (COI) was coined, which refers to a 
situation in which the physician’s judgment or 
decision-making can be influenced due to a rela-
tionship. Strategies to address potential COIs is 
the enhancement of disclosures by physicians, 
known as transparency [32].

 Disclosures

Disclosure is the act of revealing all relevant 
information that may influence the decision of 
the patient. As mentioned above, the enhance-
ment of disclosures by physicians is known as 
transparency. This can refer to the involvement of 
the physician with industry. Under the Patient 
Protection and Affordable Care Act, all physi-
cians should exercise transparency and compa-
nies have to publicly release details of payments 

made to physicians. Other disclosures, in context 
of new devices or procedures, include personal 
experience of the surgeon, outcomes, complica-
tions, and how the device or procedure/technique 
compare to current standard of treatment.

A study published in 2013 examined what 
information patients and surgeons consider 
essential to disclose in an informed consent [33]. 
The study consisted of a survey of 85 surgeons 
and 383 patients. The authors concluded that 
important information that should be disclosed 
includes the innovative nature of the surgery, 
potentially unknown risks and benefits, and the 
experience of the surgeon with the surgery. The 
majority of the patients (80%) indicated that one 
of the most important variables in their decision 
was whether it would be the surgeon’s first time 
doing the procedure [33].

 Conclusions

• Innovation in the surgical field has immensely 
improved patient care.

• In order to bring new devices and procedures 
collaboration between physicians, scientists, 
engineers, and industry is key.

• The surgeon must have the ethical principles 
to ensure that the patients’ well-being is not 
affected when bringing new technology or tech-
niques, while striving to improve outcomes.

References

 1. Riskin DJ, Longaker MT, Gertner M, Krummel 
TM.  Innovation in surgery: a historical perspective. 
Ann Surg. 2006;244(5):686–93.

 2. Spodick DH.  Numerators without denominators. 
There is no FDA for the surgeon. JAMA. 1975;232(1): 
35–6.

 3. Love JW. Drugs and operations. Some important dif-
ferences. JAMA. 1975;232(1):37–8.

 4. Litynskic GS. Erich Mühe and the rejection of laparo-
scopic cholecystectomy (1985): a surgeon ahead of his 
time. JSLS. 1998;2(4):341–6.

 5. Truven Health Analytics (Thomson/Solucient), USA 
procedure volumes 2014 National Data. Ann Arbor.

 6. Strasburg SM. Single incision laparoscopic cholecys-
tectomy and the introduction of innovative surgical 
procedures. Ann Surg. 2012;256(1):2.

Ethics and Surgical Innovation



256

 7. McKneally MF, Daar AS. Introducing new technolo-
gies: protecting subjects of surgical innovation and 
research. World J Surg. 2003;27:930–7.

 8. Steinbrook R. Improving protection for research sub-
jects. N Engl J Med. 2004;346:1425–8.

 9. Roy DL, Black PM, McPeek B. Ethical principles in 
research. In:  Principles and practice of research: strat-
egies for surgical investigation. New York: Springer- 
Verlag; 1991.

 10. Biffl WL, Spain DA, Reitsma AM, Society of 
University Surgeons Surgical Innovations Project 
Team, et  al. Responsible development and applica-
tion of surgical innovations: a position statement of 
the Society of University Surgeons. J Am Coll Surg. 
2008;206(6):1204–9.

 11. Reitsma AM, Moreno JD.  Ethical regulations for 
innovative surgery: the last frontier? J Am Coll Surg. 
2002;194(6):792–801.

 12. Rogers WA, Lotz M, Hutchison K, Pourmoslemi A, 
Eyers A. Identifying surgical innovation: a qualitative 
study of surgeons’ views. Ann Surg. 2014;259(2):273–8.

 13. Rutan RL, Deitch EA, Waymack JP.  Academic sur-
geons’ knowledge of Food and Drug Administration 
regulations for clinical trials. Arch Surg. 
1997;132:94–8.

 14. Broekman ML, Carrière ME, Bredenoord AL. Surgical 
innovation: the ethical agenda: a systematic review. 
Medicine (Baltimore). 2016;95(25):e3790.

 15. Sundaram V, Vermana G, Bhayani SB.  Institutional 
review board approval and innovation in urol-
ogy: current practice and safety issues. BJU Int. 
2014;113(2):343–7.

 16. Lieberman I, Hemdon J, Hahn J, Fins JJ, Rezai 
A.  Surgical innovation and ethical dilemmas: a 
panel discussion. Cleve Clin J Med. 2008;75(Suppl 
6):S13–21.

 17. Tan VK, Chow PK. An approach to the ethical evalua-
tion of innovative surgical procedures. Ann Acad Med 
Singap. 2011;40(1):26–9.

 18. Research, The National Commission for the 
Protection of Human Subjects of Biomedical and 
Behavioral. The Belmont report: ethical principles 
and guidelines for the protection of human subjects of 
research, E. Department of Health, and Welfare, edi-
tor. U.S. Department of Health and Human Services; 
1979. www.hhs.gov.

 19. Bernard HR, Hartman TW.  Complications after 
laparoscopic cholecystectomy. Am J Surg. 
1993;165(4):533–5.

 20. Frader JE, Caniano DA. Research and innovation in 
surgery. In: McCullough LD, Jones JW, Brody BA, 
editors. Surgical ethics. New York: Oxford University 
Press; 1998. p. 217–41.

 21. Bracken-Roche D, Bell E, Karpowicz L, Racine 
E.  Disclosure, consent, and the exercise of patient 
autonomy in surgical innovation: a systematic content 
analysis of the conceptual literature. Account Res. 
2014;21(6):331–52.

 22. Device advice: investigational device exemp-
tion (IDE). June 2014. http://www.fda.gov/
MedicalDevices/DeviceRegulationandGuidance/
HowtoMarketYourDevice/InvestigationalDevice 
ExemptionIDE/.

 23. PremarketNotification (510k). Aug 2014. http://
www.fda.gov/?MedicalDevices/DeviceRegulation 
andGuindance/HowtoMarketYourDevice/Premarket 
Submissions/PremarketNotification510k.default.htm.

 24. Strong VE, Forde KA, MacFadyen BV, Mellinger JD, 
Crookes PF, Sillin LF, Shadduck PP. Ethical consid-
erations regarding the implementation of new tech-
nologie s and techniques in surgery. Surg Endosc. 
2014;28(8):2272–6.

 25. Yang SH, Zhang YC, Yang KH, et  al. An evidence- 
based medicine review of lymphadenectomy extent 
for gastric cancer. Am J Surg. 2009;197(2):246–51.

 26. Barkun JS, Aronson JK, Feldman LS, et  al. 
Evaluation and stages of surgical innovations. Lancet. 
2009;374(9695):1089–96.

 27. Ergina PL, Cook JA, Blazeby JM, et  al. Challenges 
in evaluating surgical innovation. Lancet. 2009; 
374(9695):1097–104.

 28. Orlowski L, Wateska JP.  The effects of pharmaceu-
tical firm enticements on physician prescribing pat-
terns. There’s no such thing as a free lunch. Chest. 
1992;102(1):270–3.

 29. Perry JE, Cox D, Cox AD.  Trust and transparency: 
patient perceptions of physicians’ financial relation-
ships with pharmaceutical companies. J Law Med 
Ethics. 2014;42(4):475–91.

 30. Altieri MS, Yang J, Wang L, Yin D, Talamini M, 
Pryor AD.  Surgeons’ perceptions on industry rela-
tions: a survey of 822 surgeons. Surgery. 2017;162(1): 
164–73.

 31. Chaterji AK, Fabrizio KR, Mitchell W, Schulman 
KA.  Physician-industry cooperation in the medi-
cal device industry. Health Aff (Millwood). 
2008;27(6):1532–43.

 32. Katz D, Caplan AL, Merz JF.  All gifts large and 
small: toward an understanding of the ethics of phar-
maceutical industry gift-giving. Am J Bioeth. 2003;3: 
39–46.

 33. Lee Char SJ, Hills NK, Lo B, Kirkwood KS. Informed 
consent for innovative surgery: a survey of patients 
and surgeons. Surgery. 2013;153(4):473–80.

M. S. Altieri and A. D. Pryor

http://www.hhs.gov
http://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/HowtoMarketYourDevice/InvestigationalDeviceExemptionIDE/
http://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/HowtoMarketYourDevice/InvestigationalDeviceExemptionIDE/
http://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/HowtoMarketYourDevice/InvestigationalDeviceExemptionIDE/
http://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/HowtoMarketYourDevice/InvestigationalDeviceExemptionIDE/
http://www.fda.gov/?MedicalDevices/DeviceRegulationandGuindance/HowtoMarketYourDevice/PremarketSubmissions/PremarketNotification510k.default.htm
http://www.fda.gov/?MedicalDevices/DeviceRegulationandGuindance/HowtoMarketYourDevice/PremarketSubmissions/PremarketNotification510k.default.htm
http://www.fda.gov/?MedicalDevices/DeviceRegulationandGuindance/HowtoMarketYourDevice/PremarketSubmissions/PremarketNotification510k.default.htm
http://www.fda.gov/?MedicalDevices/DeviceRegulationandGuindance/HowtoMarketYourDevice/PremarketSubmissions/PremarketNotification510k.default.htm


257© Springer Nature Switzerland AG 2019 
A. R. Ferreres (ed.), Surgical Ethics, https://doi.org/10.1007/978-3-030-05964-4_24

Ethics and Breast Cancer
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 Information and Consent: 
Disclosure

Informed consent for breast surgery has many 
ethical considerations ranging from the obliga-
tions of healthcare professionals to disclose ade-
quate information (regarding risks and benefits 
such as the risk of local recurrence, cosmetic out-
comes and survival) to the capacity of the patient 
to understand the given information in order to 
make informed choices. In other words, informed 
consent for breast surgery is the autonomous 
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Key Points
• Informed consent for breast surgery is 

the autonomous authorisation by the 
patient to undergo a breast procedure, 
ranging from lumpectomy to bilateral 
mastectomy and reconstruction.

• Patient’s autonomy during the process 
of informed consent for breast surgery 
can only be truly respected, if appropri-
ate and adequate information is given to 
them in a manner, which is understand-
able by the patient.

• Enabling, empowering and educating a 
woman with breast cancer to make the 
right choice between breast-conserving 
surgery and mastectomy are in concor-
dance with the fundamental principle of 
bioethics, that is, respect for autonomy.

• For responsible healthcare profession-
als, it is important to gain clear and 
unambiguous knowledge of handling 
genetic information in order to protect 

the patients, their families and the pub-
lic from undesirable social and ethical 
consequences.

• While the underutilisation of screening 
mammography can be attributed to socio-
economic and cultural and geographic 
barriers, ethical principles need to be taken 
into account and highlighted especially 
information regarding the potential harm 
in false-positive tests and overdiagnosis.

• Few decision aids exist and health pro-
fessionals need training in the commu-
nication process about DCIS [1]. Patient 
participation can be enhanced through 
printed materials, patient navigators, 
consumers, group aids, use of electronic 
media, etc.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-05964-4_24&domain=pdf
mailto:amtulcarmichael@nhs.net


258

authorisation by the patient to undergo a breast 
procedure, ranging from lumpectomy to bilateral 
mastectomy and reconstruction. The process of 
informed consent for the breast surgery is bound 
by the same ethical principles that govern the 
practice of medicine and provide a framework for 
ethical practices. Nowhere else than in the prac-
tice of breast surgery, the principles respect for 
autonomy, non-maleficence, beneficence and jus-
tice become more important. The judgement to 
apply these ethical principles is a subjective pro-
cess. Therefore, for breast surgery, a judgement 
based on the collective wisdom of the multidisci-
plinary teams is deemed to ensure that these prin-
ciples have been applied in an objective manner. 
Though decisions regarding how to treat women 
with breast cancer are made in a multidisciplinary 
setting, however, it is the task of an individual 
surgeon to convey the decision to the patient and 
seek her consent for the proposed treatment. It is 
the responsibility of the surgeon to apply an ethi-
cal judgement while practising the process of 
informed consent. Injudicious use of this can lead 
to disastrous consequences for women. The 
Kennedy report questioned issues of informed 
consent in the context of management of surgical 
margins, local recurrence rates and cosmesis 
after breast cancer treatment [2]. There are three 
main elements of the process of informed con-
sent relating to breast surgery (preconditions, 
information giving and proper consent), consist-
ing of two elements of preconditions (compe-
tence and voluntariness), three elements of 
information giving (disclosure, recommendation 
and understanding) and two elements of consent 
(decision and authorisation) [3].

To consent for breast surgery, the first precon-
dition is competence from the side of the indi-
vidual, in the sense that they have the capacity to 
understand and decide about the information that 
has been provided. Women after receiving the 
diagnosis of breast cancer may be nervous, usu-
ally affected or distracted, which may negatively 
impact on their understanding. Inadequate under-
standing will most probably lead to a decision 
which may not be necessarily in the best interests 
of women [4, 5]. If a patient lacks the capacity of 
understanding because of mental health issues, 

then a case can be made for surgery without her 
consent in extremely rare circumstances [6]. The 
second precondition for consenting for breast 
surgery is that the individual takes part in the pro-
cess voluntarily. Clinical experience and scien-
tific evidence show a wide variation in the 
understanding of patients regarding diagnosis, 
treatment options, possible benefits, risks, com-
plications and prognoses [7]. A consent for breast 
surgery can be regarded as truly voluntary, if the 
patients are given information and choices in a 
manner which instils confidence in them. The 
whole process of giving information and enabling 
right choices requires fostering an environment 
where women regard themselves as the legiti-
mate source of the authority and perceive them-
selves to be able and authorised to speak for 
themselves [8].

The second element of informed consent for 
breast surgery is the information (disclosure, 
recommendation and understanding) element. It 
entails disclosure of material information and 
recommendation of a treatment plan for breast 
cancer, in a way which is comprehensible and 
easily understood by the patient. Healthcare pro-
fessionals need to disclose a core set of informa-
tion to enable the patient to refuse or consent to 
a proposed intervention or treatment of breast 
cancer. For example, when consenting women 
for mastectomy, they need to understand that 
mastectomy may not remove all breast tissue, 
and in any such events, infrequent as it may be, 
re- excision may be required [9]. The consent for 
mastectomy and type and timing of reconstruc-
tion is a vast subject. The outcome and type of 
breast reconstruction not only has an impact on 
body image; it also affects women’s psychoso-
cial and sexual well-being [10]. The evidence 
from the published literature, a clear and full 
explanations of all potential complications such 
as breast implant-associated anaplastic large cell 
lymphoma (ALCL), surgeon’s own results sup-
ported by clinical photographs and access to past 
patients, who have had breast reconstruction for 
support and discussion, are absolutely manda-
tory to ensure effectiveness of the informed con-
sent process in breast reconstruction. This 
information can help patients to better under-
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stand the expected outcomes and make an 
informed choice about the type and timing of 
reconstruction. These discussions need to be 
appropriate, adequate and fully documented 
[11]. The third element of the informed consent 
for breast surgery is consent (decision and 
authorisation) itself, which in the case of breast 
surgery is extremely sensitive. The overriding 
principle in consenting women for breast sur-
gery is respect for their autonomy. A patient’s 
autonomy during the process of informed con-
sent for breast surgery can only be truly 
respected, if appropriate, and adequate informa-
tion is given to them in a manner, which is under-
standable by the patient. After understanding the 
risks, benefits, alternatives and complications of 
a particular treatment or intervention, a patient 
decides in favour of the treatment and authorises 
this chosen plan.

 Breast Conservation vs Mastectomy

Giving women a true choice between breast- 
conserving surgery and mastectomy for the treat-
ment of early breast cancer is one of the most 
important aspects in the management of breast 
cancer. Enabling, empowering, and educating a 
woman with breast cancer to make the right 
choice between breast-conserving surgery or 
mastectomy are in concordance with the funda-
mental principle of bioethics, that is, respect for 
autonomy. It is vitally important that women 
have a clear understanding of the survival and 
recurrence rate associated with these surgical 
procedures. There is evidence to suggest that 
most women have inadequate knowledge with 
which to make informed decisions about breast 
cancer surgical treatment [12]. This is in contra-
diction with the basic principles of ethical prac-
tice. The respect for autonomy can only be of any 
value, if women are empowered to decide from a 
position of knowledge. Several decision aids 
have been used to facilitate true knowledge. 
Decision aids have shown to be beneficial to 
enhance shared decision-making, decreasing 
decisional conflict and increasing knowledge and 
satisfaction [13].

It must be understood that decision-making 
between breast-conserving surgery and mastec-
tomy is more complex than simply making ratio-
nal choices between two treatments [14]. Despite 
all the research on this topic, there is no evidence 
to suggest that breast-conserving surgery offers 
overall psychological benefits. After breast- 
conserving surgery, concerns for body image are 
replaced by fear of recurrence as a source of psy-
chological morbidity. It is interesting to note that 
mastectomy rates have remained the same despite 
women being offered the choice of treatment. 
This could be due to the self-determination and 
independent decision-making, reflecting that 
women have become independent and active 
decision-makers. There is also evidence to sug-
gest that some women like to take a more passive 
or collaborative role in decision procedures and 
prefer to accept the recommendations of clini-
cians [15]. Where women choose to accept the 
recommendations of clinicians, it is absolutely 
mandatory for the healthcare professionals to 
ascertain that they have disclosed adequate infor-
mation to the patient; also the healthcare profes-
sionals need to probe and ensure that patient is 
accepting this decision from a position of knowl-
edge and understanding [16]. The healthcare pro-
fessionals obtaining the consent need to exercise 
ethical judgement. This ethical judgement will 
depend upon the character, moral standing, sense 
of responsibility and accountability of the health-
care professional.

The diagnosis of cancer leads to intense anxi-
ety, mainly for the reason of survival, but other 
factors also play a part. It is important to recog-
nise these factors to facilitate a woman’s auton-
omy to make a treatment decision. There are 
several reasons identified why women choose 
breast-conserving surgery or mastectomy, when 
they have had a true choice, but our understanding 
about the reasons for this choice is far from clear 
[17–19]. When faced with the choice, women 
need time and space to practise a degree of self-
reflection, exploring their sense of self and iden-
tity [20]. The support of specialist nurses, family 
members and friends provides a safe environ-
ment for a woman to reflect her sense of identity 
and decide on her preferences. While thinking 
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about the impact of surgery on their identity and 
self, women may take into consideration other 
underlying reasons. While exercising her right 
for autonomy, views formed by a woman dur-
ing her experiential encounters have an impact 
on the choice of surgical treatment. For example, 
the evidence suggests that if women observe a 
negative experience after breast-conserving sur-
gery in a close family member or friend or wit-
ness a positive mastectomy experience, they are 
more likely to choose mastectomy as the part 
of treatment for early breast cancer [21]. The 
evidence suggests that for some women, expe-
riential interpretation rather than statistical prob-
abilities are the deciding factors, when making a 
choice for the type of surgery for the treatment 
of early breast cancer [19, 22]. Women making 
such choices are influenced by the perceived risk 
of each treatment options, more than the objec-
tive information and explanation given by the 
healthcare professionals [23].

 Genetic Testing and Implications: 
Prophylactic Surgery

The immense scientific breakthrough in the field 
of genetics in the last decade has led to several 
ethical challenges relating to the individuals, 
their families and the society as a whole and 
highlighting the importance of the informed con-
sent process. It is vital for a practising breast 
healthcare professional to be able to sensitively 
and thoughtfully navigate through the process 
and implication of genetic testing and its conse-
quent prophylactic surgery. A clear understand-
ing of the contemporary ethical and social issues 
relating to genetic testing for breast cancer is 
necessary to develop a practical approach for 
counselling, testing and treating patients with a 
genetic disposition to breast cancer [24]. It is 
well recognised that there are significant gaps in 
the genetic knowledge of the public and the pro-
fessionals [25, 26]. The respect for the autonomy 
of the patient remains the overarching principle 
while addressing the ethical issues relating to 
genetic testing for breast cancer and offering 
risk- reducing surgery. The implications of 

genetic testing are based on the principle of ‘pri-
macy of patient’ and ensure that the patient 
remains the primary concern of the healthcare 
professionals in terms of respect for patient’s 
autonomy, individuality, welfare and freedom 
[27]. The respect for the autonomy of the patient 
demands that healthcare professionals respect 
and promote the capacity of an individual to 
make a sound decision. The fundamental princi-
ple that is ingrained in the informed consent pro-
cess also applies to the genetic testing in the 
sense that the healthcare professional should 
facilitate patients to decide for themselves with-
out personally influencing them, termed as non-
directive genetic counselling [28].

The implications of the results of genetic test-
ing are not limited exclusively to the patients 
themselves, because family members share 
genes; and the detection of a germline mutation 
of BRCA genes may have deep implications for 
the individuals genetically related to the patient. 
It is a moral obligation and legal duty to warn at- 
risk relatives, if there is a potential for serious 
and avoidable harm by the disease. The duty of 
healthcare professional is to encourage patients 
to communicate with the relatives to convey the 
results of abnormal genetic testing. If attempts to 
encourage patients to communicate with their 
families fail, and the condition is considered to be 
serious and treatable, and harm of disclosure is 
deemed to be less than the harm of nondisclo-
sure, then it may be appropriate to breach the 
confidentiality of the patient [29]. This can be 
justified on the ethical principle that nondisclo-
sure undermines the decision-making autonomy 
of at-risk relatives [30]. This, a major ethical 
challenge of decision-making while handling 
genetic information, contests the ethical principle 
of patient’s autonomy and forces the recognition 
of familiar and global implications [24]. For 
responsible healthcare professionals, it is impor-
tant to gain clear and unambiguous knowledge of 
handling genetic information in order to protect 
the patients, their families and public from unde-
sirable social and ethical consequences [31]. 
Increasing availability of refined genetic infor-
mation has created new moral choices and chal-
lenges. There are several ethical considerations 
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when deciding to undergo prophylactic mastec-
tomy and reconstruction by patients diagnosed 
with a germline mutation of BRCA genes. 
Women can perceive this genetic knowledge as a 
means to enhance control of their personal health 
and well-being, thus seeking interventions to 
minimise the risk of developing breast cancer 
[32]. This increase in demand poses the chal-
lenge of balancing the ethical principles of auton-
omy and beneficence against non-maleficence 
and justice.

According to Jacobson, the first prophylactic 
mastectomy reported was carried out in 1917 for 
a rather paradoxical reason: ‘… the fear of hav-
ing the breast mutilated keeps patients away and 
allows a tumour to run a progressive course’ [33]. 
The breast is a special organ, and it is deeply con-
nected with a sense of femininity, sensuality, 
sexuality, adulthood and motherhood. Therefore, 
it is argued that irreversible mutilation of this 
organ deserves caution and attention [34]. The 
ethical responsibility of the healthcare profes-
sional is to explain to patients the risks associated 
with the risk-reducing mastectomy and recon-
struction and convey the expected protection 
from cancer in a meaningful and understandable 
manner along with its potential side effects. It is 
an ethical responsibility of each clinician in this 
particular field to enable the woman to under-
stand the benefits and the personal costs involved 
in such an emotive procedure. In this circum-
stance, the final word belongs to the woman, and 
the legal, economic or psychological and cultural 
factors have much lighter-weighting in this ethi-
cal consideration.

 Access to Treatment in Resource 
Constrained Environments: 
Compliance with Guidelines

Ethnic inequities, disparities and timeliness to 
treatment and its prognostic significance on 
breast cancer mortality have been studied in sev-
eral populations worldwide. Being cancer the 
leading cause of death among non- communicable 
diseases prompted the World Health Organization 
in 2017 to present key drivers that cover the 

structure, process and outcome of cancer includ-
ing palliative care and rehabilitation [35–38].

The Breast Health Global Initiative duly col-
laborates with national and international health 
organisations. Evidence-based guidelines stratify-
ing recourses into basic, limited, enhanced and 
maximal levels were set in the early 2000 and fur-
ther implemented. Basic resources are defined as 
having the core facilities for any cancer, limited 
includes availability of both diagnostic and the 
least expensive treatment options and enhanced 
includes third tier services that can improve out-
come and quality for patients. Maximum level 
resources include those included in guidelines 
without resource constraints. However, they must 
depend on existence and functionality [37].

Guidelines give a structured framework for 
management in being evidence-based and hav-
ing quality indicators to ensure equal care. Some 
countries have modified existing guidelines that 
better correspond to the epidemiologic and social 
structure of the countries [39]. A recent Cochrane 
review focusing on the effect of interventions for 
raising awareness found a paucity of high-quality 
studies addressing the issue [40]. The review con-
cludes that the combination of written informa-
tion and face-to-face communication improved 
awareness. Mammography screening as a rapid 
cost-efficient tool now used for 40 years has been 
an instigator for early detection and awareness. 
There is disagreement among experts about its 
value and whether screening yields more harm 
than benefit. A difference in screening behav-
iour was noted among Haitian women residing 
in Florida compared to other women living in the 
same region. No specific risk factor was found 
albeit late presentation and poorer outcomes for 
the Haitian women prevailed. Previous stud-
ies encountered communication barriers among 
the residents [41]. While the underutilisation 
of screening mammography can be attributed 
to socioeconomic and cultural and geographic 
barriers, ethical principles need to be taken into 
account and highlighted especially information 
regarding the potential harm in false- positive 
tests and overdiagnosis. Moreover, there is a dis-
crepancy between the public perception of the 
screening benefits and the real benefits for the 
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individual. Autonomy according to personal val-
ues is not being met in the screening programs 
[42]. To improve personal decision-making pro-
cess, a framework tool was developed for ethical 
decision-making. The tool can serve as an adjunct 
for discussion of important issues in screening 
mammography where values are incorporated 
concurrently with evidence [43].

 Ductal Carcinoma In Situ

Ductal carcinoma in situ (DCIS) often diagnosed 
in asymptomatic women through mammography 
screening of cases represents a complex hetero-
geneous pathologic entity in its management. 
The risk of invasive recurrence without robust 
risk factors leads to radical surgery and radiother-
apy although overall prognosis for treated DCIS 
is very good and mortality rates for DCIS are 
very low. A scoping review found that women are 
not knowledgeable about the disease nor about its 
prognosis and that physicians had difficulties in 
communicating facts about DCIS to patients 
whereby dissatisfaction with information 
occurred. Few decision aids exist and health pro-
fessionals need training in the communication 
process about DCIS [1]. Patient participation can 
be enhanced through printed materials, patient 
navigators, consumers, group aids, use of elec-
tronic media, etc. Recently active surveillance 
protocols are being offered to women with low- 
grade DCIS which raises concerns in the informed 
decision process and the ethical concepts of no 
harm and autonomy that apply [44, 45].

 Final Remarks

• Breast surgery should be guided by stringent 
ethical principles to prevent paternalistic 
approaches, inequities and unfairness in 
access to therapeutic conservative options.

• Compliance with an adequate and thorough 
informed consent process is mandatory.

• In restrictive resources settings, agreement 
with clinical guidelines and pathways should 
be promoted.

• Tailored approaches and precision medicine in 
breast malignancies request an ethical approach 
from all the members of multidisciplinary teams.
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 Introduction

The first experimental trials of organ transplants 
were started in 1902 by Alexis Carrel.

Until the mid-1950s, the definition of death 
was cardiorespiratory arrest. The technical mea-
sures of resuscitation showed the possibility of 
keeping pulmonary oxygenation, the heart beat-
ing, and blood pressure in patients with cerebral 
electrical silence. The first criteria of brain death 
were developed in 1968 by the Ad Hoc Committee 
of the Harvard Medical School [1].

Since 1980, the transplantation of solid organs 
has become a regular practice. As well as the 
indications expand, the waiting lists grow expo-
nentially almost disproportionate. Donors remain 
stable with a small increase without expectations 
of meeting the demand needs for enough organs 
for transplantation [2]. This situation generated 
ethical issues and conflicts within the medical 
community as well as in the society as a whole. 
The questions that frequently arise include the 
following:

• Does everyone have the same right to access 
an organ?

• Who should be an organ recipient, the one in 
the most severe clinical condition or the one 
with the best chance of long-term survival?

• Who should cover and pay for the high costs 
of the procedure and the subsequent medica-
tion requested for life?

• Is the use of the living donor approach the 
solution to the shortage of some organs such 
as the kidney, the liver, the lung, and eventu-
ally the intestine [3, 4]

• Throughout the chapter, approaches and sug-
gestions will be offered to provide answers 
and solutions to these questions from the per-
spective of bioethics.

The organ and tissue transplantation started 
as a concept to treat several terminal diseases. 
This type of treatments began in the early 1954 
with corneal transplantation. In the middle of 
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the same century, the first attempts to perform 
transplants with irrigated organs in humans 
began. The first successful kidney transplanta-
tion was performed by Joseph Edward Murray 
in 1954 on Ronald and Richard Herrick, who 
were identical twins, at Brigham and Women's 
Hospital Boston, MA [5].

The damages caused by the ischemia and reper-
fusion process and rejection as an immunological 
phenomenon are the most difficult  obstacles to 
overcome from the technical point of view. Some 
attempts were made to try to solve those problems 
with post-cardiac arrest donors or with identical 
siblings’ live donors. In 1968, the Committee of 
the Harvard Medical School integrated by ten phy-
sicians, a lawyer, a theologian, and a historian laid 
out the first criteria for the determination of death 
based on a total and permanent encephalic dam-
age, hence developing the concept of brain death 
[1]. Thus, the foundations for the diagnosis of 
death under neurological criteria were laid, in this 
way it is possible to diagnose death without the 
need to wait for cardiac arrest and therefore to har-
vest irrigated and oxygenated organs with greater 
chance of good function after transplantation. 
Subsequently, preservation solutions were devel-
oped to improve the quality of harvested organs 
and increased preservations times after harvesting. 
Finally, the last problem that appeared was the 
rejection control, omnipresent ghost after the 
transplant. At the beginning of the 1980s, the drug 
cyclosporine A appeared as a new immunosup-
pressive agent that changed the evolution of 
patients in a radical way [6]. From this moment 
on, the growth and development of transplantation 
did not stop growing, and the results were increas-
ingly promising. At the same time, there was a 
need to create organ procurement agencies. At that 
time the National Transplant Organization (ONT) 
model – wordly known as the “Spanish model” – 
began to increase the donor pool in Spain and has 
proved to be the most efficient so far [7, 11].

 Pediatric Liver Transplant

The first liver transplant was performed by Dr. 
Thomas Starzl in a pediatric patient in Denver, 

Colorado, in March 1963 [8]. This procedure was 
initially considered experimental, and the first 
results were not encouraging, but Dr. Starzl con-
tinued working in this procedure. Liver trans-
plantation was considered as a standard practice 
and finally approved by the US National Institute 
of Health in 1983 and became a regular practice 
around the world [9].

Although pediatric liver transplantation is a 
procedure recognized as a standard procedure of 
care with very good long-term results, it still 
presents challenges which request an ethical 
approach and solutions [2]. The four principles of 
medical bioethics (beneficence, non-maleficence, 
autonomy, and justice) must be observed for the 
greatest benefit to the patient and in order to 
avoid harm to him or her or third parties and 
always respecting the autonomous decision of 
the patient and/or his family.

To solve the issue of donor shortage, different 
strategies have been implemented to adequate 
supply of organs to the increasing demand. There 
are two options: cadaveric and living donors.

Splitting the liver is the best choice procedure 
in the first group. There are two types of living 
donors: the living related donors (LRD) and the 
non-related living donor (NRLD) [10]. Regarding 
the non-related type, it is rejected by many physi-
cians and ethicists, except in very exceptional 
situations, since it promotes situations that are 
unclear and could be associated with organs’ sale 
and trafficking. Despite this risk, some utilitarian 
advocates have tried to introduce it as a further 
strategy [12]. The benefit of the cadaveric donor 
is to avoid the harm to a healthy person, but, on 
the other hand, the living donor avoids the pro-
longed time in the waiting list.

Living related liver donors are universally 
accepted even more in pediatric patients, since 
the results for the recipient are comparable with 
standard techniques. However, from the perspec-
tive of bioethics, this approach deserves further 
considerations and discussion. The donor does 
not profit in any sense and could suffer harm due 
to the partial liver resection from another point of 
view, we should also consider the satisfaction and 
welfare state that their parents, uncles or grand-
parents who suffer great anguish to see the child 
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suffer and he or she has been recoverd after a liv-
ing related donor surgery [12]. This situation 
alters family dynamics as well as the health of 
donors and their environment, according to the 
World Health Organization definition of health as 
an optimal biopsychosocial balance. On the con-
trary, a full benefit is achieved for the pediatric 
recipient who receives an optimal organ with a 
minimum of cold ischemia time and avoiding 
prolonged waiting list times, which is known to 
be longer and more deleterious to the general 
state of the potential recipient.

The informed consent process (IC) is a very 
important tool because many times, the donors 
suffer pressures, and they feel guilty or fear being 
discriminated against, among other things for not 
being donors. These circumstances make them 
vulnerable, and their autonomy may be compro-
mised to a greater or lesser degree. Therefore, the 
IC should not be a mere procedure but a process 
where autonomy and full freedom of decision are 
guaranteed without pressure or manipulation. As 
far as possible, the donor must be approached by 
a multidisciplinary team that will guarantee the 
absolute transparency and safety of the process. 
In addition, it must be discussed if the benefit the 
recipient will obtain and the probability of suc-
cess of the procedure justify the potential risk the 
donor will undertake, given that if the transplant 
fails or the recipient dies, a feeling of guilt or 
futility may be developed by the donor due to the 
loving act of donation.

In Argentina as well as in many other coun-
tries, the legal regulations establish the age of 16 
years as the limit for a patient to accept or neglect 
from a given treatment. Under that age, parental 
consent is requested. These principles not only 
emerge from bioethics but also from the 
Convention on the Rights of Children established 
since 1989 by the General Assembly of the 
United Nations, signed by the majority of the 
countries represented at the UN, and introduce 
the concept of childhood as a subject of rights 
and promoting the Comprehensive Protection of 
Children.

Regarding NRLD, the position is a little bit 
different from the bioethical perspective. Being 
an individual without a close relationship or 

affinity, the possibility of manipulation or some 
form of retribution may affect the act in an imper-
fect way. Although some authors favor the NRLD 
strategy, it is generally rejected and condemned 
by most bioethical trends, such as the personalist 
one. Despite the permanent scientific advances in 
all fields of transplantation, the shortage of organs 
is an unresolved problem and therefore the great-
est pitfall of this practice at present times. When 
increasing the applicability, the immediate con-
sequence is a greater demand of organs and a sig-
nificant increase of the waiting lists since the 
demand for organs is not satisfied.

Anyway, although pediatric liver transplanta-
tion should be considered a standard practice 
with very good results, its indication must be 
carefully evaluated to comply not only with the 
precepts of good clinical practice but also with 
basic bioethical precepts.

The waiting list is a fundamental aspect to 
consider, regulations in many countries deter-
mine that donors under 18 years old are first 
awarded to the pediatric recipients or pediatric 
recipients in the waiting list are given extra 
scores in order to prioritize this population. This 
is justified because the list of adult patients far 
exceeds the list of pediatric ones, and children 
would be harmed by prolonging their placement 
in the waiting list. Children under 3 years with 
terminal liver failure suffer a cognitive decline 
with quick evolution, as shown by Robertson 
[13]. These patients usually present hepatopul-
monary syndrome, pulmonary arterial hyperten-
sion, or hepatic osteopathy, among other 
complications, added to the nutritional status 
and the cirrhosis; this is the reason why it is 
imperative to perform the transplantation as 
early as possible to avoid the irreversible dam-
age in the central nervous system.

Although the waiting list can prioritize the pedi-
atric patient, it is not as effective in practice as in 
many cases the wait list time is also extended, so 
different strategies have been implemented such as 
the split liver (SL) technique that allows transplant-
ing children up to 25 kg with the liver left lateral 
segment (LLS) of a cadaveric donor and in turn 
implant the remaining liver in an adult or adoles-
cent. As a last measure, in cases of extreme need, 
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this technique may be applied to a living related 
donor, with the due ethical considerations raised 
above. Many countries have adopted the model 
used by the US United Network Organ Sharing 
(UNOS) called PELD- MELD (pediatric end-
stage liver disease-model end-stage liver dis-
ease). Through a mathematical formula, this 
tool predicts in a relative accurate way the risk 
of life after 3 months, but at the same time, there 
are numerous exception pathways requested to 
achieve the upgrade of the score since this 
model does not always reflect the real severity 
of the patient.

Since not all authors agree to prioritize the 
most severe patient or the one with the highest 
risk of death, but the patient with the greater 
chances of survival after transplantation, a 
survival- benefit model was recently proposed to 
answer requests to increase efficiency and reduce 
futile transplants, as proposed by Schaubel and 
Keller [14]. This proposal was evaluated by 
UNOS/OPTN (United Network Organ Sharing/
Organ Procurement and Transplantation 
Network), but they considered there was no need 
for change. This model can be considered as 
utilitarian by personalistic ethics; in this way 
there are two almost antinomic approaches: the 
implant should be assigned to the sickest or the 
one who has the best possibilities to survive. 
This antinomy may be overcome if the assess-
ment is finely balanced to generate fair decisions 
and allow an optimization in the awarding of the 
donated livers.

Transplantation is recognized as a standard 
procedure, but it can sometimes become an 
extraordinary and disproportionate practice if the 
risks and benefits of its implementation are not 
correctly assessed, so as not to incur in therapeu-
tic futility, which is contrary to human dignity. 
The surgeon must put aside his or her almighti-
ness and recognize that patients with critical and 
terminal illnesses cannot always be saved, and 
they should be just accompanied through the 
death process in the best and most dignified way. 
On the other hand, using a scarce resource such 
as a cadaveric organ or exposing a healthy person 
to the risk of complications when the chances of 

success are very low is also a position opposite to 
ethics and sound medical practice, also removing 
a single possibility of survival to those who 
would have had the opportunity of a favorable 
evolution.

The ethical issues in pediatric liver trans-
plantation not only go through the questions of 
proportionality and the chances of success of 
the transplantation but also that the accessibil-
ity to treatment is unrestricted as long as there 
are no formal contraindications. This accessi-
bility not only refers to the possibility of 
obtaining an organ but to sustain medical mon-
itoring and immunosuppressive medication 
over time, thus fulfilling the principles of 
beneficence, equity and justice. Unfortunately, 
many parents migrate with their sick children 
from countries where transplantation is not 
performed or is inaccessible for them to coun-
tries where they can do it, if all the pitfalls may 
be overcome such as the inclusion of an alien 
patient in the local waiting list, or forcing the 
use of a related living donor. If the transplant 
takes place, several problems will arise: with 
whom and where the medical follow- up will 
continue as well as the coverage for the high-
cost medication in the long-term postoperative 
follow-up. This is a problem that occurs in 
some countries with high poverty rates 
throughout the world [15].

Once presented the main ethical issues and 
implications in pediatric liver transplantation, its 
resolution should be framed through the princi-
ples described by Beauchamp and Childress: 
autonomy, beneficence, non-maleficence, and 
justice [16].

The living related donor scenario is crossed 
by the four principles. From the point of view 
of autonomy, the individual possesses the full 
right to be a donor and may exercise it; as a 
safety measure, the donor must and should be 
informed in a truthful, complete, understand-
able fashion and without manipulation regard-
ing the potential risks of a donor and the 
chances of success. The beneficence principle 
is explained by the satisfaction and well-being 
caused by the fact of having helped a loved 
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one. On the other hand, non- maleficence must 
be considered because the damage to the donor 
must never be greater than the benefit provided 
to the recipient; in order to safeguard this prin-
ciple, a complete and thorough psychophysical 
evaluation of both actors is necessary, the 
donor and the recipient, to avoid in this way a 
futile transplant or an excessive risk for the 
donor. Finally, the principle of justice involves 
the need for equitable treatment for donor and 
recipient, as well as the profit for the society as 
a whole.

Another point to address is the one that refers 
to the conflict between the allocation of the 
organ to the sickest patient or to the one who is 
more likely to achieve a better survival, with spe-
cific reference to the pediatric recipients, who 
are usually in a disadvantageous position. The 
first principle that emerges is that of justice: an 
assessment and evaluation of each patient are 
required to avoid inequities; failure to choose the 
correct recipient harms the patient in the only 
chance he/she can survive. In these situations, 
the application of the principle of unrestricted 
beneficence can invalidate the principle of non-
maleficence, since the medical possibility is not 
always ethical.

The number of adult recipients at least tri-
ples the pediatric recipients in the waiting list 
for liver recipients. This situation generates 
inequities and would not comply with the prin-
ciple of justice. This explains why several strat-
egies have been devised to solve this issue, for 
example, (1) multiplying the PELD score × 3, 
(2) every pediatric donor organs are granted in 
the first instance to pediatric recipients, (3) the 
split liver is mandatory in all optimal donors, 
and (4) the LLS is granted to a pediatric recipi-
ent first.

Finally, it must be recognized that all over the 
world, there are vulnerable children due to their 
social, socioeconomic, politic, ethnic, and/or 
racial status and not because of their medical 
condition, who will probably never access expen-
sive and complex treatments such as liver trans-
plantation. Global ethics should provide an 
answer and a solution to this dilemma.

 Conclusions

 1. Liver transplantation is the last resort avail-
able to solve pediatric patients with terminal 
liver disease, having this procedure been vali-
dated since 1983 by the NIH.

 2. The biggest issue is the lack of organs, which 
is a constraint problem for all world health 
systems.

 3. The shortage of donors has led the medical 
community to develop different techniques to 
achieve the best use of the cadaveric organs 
and develop the living donor technique.

 4. This problem raises not only medical chal-
lenges but also bioethical conflicts such as the 
allocation of living donors’ organs, patients’ 
prioritization, competition between pediatric 
and adult patient, as well as the accessibility 
and the high cost of chronic treatment.

 5. The sound advice from a bioethics commit-
tee should be part of the evaluation of the 
patient’s candidates for liver transplant in 
questionable situations, even more if the 
patient is a child.

Key Points

• The biggest problem that faces organ 
transplantation is the shortage of donors.

• Pediatric liver transplantation has a 
numerical inferiority in the waiting list 
in relation to adults.

• In spite of multiple strategies, this prob-
lem is not solved without showing posi-
tive impact in the waiting list.

• Ethical problems are related to LD and 
the selection of the donor, equity in the 
distribution, and equipoise between the 
sickest and best match.

• Transplantation is a high-cost practice 
and needs lifelong support. Who pays 
for this vulnerable population? Argentina 
law protects these patients.
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Ethical Issues  
in Cardiothoracic Surgery

Richard I. Whyte and Douglas E. Wood

 Introduction

If one defines ethics as the study of conduct and 
moral judgment, it is not hard to understand 
Pellegrino and Relman’s statement that “medi-
cine is, in essence, a moral enterprise” [1]. We, as 
physicians, strive to do the “right” thing for our 
patients, yet, as anyone who has practiced medi-
cine has realized, controversies emerge on a daily 
basis and, on longer time frames, techniques and 
practices constantly evolve making it difficult to 
always know what is “right.” Given the fact that 
what we do often has negative as well as benefi-
cial effects on our patients, many controversial 
areas in medicine can be seen to have an ethical 
component. One can easily extrapolate this to the 
field of surgery where we are enjoined to use our 
surgical skills and knowledge for the benefit of 
our patients (beneficence) and with a minimum 
of associated harm (non-maleficence). Similarly, 
we are expected to do this after we have obtained 
informed consent (Respect for Persons) and to 
treat all patients with respect and dignity (Justice). 
These four ethical principles, as defined by 

Beauchamp and Childress, form a useful, but not 
exclusive, framework for examining ethical 
issues pertaining to the field of surgery [2]. The 
specialty of cardiothoracic surgery shares these 
moral principles and related ethical challenges 
with other branches of surgery yet must deal with 
them in contexts unique to the field. The goal of 
this chapter is to identify some of the ethical 
challenges that, while perhaps not unique to car-
diothoracic surgery, are currently topics of cur-
rent controversy.

Cardiothoracic surgery is a field of high tech-
nical complexity and one which is associated 
with substantial benefit to patients—albeit at the 
cost of significant risks. The field is diverse and 
encompasses general thoracic surgery, adult car-
diac surgery, and congenital heart surgery and 
includes subjects that traverse all three areas, 
critical care and transplantation being two such 
examples. As with any high-risk area within sur-
gery, certain topics have clear ethical dimensions 
that have been extensively covered in this and 
other works [2–4]. While the context and under-
lying disease are different depending on whether 
one is dealing with an adult cardiac surgical 
patient, a general thoracic surgical patient, or 
congenital heart patient, the concepts of balanc-
ing beneficence, the prolongation of suffering, 
and honoring the wishes (or presumed wishes) of 
the patient regarding prolonged ICU care and 
predicted outcomes are concepts that have been 
extensively written about [5–7].
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 Ethical Frameworks

In many clinical scenarios in which the surgeon 
is given a choice of action, the morally correct 
one is obvious. Although a duty-based ethical 
framework (respect for autonomy, beneficence, 
non-maleficence, and justice) may not be overtly 
considered, experience and common morality 
make it simple to pick the right moral choice. In 
other situations, the available solutions to a prob-
lem face one of the duties or virtues to another. 
For example, in a situation where withdrawal of 
care is being considered, one may have to priori-
tize autonomy over beneficence. In other situa-
tions, such as allocation of organs for 
transplantation, justice for a group of patients 
may prevail on beneficence or autonomy. Other 
situations arise where the duties-based theories 
of morality are not helpful and one may have to 
utilize an alternative theory such as consequen-
tialism. Consequentialist theory asserts that it is 
the outcome more than the intention that deter-
mines what is right. One variant of this is utili-
tarianism in which the morally superior choice is 
that which creates the greatest good for the great-
est number of people [8]. While utilitarianism 
has its drawbacks—notably difficulties in quanti-
fying “good” and requiring one to be able to pre-
dict future effects of one’s actions—a clear 
example of the practical application of this theory 
is the lung allocation score used for allocation of 
lungs for transplantation among patients on a 
waiting list. In this methodology, the expected 
gain of life is balanced against the loss of life 
while awaiting an organ and lungs are allocated 
to maximize life-years gained—a quantifiable 
and reasonably predictable “good.”

 Limitations on Care, Withdrawal 
of Life-Sustaining Care, and Futile 
Care

As referred to above, there are times when one 
duty conflicts with others and the surgeon has to 
prioritize these duties. One such example that has 
come up in the context of cardiothoracic surgery 
has arisen when a surgeon agrees to take on a 

high-risk operation only if the patient (and fam-
ily) agrees not to withdraw support within a cer-
tain window following the surgery. While no 
surgeon wants to waste his or her time perform-
ing a futile operation, it is frustrating to take on a 
long and complex operation, for the patient then 
to have a predictable but potentially reversible 
complication and then to have the patient’s fam-
ily withdraw support only a few days into an 
expectedly long postoperative course. While a 
surgeon may want a window of time to get the 
patient through the procedure, is it appropriate to 
request, or even require, such a window of time 
as a contingency of taking on the case? Is such a 
request coercive? Or, if the family originally 
agrees to the stipulation, can they change their 
minds later?

Although there may be certain circumstances 
where attempting to place limitations on the 
patient’s ability to withdraw care may be appro-
priate, one of the primary duties of the surgeon is 
to act on behalf of the patient—respecting his or 
her choices and acting accordingly. While a sur-
geon may request a certain therapeutic window 
and he may go to significant lengths to justify his 
position, ultimately it is the patient’s choice, and 
the surgeon has the options of either agreeing or 
not performing the operation and allowing the 
patient to go elsewhere. Obviously, for this latter 
choice to be appropriate, there must be an alter-
native surgeon who would agree to the patient’s 
stipulations, and the situation cannot be an emer-
gency—a situation where forcing certain stipula-
tions would clearly be coercive. Nonetheless, in 
an elective situation, the patient and the surgeon 
enter into a voluntary agreement and neither the 
surgeon nor the patient is forced to accept the 
other’s stipulations.

What, then, happens if the patient agrees to a 
surgeon’s requirement for a window of care and 
then later changes his mind, or the family wishes 
to withdraw care sooner than planned? The two 
are different situations with the first being easier 
to address: assuming that the patient is competent 
to make decisions, if the patient changes his/her 
mind and opts to withdraw care, this is his/her 
prerogative under the principle of autonomy. 
While frustrating to the surgeon, it is rarely 
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appropriate to force care upon an individual who 
refuses or declines it. It is more complicated if 
the family wants the surgeon to change course. 
While the family may have the legal ability to 
make healthcare decisions when an individual is 
unable to do so, the surrogate decision-maker 
generally does so under the doctrine of substi-
tuted judgment, i.e., deciding what patient would 
decide if he/she could make the decision himself/
herself [9]. In general, if the patient is unable to 
provide consent, the caregiver (surgeon) needs to 
abide by the decision of the family (or designated 
healthcare proxy). The surgeon may argue that 
the patient agreed to a course of treatment and 
there is no reason to change plans, but unless 
there is a reason to suspect treacherous activity 
on the part of the family or surrogate decision- 
maker, the surgeon generally must respect those 
decisions made on behalf of the patient. While 
the surgeon can attempt to convince the patient or 
healthcare proxy to “be more reasonable,” “give 
the patient some more time,” etc., ultimately, it is 
not the surgeon’s choice when to withdraw 
care—it is his/her job to work on behalf of the 
patient and respect the patient’s decision.

A similar set of ethical concerns arises when a 
surgeon is asked to do an operation that he/she 
thinks is likely futile. Some situations are relatively 
straightforward: a patient requests a lung resection 
in an advanced stage of disease and for which there 
are other or, in fact, better alternatives. In this case, 
the surgeon is not forced to offer an inappropriate 
procedure and can justifiably turn the patient down. 
Cannons of professionalism do not include the 
statement that “the customer is always right” and, 
as professionals, we are obligated to use our best 
clinical judgment on behalf of the patient. Other 
situations are less clear. For example, consider a 
situation in which a patient has an aortic dissection 
and an unclear neurological status. Outcomes of 
aortic repairs in the setting of severe neurological 
damage are extremely poor, and it may well be 
appropriate not to offer an operation in such a set-
ting [10]. But there are times when the neurological 
status is unclear, sometimes due to the administra-
tion of sedatives or other impairing medication. In 
such settings, it is probably best to err on the side of 
beneficence and proceed with surgery.

Another situation is even more unclear: that of 
recurrent endocarditis in a drug-addicted patient 
who has repeatedly gone back to intravenous 
drug use and who may have no intention of 
changing his/her habits. Surgery in this setting 
will likely not be beneficial and probably has a 
high chance of causing further harm. Arguably, 
not operating also has a high probability of harm, 
and surgery is likely the only, even potentially, 
effective course of treatment. Is it ethical to turn 
the patient down for surgery under these 
circumstances?

Empirically, surgeons have gone both ways on 
this: some may feel obligated to offer an opera-
tion on the grounds that failure to do so is tanta-
mount to a death sentence; others feel justified in 
not offering an operation that is both unlikely to 
be helpful and fails to address the core issue of 
intravenous drug addiction [11]. In a setting of 
fixed resources, one could make an argument on 
the basis of justice—that failure to offer an oper-
ation is justified in that enormous amounts of 
resources will go to an individual with an almost 
certainly poor outcome and, as a result, not be 
available to others. In the situation where there is 
no limitation of resources, one could still argue 
that some sort of patient buy-in—a willingness 
to, or interest in, giving up intravenous drug use, 
for example— could be required by the surgeon 
prior to entering into an agreement to undertake 
the high-risk procedure. As with the earlier case 
though, if there is no other surgeon available, the 
refusal to take on a life-saving operation stands 
on more tenuous ethical grounds. One could 
argue that surgery is not in the best interest of the 
patient, i.e., that the outcome would be the same 
with or without surgery or even that the outcome 
of debilitating neurological impairment may be 
even worse from the patient’s perspective than 
death and that failure to accept this risk changes 
the matter from an issue of beneficence/non- 
maleficence to one of patient autonomy. Finally, 
one could assert that the patient’s repeated use of 
intravenous drugs puts the onus of responsibility 
on the patient, not the surgeon. Such an argument 
may be reasonable in the rare situation where the 
patient was told, on a prior operation, that “this is 
the last time we are going to operate on you.” 
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Should a surgeon refuse to operate on a patient, it 
is reasonable to expect him/her to assist the 
patient in finding another surgeon who may not 
feel similarly encumbered in offering what is 
likely to be an operation with a relatively low 
long-term benefit.

 Surgical Outcomes Databases

In both of the above cases, the neurologically 
impaired patient with an aortic dissection and the 
drug addict with endocarditis, the end result of 
the operation is likely to be death of the patient. 
While obviously not what the surgeon or the 
patient had hoped for at the outset, this is, unfor-
tunately, a potential outcome of any high-risk 
area of medicine or surgery. Over the past two 
decades, quantitative assessment of surgical out-
comes has gained increasing importance in not 
only determining where patients go for care and 
how value in healthcare is determined but also 
reimbursement—at least at the hospital level. 
While self-improvement has long been part of the 
professional ethos, measurement of surgical out-
comes, the development of outcomes databases 
(National Surgical Quality Improvement Program 
(NSQIP), the Society of Thoracic Surgeons 
Cardiac Database, and others) as well as improved 
quantitative methods for data analysis have been 
associated with an increasing focus on quality of 
care [12, 13]. While offering a firm basis for 
quality improvement, the use of such databases 
can lead to ethical controversies.

The STS (Society of Thoracic Surgery) 
Cardiac Surgery Database began in 1989 as an 
initiative designed to improve quality and safety 
in adult cardiac surgery. As of January, 2018, the 
initiative has expanded to include adult cardiac 
surgery, congenital heart surgery, general tho-
racic surgery, and, most recently, mechanical cir-
culatory assistance (typically ventricular assist 
device) outcomes. The database has records of 
over six million patients, is audited, and has 
become an invaluable resource for both quality 
improvement and research.

While detailed outcomes results of a specific 
program are typically only made available to that 

program, certain elements are made publicly 
available, with appropriate qualification, on a 
voluntary basis. The degree of specificity of this 
publicly available information varies with the dif-
ferent specialty databases, but the aim is to ben-
efit patients by creating transparency in outcomes 
using audited, credible, and risk-adjusted data.

Early attempts at public reporting of surgical 
outcomes did not adjust for surgical risk [14]. As 
a result, surgeons who took on cases with higher- 
risk profiles and had higher expected (and actual) 
mortality rates looked worse in the public eye. 
Risk-averse surgeons could appear to have better 
than expected results simply on the basis of 
patient selection. A result of such a system would 
be to encourage aggressive case selection by 
turning down more complex, high-risk cases and 
transferring them to other, less risk-averse insti-
tutions. The ultimate effect could be to deny 
potential benefits of surgery to all high-risk 
patients—a clear affront to the principle of jus-
tice. More recent efforts at public reporting have 
involved risk adjustment that, while not perfect, 
substantially decreases the incentive of cherry 
picking—at least from the standpoint of public 
reporting of outcomes.

Different databases report results back to the 
participating programs in different formats. The 
American College of Surgeons National Surgical 
Quality Improvement Program (ACS NSQIP), 
for example, reports mortality and a number of 
domains of morbidity as a risk-adjusted observed 
to expected (O-E) ratio and a decile ranking in 
comparison to all other participating institutions. 
Some specific indexes of morbidity and mortality 
are made publicly available for this. The STS 
Cardiac Database has created robust statistical 
models of several operations and reports out-
comes as both observed to expected (O-E) ratios 
as well as raw occurrence frequencies. Results of 
an individual institution’s outcomes are presented 
in comparison to outcomes of all participating 
institutions as well as institutions of similar size 
and case composition—defined as “like” institu-
tions. Additional statistical manipulation and cre-
ations of “star ratings” were developed to 
complement the increasingly common availabil-
ity of publicly available outcome data as reported 
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data in hospitalcompare.gov, US News and World 
Report, and Consumer Reports. “Star ratings” 
combine morbidity and mortality, as well as other 
quality indices, with 2-star institutions providing 
risk-adjusted outcomes within two standard devi-
ations of the mean, and 1 and 3-star ratings being 
associated with results that are statistically sig-
nificantly lower or higher than the mean. 
Institutions can choose to have their star ratings 
made public or may choose to use them only 
internally.

Since outcomes databases, such as STS and 
NSQIP, were established as quality improvement 
tools, rules governing use and dissemination of 
the data are incorporated into “data use agree-
ments” (contracts, essentially) that generally 
limit use of the data for institutional marketing 
purposes. Although the surgeons themselves are 
technically responsible for use of their institu-
tion’s data, it is not difficult to imagine use of star 
ratings and publicly available O-E ratios to be 
used to directly compare outcomes between insti-
tutions. While STS rules specifically prohibit or 
limit such uses, once data gets into the public 
realm, it is increasingly difficult, if not impossi-
ble, to control data use and dissemination.

While certainly better than non-risk-adjusted 
models, risk-adjusted outcomes take both out-
comes and case mix into account. As such, sim-
ple comparison of two O-E ratios of two 
institutions’ results can be misleading, i.e., 
appearing to favor one institution over another, 
yet may be due solely to differences in case mix 
and not to differences in quality. For example, 
imagine a situation where one institution that 
does a large number of noncomplex procedures 
and no complex ones yet has a similar or even 
better O-E ratio than an institution that does a 
significant number of complex cases. A statisti-
cally naïve patient with a complex condition 
could easily be misled into thinking that the insti-
tution with a slightly better O-E ratio but focuses 
on less complex cases also does well with more 
complex ones.

A related, although somewhat niche, issue is 
the whole concept that one operation can be used 
for several underlying diagnoses and outcomes 
databases may look only at the outcome of a spe-

cific operation—not an outcome of an operation 
for a specific underlying diagnosis. For example, 
pulmonary lobectomy, while most commonly 
performed for cancer, tends to have higher com-
plication rates when done for infectious causes. 
Since diagnosis may not be taken into account in 
a risk model, an institution that has a patient bias 
toward infectious lung disease may appear to 
have a higher than expected morbidity and mor-
tality when, in fact, the worse outcomes are due 
solely to the underlying diagnosis and not poor 
performance on the part of the institution or sur-
geon. Another example, from the area of congen-
ital heart surgery, would be to present 
risk-adjusted outcomes for a Fontan procedure, a 
procedure which is performed for the correction 
of hypoplastic left heart syndrome and tricuspid 
atresia, as well as other congenital anomalies. If 
(a) outcomes are clearly worse for the one of 
these diagnoses, (b) the risk model does not take 
this into account, and (c) two institutions have 
marked differences in case mix, there may appear 
to be significant differences in risk-adjusted out-
comes even though these may be due solely to 
case mix differences and not to actual quality. 
While one may simply attribute such an occur-
rence to shortcomings of the risk adjustment 
models, direct comparisons of such data can be 
misleading—particularly to unsophisticated 
audiences.

The last issue related to databases is that not 
all institutions participate in them. While the STS 
Adult Cardiac Database has near 100% participa-
tion, in part this may be because there are manda-
tory regulatory reporting requirements of many 
of the database elements in many states. 
Parenthetically, such regulatory requirements do 
not apply to congenital cardiac surgery or general 
thoracic surgery, and perhaps as a result, partici-
pation in the STS Congenital and General 
Thoracic databases has, historically, not been as 
robust [15]. If participation is selective, one then 
wonders whether the public can truly rely on 
these databases to provide true comparative data. 
None of the above, however, should be construed 
to diminish the remarkable value of the STS 
Database as a tool for institutional quality 
improvement.
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 Innovation

As with many areas of surgery, cardiothoracic 
surgery has witnessed significant technological 
innovation over the past several years. Cardiac 
surgery has seen percutaneous coronary interven-
tion change both the volume and clinical presen-
tation of coronary artery bypass grafting (CABG) 
[16]. Patients are now older, have more comor-
bidities, and have had more previous interven-
tions. In the area of valve surgery, transcatheter 
aortic valve replacement (TAVR) has resulted in 
a dramatic drop in what are now termed “surgi-
cal” aortic valve replacements (SAVR’s), and the 
technology of minimally invasive mitral valve 
surgery is developing at a rapid pace. Cardiac 
surgeons must work collaboratively with inter-
ventional cardiologists, and the phenomenon of a 
“heart team” has developed. The aim is for 
patients to profit from the care of a skilled team 
of physicians and associated practitioners—all 
with improved outcomes and, hopefully, lower 
costs. Duplication, or overlapping, of services 
can be minimized, financial incentives can be 
based on overall outcomes and not individual 
productivity, and patient outcomes can be priori-
tized. Such a system, however, requires signifi-
cant restructuring of the traditional fee-for-service 
and volume-based payment/reimbursement strat-
egies. New strategies for inter-specialty collabo-
ration, which will require trust and fair distribution 
of gains and liabilities, must be developed.

Innovation is not limited to cardiac surgery 
however. General thoracic surgery has seen a dra-
matic shift from large open cases to minimally 
invasive or VATS (video-assisted thoracic sur-
gery) techniques. In fact, recent STS Database 
reports suggest that up to 60% of lobectomies (at 
STS Database participating institutions) are now 
done using minimally invasive techniques [17]. 
The increasing use of surgical robotics has com-
plicated this progression from open to less inva-
sive surgery, and it is unclear whether its use is 
also associated with patient benefits.

The use of the robot is associated with a num-
ber of other ethical issues such as how to teach 
residents robotic techniques, how does a surgeon 
obtain “informed” consent for the initial proce-

dures with which he has little experience, and 
how does a surgeon ethically replace a procedure 
with which he/she has a great deal of experience 
with one where he/she is on the early stage of the 
surgical “learning curve.” Finally, why should the 
patient pay the price of longer surgery, poten-
tially unknown risks, and little in the way of 
proven benefit? Is the patient truly informed of 
these issues when he or she is asked to provide 
consent for the procedure—or is the consent 
really a matter of “entrustment” as McKneally 
has described [18]?

In the area of cardiothoracic critical care, the 
increasing use of extracorporeal membrane oxy-
genation (ECMO) has generated a number of 
ethical and practical issues [19]. Some of the rea-
sons for the increased use of this technology is 
attributable to general improvements in outcomes 
of ECMO in critically ill adults in general but 
may also be attributable to increasing ease of ini-
tiation. Early models of ECMO required surgical 
cannulation of large vessels (internal jugular vein 
and carotid artery), assembly of complex devices 
incorporating separate pumps and oxygenators, 
and essentially meant having a patient on bypass 
in the ICU.  Technological innovations have 
resulted in single cannulas (for blood return and 
infusion), intervention on only the venous side of 
the circulatory system (veno-venous ECMO vs 
venoarterial ECMO), more efficient oxygenators, 
lower requirements for anticoagulation, and 
small, portable, less complex devices. The 
increased use of ECMO technology has resulted 
in several ethical issues: (1) those related to who 
should go on ECMO, (2) the costs and resource 
utilization required by the technology, and (3) 
discontinuing ECMO [20].

Ethical issues related to the initiation of 
ECMO include who should go on ECMO, who 
should make this determination, and how can 
informed consent be obtained. While ECMO has 
been termed a “bridge to survival,” if cardiopul-
monary failure is irreversible, ECMO becomes a 
“bridge to nowhere.” Since ECMO is often 
 initiated urgently, if not emergently, how then is 
one obtain informed consent and present a bal-
anced view of risks, benefits, and alternatives to a 
patient, or family of a patient, in extremis? Likely 
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posed as “this is the only way to save the patient’s 
life,” critical issues related to outcome, such as 
withdrawal from ECMO, and risks of stroke and 
bleeding are probably covered in a cursory fash-
ion—if at all.

In terms of maintaining patients on ECMO, 
the substantial resources that are utilized request 
special consideration. Because any single institu-
tion must allocate its resources efficiently and 
equitably, it is incumbent on institutions that have 
ECMO services to define clear and strict criteria 
for who and how many patients can be put on 
ECMO.  Such criteria clearly involve balancing 
the goals of beneficence and justice. For exam-
ple, if a hospital with the capability of running 
two patients on ECMO at any given time already 
has two such patients, should high-risk cardiac 
surgical or catheter laboratory (cath lab) 
cases— which may eventually require 
ECMO—be delayed until a time when addi-
tional ECMO capability is available. In terms 
of justice, is it appropriate to tie up several 
intensive care unit (ICU) beds for patients on 
ECMO and end up with a situation where 
resources to accomplish this cannibalize from 
other services that would then be under-
resourced and not capable of appropriately car-
ing for their normal caseload [19].

The ethical issues of withdrawing ECMO, 
while often qualitatively similar to withdrawal of 
other life-sustaining treatments (e.g., dialysis, 
mechanical ventilation, and enteral feedings), 
may, however, be unusual in that the patient may 
be awake, alert, and able to participate in the 
decision process. It is well documented that com-
plications related to ECMO increase with dura-
tion of the treatment, and it is also well 
documented that prognosis after discontinuing 
ECMO depends on adequate recovery of cardio-
pulmonary function. Emotionally and ethically 
charged situations may arise when a patient who 
has been placed on ECMO shows no underlying 
cardiopulmonary improvement over a reasonable 
time frame and could continue on ECMO for a 
prolonged period of time with no reasonable 
chance of recovery. It would seem that discon-
tinuing ECMO would be qualitatively similar to 
discontinuing tube feeds, dialysis, or mechanical 

ventilation—balancing beneficence and non- 
maleficence: are we prolonging life with the 
technology, or are we prolonging death? Many 
difficult questions arise: At what point is non- 
recovery guaranteed? Is high-risk transplantation 
an option? And how does one deal with the situa-
tion where the patient is awake and fully aware 
that discontinuing ECMO will likely result in a 
rapid demise? Is this the same as discontinuing 
mechanical ventilation in a patient with multisys-
tem organ failure and delirium? While some care 
withdrawal issues are unique to ECMO, 
Courtwright has pointed out that the majority of 
ethics committee consultations arising in the set-
ting of ECMO withdrawal resemble traditional 
concerns about withdrawal of life-sustaining 
treatments [21].

 Ethics in Cardiothoracic Surgical 
Education

Ethical issues related to resident education cross 
all subspecialties within cardiothoracic sur-
gery—although they exist primarily in academic 
institutions and less so in community or non-
teaching environments. While this is no different 
from other branches of surgery, resident educa-
tion must be balanced with duty to the patient. In 
the teaching environment, faculty surgeons have 
clear responsibilities to both the resident and to 
the public at large—for if teaching is ineffective, 
the future of other patients, and perhaps the spe-
cialty as a whole, is at risk. On the other hand, no 
patient is likely to be willing to undergo a sub-
standard operation for the benefit of some future 
hypothetical patient—particularly when the price 
paid of a substandard operation in cardiac sur-
gery is high. Arguably, this problem is greatest in 
the pediatric cardiac surgical population where 
the operations are the most challenging, the cost 
of error is the greatest, and the training is the 
most protracted [22].

How then do cardiothoracic surgeons balance 
these competing missions? And how much are 
patients aware of these trade-offs and the roles of 
trainees. While again, this is not qualitatively dif-
ferent in any other area of high-acuity/high-risk 
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surgery, cardiothoracic surgical residency train-
ing programs in the United States are having to 
adapt from 2-year programs—where entering 
residents who have already completed residen-
cies in general surgery are reasonably well pre-
pared technically and intellectually to do 
cardiothoracic surgery—to integrated 6-year pro-
grams, where junior residents may be only days 
out of medical school. In the former model, car-
diothoracic surgical faculty may assume some 
substantial baseline knowledge and technical 
skill level; in the new training model, such tech-
nical expertise cannot be assumed, and the bal-
ance of teaching, oversight, and independence is 
more complex.

Another ethical area related to the teaching of 
residents, as well as the use of non-physicians in 
the operating room, concerns the degree to which 
patients are aware of the roles of these individuals. 
While there is little in the literature indicating how 
much patients understand about the role of resi-
dents and physician extenders, Kent demonstrated 
that patients have both strong and highly varied 
opinions on how much independence trainees 
should be permitted in the operating room [23]. 
Furthermore, while consent forms often make note 
of assistants in surgery, the specific role of these 
assistants is generally not apparent. In 2017, the 
Federal Government of the United States consid-
ered the requirement that patients be informed of 
the role of all individuals involved in the opera-
tion—including their names and specific roles. 
Fortunately, this was aborted but largely because it 
was argued to be highly impractical, not because 
of what was better or worse for the patient. To be 
more specific, when consent is obtained well in 
advance of the case, the patient can better partici-
pate in the decision process. On the other hand, at 
that time, it is often impossible to know which 
resident or advanced practice provider (nurse prac-
titioner or physicians’ assistant) would be avail-
able for at the operation. If the consent is obtained 
immediately before the procedure, the ancillary 
staff may be known, but there are great, potentially 
coercive, pressures on the patient to sign the con-
sent form. While it would be possible to get a sec-
ond, or amended, consent with the added 
information, changing teams at such a late date 

would arguably be impractical at best and poten-
tially harmful at worst.

Another controversial area that is related to 
education and that has engendered controversy 
recently is that of the role of broadcasting live sur-
gery in professional educational conferences. 
More specifically, the controversy is whether live 
surgery should be permitted as an educational tool: 
the pros being that live surgery has historically 
been used to train colleagues and that there is a 
value to observing both real-time decision- making 
and the results, either good or bad, of such deci-
sions. The cons include (1) the potential for the 
surgeon being distracted by an audience, (2) the 
possibility that the presence of a live audience may 
influence the conduct of an operation and direct it 
toward an optimal educational outcome instead of 
optimal patient care, and (3) the possibility that 
audience enthusiasm is based more on a voyeuris-
tic basis—the surgical equivalent waiting for a 
crash in a NASCAR race—rather than an educa-
tional one. There is also the concern that while 
audiences in professional educational sessions are 
reasonably well regulated, people in the audience 
may have nonprofessional relationships with the 
live patient and may witness either an untoward 
event or nonprofessional behavior on the part of 
the audiences. Individuals and organizations that 
oppose live surgical broadcasts assert that edited 
videos would provide as much information—gen-
erally in a tighter, more efficient time frame—than 
a live broadcast that the surgeon can devote his full 
attention to education, even pausing the “opera-
tion” to address a technical matter, and that there is 
no possibility of the surgeon diverting his full 
attention from the patient at the time of surgery. 
Needless to say, whether the operation is recorded 
or broadcast live, the patient must be apprised of 
the educational nature of the modifications to the 
standard procedures and be given the opportunity, 
without coercion, to agree or disagree.

 Professionalism

The final area to address involves the topic of 
professionalism; in particular, the ethical issues 
related to the increasing incidence of cardiotho-
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racic surgeons being employed by hospitals and 
large medical organizations rather than the previ-
ously more common model, at least in the United 
States, of being in small group practices. Both 
hypothetical and real cases have anecdotally 
come up where surgeons feel pressured to com-
ply with corporate goals rather than what they 
may feel is best for their patient [24]. An example 
might be where a young surgeon is hired by a 
hospital to develop a specific area of cardiotho-
racic surgery—aortic surgery, for example. The 
surgeon is well trained but may not be highly 
experienced. In the hypothetical case, the sur-
geon feels that his/her institution and its nursing 
or anesthetic team are not yet prepared to handle 
the complexities of the case without more prepa-
ration and training, yet he/she is being pressured 
by hospital administration to take on the case for 
which he/she was hired. Should he/she bow to the 
pressure and do the case, or should he/she trans-
fer the patient to a different institution and risk 
the displeasure, and potentially adverse actions, 
of his/her employer.

While one may simply dismiss this as poor 
judgment and shortsightedness on the part of the 
hospital administrators, it illustrates the potential 
conflict between fiduciary duties to two entities. 
The surgeon has clear duties to his/her patient—
to provide excellent care and to act in the patient’s 
best interests. The surgeon also has duties to his/
her employer. The tenets of professionalism, at 
least as described by Friedson, tend to put prior-
ity on duties toward the patient—at least as far as 
clinical performance and judgment are concerned 
[25]. More specifically, Friedson has pointed out 
that professionals must have some freedom to 
exercise discretionary judgment—even if it may 
not be in the obvious best interests of the 
employer. In a professional setting, as opposed to 
a conventional vendor/purchaser relationship, the 
customer is not always correct. Friedson went on 
to assert four other characteristics of a successful 
relationship between employer, client (patient), 
and professional: (1) adequate resources to do a 
job well, (2) a formal organizational structure 
that features some sort of “carve-out” for profes-
sionals to maintain some discretion in activities, 
(3) a recognition of the specialized knowledge of 

the professional, and (4) an element of perfor-
mance measurement that is recognized within the 
peer professional community.

In some areas within cardiothoracic surgery: 
academic institutions, closed model health main-
tenance organizations, multispecialty clinics, and 
even the military as examples, the employed sur-
geon has long been the common model. Surgeons 
have learned to balance duties to two masters, yet 
it is not surprising that surgeons, or small groups 
of surgeons, who have historically been self- 
employed or in independent practice may strug-
gle with the transition to one where there are 
clear delineations of responsibility (a hierarchical 
organizational structure), particularly if a physi-
cian is not at the helm.

Another area of professionalism that has come 
under increasing discussion lately has been the 
role of the surgeon in public policy and in the 
allocation of scarce resources. The resource in 
question may be organs for transplantation, 
money to support ventricular assist devices, or 
even something as commonplace as ICU bed 
allocation. Surgeons clearly have a duty to advo-
cate for their patient but should society’s needs at 
large come under consideration, and if so, how 
does the surgeon balance the needs of his patient 
with those of society, the hospital, and/or other 
physicians’ patients? One example would be the 
case of a patient with severe heart failure and 
who may benefit from a left ventricular assist 
device (LVAD). While the obvious answer as to 
whether the individual should get an LVAD is 
“yes,” the specific situation may be that the 
patient has such severe comorbidities that his/her 
life expectancy is extremely poor even with an 
LVAD.  What if the individual does not have 
insurance that will cover the several hundred 
thousand dollars of anticipated expenses and the 
hospital organization has to cover it on a fixed 
budget? What other vital programs must be sacri-
ficed for the expected, but not even guaranteed, 
minimal benefit of a single patient? Should the 
patient’s surgeon be involved in these decisions? 
Should they be decided by a committee (poten-
tially for diffusion of responsibility)? And can a 
surgeon, or any physician for that matter, com-
partmentalize his/her thoughts and motivations 
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arguing on one hand for access to an LVAD for 
his/her patient but against the use of high-cost 
technology for likely end-of-life treatments for 
patients in general?

 End-of-Life Care

Issue of end-of-life care, are ones that essentially 
all cardiothoracic surgeons will deal with at some 
point in their careers. While discussed earlier in 
the context of futile care or when to say “no” to 
surgery, the concept of withdrawing care, and 
particularly terminal sedation, raises emotional 
levels and issues such as self-doubt and recrimi-
nation and raises concerns for lawsuits and even 
violence directed toward the surgeon. Fortunately, 
violence directed to physicians is rare in the 
United States, and there are generally well-recog-
nized and accepted ways to deal with bad out-
comes vis-à- vis involvement of risk management 
personnel within a healthcare organization. Yet 
the moral, emotional, and practical matters 
related to withdrawal of care can be challenging.

Issues that have come up through the lay press 
related to persistent vegetative states, prolonged 
coma, and even brain death, challenge the con-
ventional notions of respect for autonomy, benef-
icence and non-maleficence, and even 
neurophysiology [26]. Is prolonging the life of 
someone in a persistent vegetative state benefi-
cent or maleficent? How can one be sure of a per-
son’s wishes when they are in a coma? Could 
their wishes have changed? Is not instituting care 
morally the same as withdrawing care? And 
finally, in cases of terminal extubation, is the pro-
vision of narcotics hastening death or diminish-
ing suffering? To the latter point, two theories 
have addressed the matter [27]. The first, the 
principle of double effect, postulates that the 
intention of the sedation is what is important, not 
the actual action. To expound, if one sedates with 
the goal of alleviating suffering, it is not unethi-
cal even if the outcome is death of the patient. On 
the other hand, if the goal is to hasten death, the 
action is unethical. The other theory, known as 

the moral equivalence hypothesis, claims that if 
allowing a patient to die is ethical (or unethical), 
then physician-assisted suicide, active euthana-
sia, or any other means that hastens death are 
morally equivalent and, hence, equally ethical (or 
unethical). While there are well-crafted and justi-
fied arguments for both hypotheses, from the 
practical and political standpoints, the concept of 
actively assisting death (physician-assisted sui-
cide) has gained legal justification in only a few 
jurisdictions in the United States. Having said 
that, the risk of accepting the moral equivalence 
hypothesis at a policy level is that if the decision 
comes down that actively assisting death 
(physician- assisted suicide and euthanasia) is 
morally wrong, withdrawal and non-initiation of 
care, both of which are currently well accepted, 
would be equally unacceptable. Should this be 
the case, our ICUs would likely be far more 
crowded, and there would be many more patients 
being maintained on ventilators and tube feeds 
with a minimal quality of life. Ultimately, with-
out significant increases in healthcare resources, 
our ability to care for patients with far better 
prognoses may be compromised.

 Conclusions

• Cardiothoracic surgery shares many of the 
ethical challenges associated with most other 
branches of surgery.

• There are specific issues facing the cardiotho-
racic surgical community at this point in time, 
and it is likely that consensus will be reached 
on these issues and that policies may render 
some controversies mute, but that other ethical 
issues and controversies will eventually take 
their places.

• This chapter has attempted to describe some 
of the current ethical controversies facing the 
specialty and to offer a framework of both 
duty-based ethics and consequentialist ethics 
to help the reader analyze these controversies 
and come to his own conclusions regarding 
their resolution.
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Key Points
• The principle tenant in Jehovah’s 

Witness patients in relation to health 
care is their religious prohibition to 
accepting blood products. However, 
while most Jehovah’s Witness patients 
firmly reject actual blood products, 
some individuals may be lenient on 
blood analogues or isolated coagulants. 
Therefore, it is important to respect the 
autonomy of the patient by having a 
detailed and comprehensive informed 
consent regarding each of those agents.

• Most Jehovah’s Witness patients will 
have a liaison that can help with a 
checklist of products that are permissi-
ble for each individual patient. Each 
patient must be treated on a case-by-
case basis.

• During the informed consent process, it 
is imperative that the patient under-
stands the higher risk of death. After 
careful discussion, they need to clearly 
express their desire that they would 
rather die rather than receiving life- 
saving transfusions.

• The surgeon must look at all alternatives 
and weigh other treatments balancing 
the efficacy of the treatment versus the 
risk of death.

• Multidisciplinary care and preoperative 
planning with all necessary departments 
are crucial to optimizing the patient’s 
preparation prior to surgery.

• Meticulous surgical technique to mini-
mize blood loss and having protocols in 
place in case massive bleeding is 
encountered intraoperatively are impor-
tant aspects in treating for any patients, 
especially Jehovah’s Witness patients.

• Early vigilance, recognition, and inter-
vention in the postoperative period will 
minimize blood loss and safely guide 
the Jehovah’s Witness patients through 
recovery.

• Perioperative techniques to minimize 
blood loss and transfusions should be 
employed in all patients, not just 
Jehovah’s Witness patients.

• Access to health care and any surgical 
interventions should not be denied to 
any patients solely on the grounds of 
their religious beliefs.
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 Introduction

The right of every person to either approve or 
reject medical and surgical therapies is well 
established in ethics and law. Jehovah’s Witness 
patients represent a well-known group of indi-
viduals that pose a major challenge in their surgi-
cal care. The most defining tenant for Jehovah’s 
Witness patients in the setting of health care is 
their strict prohibition against receiving blood. 
This limitation poses a higher risk of complica-
tions from profound anemia, should bleeding 
occur for these patients. This is especially the 
case in high-risk surgeries, with increased possi-
bility of morbidity and mortality. In an era where 
a surgeon is defined and judged on publicly 
reported quality metrics, it seems illogical and 
irresponsible that a patient can be exposed to the 
risk of death from exsanguination that can be pre-
vented with transfusion. However, this is the 
challenge that the modern surgeon faces when 
tasked with providing surgical care to a Jehovah’s 
Witness patient. Their belief in rejecting blood 
products and other medical resources also opens 
up ethical and moral implications that the sur-
geon has to respect and comply with.

The contract between the surgeon and the 
Jehovah’s Witness patient includes two parties – 
one of these is the surgeon him-/herself. It is 
important that the additional stress of taking care 
of Jehovah’s Witness patients on the psychologi-
cal state of the surgeon be recognized. In fact, the 
Jehovah’s Witness community tends to be very 
understanding of the responsibility that the sur-
geon is taking on. However, does the medical 
community feel the same way? Or is the surgeon 
judged by the same standards as if he or she had 
the luxury of using blood products? These are 
ethical questions raised for further discussion.

This chapter provides a succinct overview of 
the history and beliefs of Jehovah’s Witnesses 
followed by the discussion on ethical and legal 
ramifications of their beliefs that may affect 
surgical practice and the various contingen-
cies and options that the authors utilize, which 
are not only applicable to Jehovah’s Witnesses 
but to all patients to prevent and minimize 
complications.

 Historical Background 
and Transfusion Beliefs of Jehovah’s 
Witnesses

The Jehovah’s Witness religion was initially 
instituted under the name of the Watchtower 
Bible and Tract Society founded in 1879 by 
Charles Taze Russell, a Western Pennsylvania 
businessman [1]. The Society was restructured 
under the direction of a society of international 
Bible students in 1931, and the name was changed 
to Jehovah’s Witnesses. The religion is primarily 
based on the prophecy of Armageddon or “the 
end of the world” as described from the Bible. 
Teachings from Jehovah’s witnesses specify that 
as “true” Christians, Jehovah’s witnesses will be 
saved at the time of Armageddon and the second 
coming of Christ and will be ushered into heaven 
and eternal life. Today there are over six million 
Jehovah’s Witnesses in 235 countries and territo-
ries. Nearly one million of them are in the United 
States. Their numbers are increasing, particularly 
in Central and South America, Italy, Japan, and 
Eastern Europe.

As a matter of firm religious belief, Jehovah’s 
Witnesses are prohibited by their governing body 
for utilizing blood products and blood-like sub-
stances. The Watchtower Bible and Tract Society 
instituted this policy of refusal of transfusions in 
1945. This prohibition is based on at least three 
citations from the bible:

• “But you shall not eat flesh with its life, that is, 
its blood.” (Genesis 9:4. English Standard 
Version)

• “There I say to the Israelites, None of you may 
eat blood, nor may any foreigner residing 
among you eat blood.” (Leviticus 17:12. 
English Standard Version)

• “…that you abstain from what has been sacri-
ficed to idols, and from blood, and from what 
has been strangled, and from sexual immoral-
ity. If you keep yourselves from these, you 
will do well…” (Acts 15:29 English Standard 
Version)

The reason for this policy is based on the 
belief that “blood, irrespective of the manner of 
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consumption, serves as a nutrient,” and accep-
tance would be defying divine precepts. Based on 
this policy, the refusal of transfusions of whole 
blood (including preoperative autologous dona-
tion) and primary blood components – red cells, 
platelets, white cells, and unfractionated plasma – 
remains nonnegotiable for nearly all Jehovah’s 
Witnesses. However, acceptance of blood prod-
uct alternatives and/or components such as albu-
min, all clotting factors, all immunoglobulins, 
interferons, and interleukins is up to individual 
patients (Transfusion Handbook 2014). This 
directive further complicates surgical care of 
Jehovah’s Witness since now it is up to each 
Jehovah’s Witness patient to determine what 
blood product alternatives and/or components 
they will and will not accept.

 Moral Framework

The “Four Principles” of medical ethics were 
introduced by American philosophers Tom 
Beauchamp and James Childress in the 1970s 
[2]. These principles of beneficence, autonomy, 
nonmaleficence, and justice provide a moral 
framework in which to discuss the ethical impli-
cations for providing medical care to any patients. 
The authors will use these principles in discuss-
ing the ethical implications of caring for a 
Jehovah’s Witness patient.

 Beneficence

Beneficence refers to the commitment by the 
medical professional to benefit patients by acting 
in their best interest. This means having compre-
hensive knowledge of the patient’s wishes and 
beliefs. In the case of the surgeon and Jehovah’s 
Witness, this would involve perioperative plan-
ning in such a way to minimize harm. In this 
sense, there is a close association of beneficence 
to autonomy and nonmaleficence which will be 
discussed below. The onus is on the surgeon to 
conduct him-/herself in a responsible and profes-
sional manner with full disclosure of the disease 
process that the patient has, the appropriate steps 

to work up the problem, the ideal surgical plan 
with frank discussion of realistic chances of a 
cure and/or control of symptoms, and a realistic 
discussion of the expected postoperative recov-
ery with disclosure of chances of possible com-
plications. For the best interest of the patient, the 
surgeon has a duty to continuously develop his/
her knowledge base and technical skills through 
professional development, exercise the utmost 
competence during surgical care, and display 
the ability to exercise sound judgment. As the 
sole advocate for the patient’s life, it falls on the 
surgeons to maximize the conditions surround-
ing themselves and the environment in which 
the patient will receive their care to minimize 
potential risks of hospital-borne infections, poor 
nutrition, deconditioning, and other potentially 
preventable complications to the patients. If the 
surgeon has personal issues occurring that pre-
vents him or her from maximally performing for 
the patient, it is the ethical duty of that surgeon to 
disclose that to the patient and allow the patient 
the choice of being cared for by a different sur-
geon. If the surgeon feels that they have inher-
ent bias that would not allow for the principle of 
beneficence, they should recluse themselves from 
taking care of the Jehovah’s Witness patient.

Even if the surgeon is at full functional capac-
ity, before taking on a case involving a Jehovah’s 
Witness patient, the surgeon has to be willing to 
take on the risk themselves. Self-reflection and 
honesty with oneself are critical elements in this 
process. It is imperative that the surgeon asks 
himself/herself if he/she is willing to accept the 
higher chance of death in the surgery involved. It 
is the authors’ experience that the devout 
Jehovah’s Witnesses will ask the surgeon if he/
she is “okay with proceeding?” This question 
usually informs the surgeon that the patient has a 
clear insightful understanding that there is a con-
tract between the patient and the surgeon regard-
ing the proposed procedure which is risker than 
normal.

Not all surgeons are willing to take on this 
additional risk. In the event of an outcome that 
could have been altered by the addition of blood 
elements, the surgeon has to be very secure in 
his/her decision to operate on the patient. There 
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are many factors that impact this decision. Some 
critical elements are:

 1. The likelihood of death without surgery. In the 
authors’ opinion, there has to be a high likeli-
hood of death due to the patient’s disease pro-
cess in order to take on the risk of surgery in a 
Jehovah’s Witness patient.

 2. The likelihood of death from bleeding with 
the surgery. This is of great importance in 
many surgical fields, such as cardiac, vascular, 
and hepatopancreaticobiliary, as they are all at 
high risk for bleeding [3].

 3. The relationship between the surgeon and the 
patient. There has to be an excellent rapport 
between the two. This may mean more 
detailed and frequent meetings to discuss peri-
operative complications and care with the 
patient. Documentation is paramount and hav-
ing the liaison (see below) present may be 
helpful.

 4. Importance of comorbidities. The impact of 
comorbidities that may be especially affected 
by anemia or inability to correct blood coagu-
lation may be of greater importance in the 
Jehovah’s Witness patient. For example, in a 
patient with metastatic tumor to the liver in 
the presence of chronic liver disease (CLD), a 
surgeon may agree to a minor resection in a 
well-compensated CLD patient knowing that 
red blood cells, platelets, and fresh frozen 
plasma (FFP) are available should there be an 
issue. However, such a procedure may be too 
morbid in a Jehovah’s Witness patient, and the 
surgeon’s decision may be altered. The authors 
feel that the risk of death from comorbidities 
at 1 year must be less than the risk of death 
from the process requiring surgery. For exam-
ple, if the patient has a resectable hepatocel-
lular carcinoma (HCC) in a non-cirrhotic liver 
and has coronary disease that is well compen-
sated, we would ask the cardiologist to give us 
the risk of death from heart disease at 1 year. 
If this is less than the risk of death from unre-
sected HCC, it would be our practice to con-
sider surgery in that patient.

 5. The option of other modalities that may require 
less blood products. The surgeon must con-
sider other options that might be as effective 

for the condition being treated. Taking the 
example above, such consideration is critical 
in a patient with a metastatic liver tumor with 
CLD where ablation may be the second best 
option in the surgeon’s mind compared to 
resection. However, in a Jehovah’s Witness 
patient, ablation might rise to the top of the list 
in order to provide a safer option for the patient 
with significantly less potential for bleeding. It 
is also the responsibility of the surgeon, with 
his/her comprehensive knowledge of the dis-
ease process, to protect the patient from harm-
ful treatment options. For a surgical oncologist, 
for example, it is unreasonable to expect that 
chemotherapy is a realistic option in a patient 
that would require agents that would substan-
tially cause marrow suppression and high risk 
of blood component transfusion [4].

 6. Are there options to decrease bleeding ahead 
of surgery? The use of adjuncts to assist in 
blood loss intraoperatively should be investi-
gated. The surgeon must not feel that the use 
of these measures makes them any “less” of a 
surgeon. An example of a surgeon adjunct 
would be the use of transarterial chemoembo-
lization (TACE) of a liver lesion prior to sur-
gery. While this seems attractive at first glance 
to decrease the risk of bleeding, there is a 
trade-off in that there is an increased inflam-
matory response to TACE that can make the 
dissection more technically challenging. Such 
potential pros and cons of adjuncts must be 
weighed by the surgeon prior to surgery.

 Autonomy

The literal meaning of autonomy is “self-rule,” 
and it refers to the right of an individual to make 
a choice based on his/her belief and value. In the 
context of surgical care, this means obtaining an 
informed consent of all aspects of perioperative 
care, not just the actual surgical intervention. A 
patient has the legal right to decide to forego 
treatments that are clinically necessary if the 
patient is deemed to be competent to make that 
decision. It is important for the reader to under-
stand that all patients exercise this choice to some 
degree – we, as physicians, are just more aware 
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of autonomy in the Jehovah’s Witness patient. 
For example, a patient choosing to forego a rec-
ommended colonoscopy is exercising their right 
of autonomy. We do not recognize this as such, as 
the consequences are felt to be minimal in this 
specific case. For any procedure, it is important 
to have a thorough discussion with the patient 
and obtain an informed consent. The authors 

often follow a specialized informed consent form 
for Jehovah’s Witness patients with emphasis on 
discussion of complications that would normally 
require transfusion of blood products. Such a 
checklist is crucial in comprehensively reviewing 
with the patient all the available options for opti-
mizing, correcting, and repleting the patient’s 
hemoglobin level perioperatively (Table 1). Since 

Table 1 Informed consent checklist for Jehovah’s Witness

Informed consent tailored for Jehovah’s Witness
Checklist
1. Check to see if patient has advanced directive. Review of all relevant documentation
2. Explanation of preoperative planning
  (a) Discuss all preoperative tests and imaging
  (b)  Consultation to relevant specialties and follow-up on all documentations and/or tests run by those consulting 

physicians
  (c) Discussion of all medications to optimize patient’s condition
   (i) Obtain patient’s permission for use after explanation of these medical interventions
  (d) Explanation of follow-up visit schedule prior to surgery
3. Explanation of procedure
  (a) Especially highlight any points where risk of hemorrhage is high
4. Explanation of all risks
  (a) Discuss potential for significant and/or fatal hemorrhage
    (i)  Confirm that patient will not consent to blood products (packed RBC, WBCs, FFP, cryoprecipitate, platelets)
   (ii)  Determine whether patient consents to synthetic colloid solution (albumin, hetastarch, dextran, gelatin), 

hemoglobin-based substitutes (perfluorocarbons) and recombinant proteins (erythropoietin, activated factor VII)
   (iii)  Preoperative strategy – Iron sulfate, folic acid, vitamin B12, erythropoietin, granulocyte colony- stimulating 

factor, hyperbaric oxygen therapy
   (iv)  Intraoperative strategy – Hemostatic agents (Gelfoam, Surgicel, Evarrest, etc.), injectable agents 

(desmopressin, ε-aminocaproic acid, tranexamic acid, vitamin K), acute normovolemic hemodilution, 
intraoperative blood salvage (cell saver)

   (v) Postoperative strategy – Same as above
  (b) Discuss potential for acute kidney injury (if relevant) and the use of dialysis
   (i) Closed circuit usually employed with no blood prime used, no blood storage
  (c) Discuss potential for thromboembolic event (if relevant)
   (i) IVC filter? (if relevant)
   (ii) Discuss possible use of anticoagulation if indicated unless patient has a higher risk of hemorrhage
  (d) Discuss potential for other events (if relevant) that may increase chance of hemorrhage
5. Explanation of potential benefits
  (a) Discuss outcome for patient if surgical procedure is completed
6. Explanation of alternative treatment
  (a) Discuss outcome for patient if surgical procedure is not completed
  (b) Discuss other interventions and their outcomes compared to surgery
  (c)  Weigh the risk of death due to uncontrolled hemorrhage during surgical intervention versus risk of morbidity/

mortality if procedure not performed and discuss with patient
7.  Discuss with patient his/her wishes if fatal massive hemorrhage is encountered. Is the patient willing to die rather 

than receiving life-saving transfusion?
8. Explanation of postoperative care
  (a) Discuss expected routine postoperative course
  (b) Discuss all possible complications again
   (i) Discuss plans on how we will monitor for these complications
   (ii) Discuss interventional plans and obtain patient’s approval
  (c) Discussion of all medications to optimize patient’s condition
   (i) Obtain patient’s permission for use after explanation of these medical interventions
  (d) Explanation of follow-up visit after hospital discharge
9. Give patient and family ample opportunity to ask any questions/concerns
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each Jehovah’s Witness patient may differ on 
what hematopoietic alternatives he/she may con-
sent to, it is imperative for the clinician to explain 
what each medication or solution is comprised of 
so that the patient can make an informed decision 
on what he/she will allow to be infused into their 
body.

Before speaking with the patient, all relevant 
documents are reviewed, and special attention is 
paid to the patient’s advanced directive if there is 
one. Preoperative steps are explained in detail, as 
well as medications that may be used to improve 
patient’s hemoglobin and clotting levels. Then 
the procedure is explained in detail, highlighting 
the surgical steps where bleeding may be an 
issue. Each type of blood products is reviewed 
with the patient, and the authors take note of 
whether the patient would approve of products 
like fresh frozen plasma, cryoprecipitate, and/or 
platelets. Various colloid solutions are all 
reviewed to see whether the patient would per-
mit infusion. Various hematopoietic medications 
(iron, folic acid, vitamin B12, erythropoietin) as 
well as anticoagulation medications are reviewed 
and are approved or disapproved by the patient. 
Intraoperative hemostatic devices and agents are 
reviewed, with clear disclosure that some of 
these agents contain human or bovine fractions 
of blood. All other complications are discussed 
in detail with the patient. Potential benefits, 
alternative treatment options other than the pro-
posed surgical procedure, and outcomes if the 
procedure is not performed are all reviewed with 
the patient. Perhaps the most important portion 
of the consent is to convey to the patient that 
there may be a real risk of death and that the 
patient would prefer death rather than consent-
ing to a life- saving transfusion [5]. Then our 
consent is signed by the patient, the physician, 
and a staff witness.

The surgeon must have good insight to discern 
whether the patient’s understanding, and agree-
ment, of the consent was clouded by emotional 
factors. Such emotions such as fear, anxiety, 
embarrassment, pressure from family, spiritual 
guides, etc. or stress from such things as finances, 
etc. can all negatively influence the patient’s 
decision. If such factors do exist, counseling 

should be provided by appropriate personnel 
prior to obtaining informed consent. Persuasion, 
manipulation, and coercion are various influen-
tial forces that can also mar an informed consent. 
Persuasion can be a negative if it incites an emo-
tional reaction that drives a patient’s decision. 
Manipulation occurs when a physician presents 
the relevant information in a biased way, misrep-
resenting or even withholding information and is 
an ethical violation. Coercion, the use of force or 
threats, is the ultimate underminer of autonomy 
[6]. The surgeon must be cognizant of the possi-
bility of coercion by other family members or 
friends. If this is detected, we recommend inter-
viewing the patient alone and asking them to des-
ignate a power of medical attorney that they 
choose. This person should be included in all dis-
cussions and be tasked with communicating with 
the family. There are circumstances where the 
family appears to be coercing the patient into 
refusing blood when the patient him-/herself is 
fine with this.

In general, it is best if the entire family is 
included in all discussions. There is little conflict 
when the patient and the family are all Jehovah’s 
Witnesses. However, when some or all members 
of the family are not Jehovah’s Witnesses, real 
conflict can arise. The issue becomes who has the 
right to decide to allow blood products if the 
patient is in extremis. It is vital that the surgeon 
and the team have a clear discussion with all 
involved and make it clear that the patient’s 
wishes will be honored should there be an issue 
of profound anemia that could lead to death. 
Indeed, the authors have experience where the 
family wanted transfusion when the Jehovah’s 
Witness patient did not. The family called for the 
ethics team to get involved. This can be a tough 
situation that can create friction between the 
treating physician and the family. Our practice is 
to have the patient work with the Jehovah’s 
Witness liaison regarding a “checklist” of prod-
ucts that the patient will accept. This is a quali-
fied officer whose main aim is to ensure that the 
patient can make an informed decision with 
manipulation or coercion. The liaison will gener-
ally present a checklist that will be filled out with 
the patient.
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Legal and ethical standards regarding the 
autonomy of Jehovah Witness minors (patients 
under the age of 18) can be confusing to the med-
ical community. It is important to note that 
although the patient’s parents may be devout 
Jehovah’s Witnesses, the minor might not be. US 
federal statute gives physicians the authority to 
provide emergency medical care to minors 
including blood transfusions without the consent 
of the parents or without a court order, provided 
that the physician determines that there is an 
immediate need for treatment and a second phy-
sician concurs. All surgeons should be encour-
aged to find out their respective state’s laws 
regarding treatment of minors in other medical 
circumstances. In most cases, emancipated 
minors can consent to their own procedures. 
Non-emancipated minors are generally granted 
right to seek treatment in specific medical situa-
tions (i.e., pregnancy, psychiatric disturbance, 
substance abuse, treatment of sexually transmit-
ted diseases).

 Nonmaleficence

The principle of nonmaleficence refers to the 
moral and ethical obligation to not cause any 
intentional net harm to the patient. This principle 
is often considered in conjunction with the prin-
ciple of beneficence. Nonmaleficence is rarely an 
overt issue with a treating surgeon, as it is unusual 
for a caring physician to intentionally harm a 
patient. The real question is one for the true inner 
soul of the surgeon: do they believe, at some 
level, that they are harming the patient by with-
holding blood products? This is an important 
self-realization process that the surgeon must go 
through to ensure that they can answer this ques-
tion to the negative.

In the context of Jehovah’s Witness patients, 
the principle of nonmaleficence stresses the 
importance of preoperative planning, optimizing 
the patient’s condition for the upcoming surgery, 
and having contingencies in place intraopera-
tively and postoperatively in case there are com-
plications, especially bleeding complications, to 
surgery.

The perioperative management of Jehovah’s 
Witnesses requires a multidisciplinary strat-
egy compatible with their religious beliefs. It 
is imperative for the surgical team to meet pre-
operatively with other specialities such as the 
anesthesiologist, hematologist, cardiologists, 
pulmonologists, and other medical disciplines to 
discuss preoperative optimization, intraoperative 
strategies, and postoperative blood conservation 
and bleeding surveillance plans. The hematolo-
gist, especially in the setting of blood dyscrasias, 
can be an important resource. Cardiac risk is 
relevant because relative ischemia can be made 
worse with hemodilution and decreased oxygen 
carrying capacity. Similarly, impaired pulmo-
nary function can lead to potential challenges for 
the patient if there is decreased oxygen carrying 
capacity with blood loss and anemia.

Preoperative optimization of a Jehovah’s 
Witness patient must start weeks to months prior 
to surgery if possible. The authors start with basic 
blood work as baseline measurement. Many of 
these non-transfusion strategies take days to 
weeks to see the effect, and thus early detection 
to optimize the patients is crucial. The authors 
routinely use iron, folic acid, vitamin B12, and/or 
erythropoietin to replenish the patient’s blood 
storage. Hematology is involved early to help 
optimize management. If further therapy is 
needed and the patient is agreeable, granulocyte 
colony-stimulating factor or other hematopoietic 
agents such as erythropoietin can be considered.

If the patient is on anticoagulation, interven-
tions to reverse the anticoagulant affects are initi-
ated. This aspect can be especially challenging, 
as there are scenarios with non-Jehovah’s 
Witnesses where the surgeon will accept a less 
than perfect coagulation profile knowing that 
they can use blood components to correct these 
abnormalities. With the Jehovah’s Witness 
patients, the surgeon has to take a calculated risk 
in stopping the anticoagulants. Usually the risk of 
clotting is a greater concern than the risk of 
bleeding, as long as there is the option to trans-
fuse. In the Jehovah’s Witness patients where 
there is no such option, the surgeon may have to 
accept a higher risk of a clotting phenomenon in 
order to minimize the risk of bleeding. Patients 
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can be taken off their anticoagulation medication 
at appropriate times preoperatively for the effects 
to wear off. Appropriate services such as cardiol-
ogy are contacted beforehand so that we can 
safely take the patient off their medications. If the 
patient has current or history of thromboembolic 
disease, appropriate workup can be initiated, and 
preventative measurements such as inferior vena 
cava filters can be used to minimize future throm-
boembolic events. All of these interventions must 
be carefully discussed and agreed upon with the 
patient prior to activation.

Regarding intraoperative strategies, surgical 
planning with the anesthesiologist and the OR 
staff is crucial. The authors routinely meet and 
discuss care regarding our patients prior to the 
operative day, aiming for minimal blood draws 
during procedures and focusing on intraoperative 
monitoring devices to assess the patient’s condi-
tion. Appropriate lines such as arterial and central 
venous lines are planned to be placed with mini-
mal blood loss for monitoring purposes. Foley is 
placed to trend urine output as a measure of 
resuscitation. Permissive hypotension is 
employed in the operating room to minimize 
blood loss. This is especially the case during liver 
resections where the aim is low central venous 
pressure (CVP) anesthesia to minimize the bleed-
ing from hepatic veins. The authors also routinely 
meet with our OR circulators and staff prior to 
the operation to make sure all medications and 
equipment are ready in the OR prior to starting 
the case.

Meticulous attention to hemostasis and mini-
mizing technical blood loss during procedures is 
crucial. Detail-oriented surgical technique is 
employed while striving for hemostasis through-
out the planned procedure. Each surgical proce-
dure employs techniques to minimize blood loss. 
The surgeon must be familiar with blood-saving 
maneuvers and techniques in case complications 
arise during surgery. There are also a number of 
coagulating energy devices and hemostatic 
agents are available in the market, which may be 
used if the patients are informed and agreeable to 
them. Advanced energy devices such as the 
Harmonic (Ethicon™), Ligasure (Covidien™), 
etc. can be used for tissue transection. The authors 

recommend that each surgeon use devices that 
they have the most experience with and is the 
most comfortable. It is also important for the sur-
geon to have an in-depth knowledge of all the 
resources available and ready in case any bleed-
ing is encountered during the operation.

Carefully surgical planning and proper imag-
ing prior to surgery often gives us a roadmap to 
follow and allows us to anticipate any variations 
in blood vessel distribution, such as the often- 
encountered replaced right hepatic artery coming 
off of the superior mesenteric artery during a 
Whipple procedure. Any appropriate imaging 
modalities such as CT and/or MRI should be 
done leading up to the operation, with the images 
loaded up and viewable in the operating room on 
the day of surgery. The authors often employ 
intraoperative ultrasound as an adjunct in liver 
and pancreatic surgeries, identifying critical 
structures such as major blood vessels. 
Anticipating these structures prior to encounter 
will ensure that those vessels will not be acciden-
tally clipped or ligated prior to proximally and 
distally control.

There are a number of blood-saving and 
blood-salvaging techniques that are described. 
The surgeon must be familiar with these tech-
niques and must have held a discussion with the 
patient regarding the usage of such techniques 
prior to surgery. Some Jehovah’s Witness may 
agree on employing some of these techniques. 
Acute normovolemic hemodilution (ANH) is an 
autologous blood collection and volume manage-
ment technique that may have a role in managing 
Jehovah’s Witness patients intraoperatively [7]. 
The rationale for this technique is that if the 
hematocrit level is lowered before any blood loss, 
lower concentration of red blood cells will be lost 
if there is any hemorrhage. The patient’s blood is 
removed at the time of surgery before any acute 
blood loss occurs and acellular fluid, either crys-
talloid or colloid, is used to maintain circulating 
intravascular volume. It is important to note that 
some Jehovah’s Witness may refuse colloid infu-
sion in which case the only option for ANH 
would be crystalloid replacement. Normally the 
blood that has been removed is in continuous cir-
cuit with the patient via an outflow and inflow 
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tubing connected from the patient to the blood 
collection bag. Given that the blood is in continu-
ous circuit, some Jehovah’s Witness patients may 
decide that this technique does not conflict with 
their faith.

The intraoperative cell salvage (ICS) is 
another possibility for volume management in 
Jehovah’s Witness patients. The ICS machine, 
commonly called a “cell saver,” separates, 
washes, and concentrates collected red blood 
cells (RBCs) [8]. Just like ANH, the blood that 
has been removed can also be in continuous cir-
cuit with the patient via an outflow and inflow 
tubing connected from the patient to the cell 
saver machine. Again, given that the blood is in 
continuous circuit, some Jehovah’s Witness 
patients may decide that this technique does not 
conflict with their faith [9].

Once the patient is guided safely through the 
surgery, steps can be taken to optimize the safest 
postoperative course. Multiple studies have 
shown that surgical patients can tolerate an acute 
drop in hemoglobin, although levels less than 
5 g/dL have been associated with increased mor-
tality. The author’s overall postoperative approach 
in managing Jehovah’s witness patients are to:

 1. Minimize bleeding and blood loss.
 2. Optimize physiological tolerance of anemia.
 3. Encourage hematopoiesis.

Overall theme in dealing with acute anemia in 
our postoperative Jehovah’s Witness patients is 
early vigilance and intervention. Early recogni-
tion of any bleeding episodes and intervention is 
crucial in minimizing blood loss. Experienced 
clinical judgment is crucial to determine whether 
the patient needs to return to the operating room 
or whether the bleeding will stop on its own. 
Jehovah’s Witness patients will require a lower 
threshold for surgical intervention for blood loss 
compared to those that will accept blood and fac-
tors to halt bleeding.

Jehovah’s Witness patients are routinely 
placed in the ICU setting in the early postopera-
tive period for hemodynamic monitoring. The 
routine use of measures such as heart rate, blood 
pressure, CVP, and urine output (as long as the 

patient does not have ESRD) as markers of resus-
citation is highly recommended. Antihypertensive 
medications such as beta-blockers or calcium 
channel blockers can be employed to keep the 
blood pressure under control. Crystalloid solu-
tions are used to replete intravascular volume if 
extreme hypotension and/or tachycardia ensues. 
If the patient consents to colloids, solutions such 
as albumin and hetastarch are options for resusci-
tation and volume repletion. There are downsides 
to overusing these solutions, such as hemodilu-
tion. Balancing the use of these solutions for 
adequate resuscitation is crucial. Blood substi-
tutes such as hemoglobin-based oxygen carriers 
(Hemapure) and perfluorocarbon emulsions are 
under development. Although protocols are in 
place in select centers for use of Hemapure 
(HBOC-201  – bovine hemoglobin), this is not 
FDA approved.

Blood conservation techniques should be 
extended to the postoperative period. Multiple 
past studies have shown significant blood losses 
in the medical/surgical ICUs with prolonged 
daily phlebotomies. The authors advocate for 
minimizing daily phlebotomies. Again, the sur-
geon must use his/her clinical judgment to avoid 
needless blood draws and only order labs for spe-
cific indications. Routine use of blood draws 
without specific indications may harm the 
Jehovah’s Witness patients and thus violate the 
principle of maleficence. In addition, the use of 
pediatric tubes and/or ISTAT devices can mini-
mize blood losses due to blood draws.

Medications are used judiciously in Jehovah’s 
Witness patients. The authors minimize antiplate-
let medications (i.e., aspirin, nonsteroidal anti-
inflammatory drugs) immediately after surgery. 
Patients are encouraged to get out of bed and 
ambulate starting a few hours after coming out of 
surgery, and anti-embolic stockings and/or sequen-
tial compression devices are employed while the 
patient is in bed for DVT prophylaxis. Chemical 
DVT prophylaxis is started after ensuring that the 
patient does not have any ongoing postoperative 
bleed. There may be some trepidation from the 
surgeon to start any anticoagulation in these 
patients. The risk of thromboembolism must be 
weighed against the risk of bleeding by the sur-
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geon. When the risk of complications from throm-
boembolism becomes higher than the risk of bleed, 
blood thinners can be started at the optimal time. It 
is important to emphasize that Jehovah’s Witness 
patients must have access to every medication that 
routinely is used on a non- Jehovah’s Witness 
patient. Fear of a bleeding complication must not 
impair the surgeon from using any medications as 
long as the benefit of that medication is greater 
than the event of a postoperative bleed.

Any symptomatic decreases in hemoglobin lev-
els are treated with combination of iron, folic acid, 
vitamin B12, and/or erythropoietin (see Preoperative 
Strategies section). Any coagulopathies are aggres-
sively treated. Elevation in INR can be treated with 
vitamin K injections and any platelet dysfunction 
secondary to uremia can be treated with desmo-
pressin. If the patient is coagulopathic and bleed-
ing, 4-factor prothrombin complex (Kcentra™) or 
factor VII can be given, as long as those agents are 
approved by the patient during informed consent. 
Other injectable agents such as ε-aminocaproic acid 
and tranexamic acid are also options although very 
few studies exist regarding their use in Jehovah’s 
Witness patients in the setting of postoperative 
bleeding after complex GI surgeries.

Meticulous planning, excellent surgical tech-
nique, and early vigilance are the keys to mini-
mizing blood loss and complications in Jehovah’s 
Witness patients. Surgeons are ethically bound 
under the nonmaleficence clause to provide abun-
dant expertise and resources to ensure that the 
patient has this level of care.

 Justice

Justice refers to the physician’s obligation to 
equally disperse health-care resources to all indi-
viduals regardless of religion, sex, creed, ethnic-
ity, or other differences. In the contexts of 
Jehovah’s Witness patients, it is legally and mor-
ally wrong for the surgeon to deny any surgical 
intervention solely due to the religious beliefs of 
that patient. Even if the patient has specific clause 
in their religious tenet that forbids them from 
receiving blood products, withholding care to 
these individuals is against the ethical that the sur-

geon must abide by. If the surgeon has the techni-
cal ability to perform the procedure in question 
with minimal blood loss, has the resources around 
to provide adequate perioperative care and has 
fully informed the patient on the risks of that pro-
cedure, and has gained the approval and trust of 
that patient, the surgeon has the moral obligation 
to perform that procedure in the safest manner 
possible. This tenant is specifically challenged 
when a surgeon is faced with performing a proce-
dure that has minimal chance of blood loss in a 
Jehovah’s Witness patient: for example, if the 
patient requires inguinal hernia repair and the sur-
geon is an experienced groin hernia surgeon. In 
this circumstance, the surgeon has to ask them-
selves if they are withholding care simply because 
of the Jehovah’s Witness status of the patient and 
whether this is a violation of the Justice clause.

It must be emphatically noted that this obliga-
tion is different from a surgeon who honestly con-
fesses due to legitimate reason(s) (lack of expertise 
in that field, lack of operative experience, lack of 
resources to adequately provide safe perioperative 
care, etc.) that it is not safe for the patient to 
receive surgical care with that particular surgeon. 
Such declaration shows high moral fiber and 
maturity on the part of the surgeon to admit his/
her deficiency as an act of beneficence and non-
maleficence for the patient. In such a case, a frank 
discussion with the patient that encompasses but 
does not trespass the limits of the surgeon’s exper-
tise should be held. Then the surgeon should pro-
vide honest admission of his/her limitations and a 
plan of referring or transferring the patient to a 
center with the expertise and the resources for the 
patient to be properly taken care of.

 Concluding Remarks

• The relationship between the surgeon and 
their patient is like no other relationship.

• The decision to perform surgery on a patient 
that puts them at higher risk for complications 
solely based on religious belief is a challenge.

• The surgeon must examine the impact on 
themselves and on the patient when making 
the difficult decision to proceed with surgery.
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• The surgeon must be both skilled technically 
and medically and must be knowledgeable 
about all aspects of perioperative blood con-
servation when treating the Jehovah’s Witness 
patient.

• The surgeon must decide honestly if their 
decision to not treat a Jehovah’s Witness 
patient is based on inherent bias rather than 
hard data. Only he or she can answer that 
question.
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Ethical Issues in Bariatric Surgery

Antonio J. Torres, Oscar Cano-Valderrama, 
and Inmaculada Domínguez-Serrano

 Introduction

Bariatric surgery refers to the surgical procedures 
that are performed to achieve long-term weight 
lost in obese patients. The number of patients that 
underwent bariatric surgery increased from 
40,000  in 1997 [1] up to 579,517  in 2014 [2]. 
This increase can be explained by two factors. 
First of all, prevalence of obesity has been 
increasing [3], and nowadays it is considered an 
epidemic. Secondly, bariatric surgery has demon-
strated to be a safe and effective way to treat 
obese patients [4].

This increase in the number of obese patients 
and patients submitted to bariatric surgery has 
provoked the appearance of new ethical concerns. 
For example, Schneider et al. reported the case of 
a patient that required three ethics consultations 
in a short period of time [5]. He was a patient 
with morbid obesity, obesity hypoventilation 
syndrome, and numerous ICU admissions. The 
first ethics consultation was requested about forc-
ing bariatric surgery against his will, the second 
one was about the nursing staff requesting no 
longer attempt to mobilize him, and the last one 
was because the patient refused to be discharged. 
This case report exemplifies the ethical chal-

lenges that can appear during the treatment of 
patients with morbid obesity.

The aim of this chapter is to discuss the main 
ethical concerns that are related to obesity and 
bariatric surgery.

 Medicalization of Obesity

The first issue that we must analyze is medical-
ization of obesity. We are nowadays living in a 
society that gives a high relevance to physical 
appearance; and the current aesthetic canon is 
related to thinness. Therefore, everything that is 
related to overweight and obesity is seen as ugly 
and wrong. Nevertheless, this aesthetic canon has 
been changing for centuries. During the Middle 
Ages, when food was a scarce resource, obesity 
was considered a sign of wealth and prosperity.

The main concern about medicalization of 
obesity is that obesity can be treated as a disease 
just because it is against our aesthetic canon [6, 
7]. In a society that judges you because of your 
physical appearance, obesity is considered unde-
sirable; therefore obesity is medicalizated and 
considered a disease to remove it from the 
society.

Medicalization of obesity is also related to 
financial interests. Surgeons, endocrinologist, 
nutritionists, fitness centers, pharmaceutical 
companies, sport shops, food companies, and 
many other lobbies have a huge economic inter-
est in obesity. They are earning a lot of money 
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treating obese patients, so they could be pressing 
to overstate the problem of obesity just to improve 
their financial status [8].

These concerns about medicalization of obe-
sity can be reasonable for overweight and low- 
grade obesity. Nevertheless, when talking about 
morbid obesity and bariatric surgery, they make 
no sense. Morbid obesity has been associated 
with a higher mortality, development of severe 
comorbidities such as diabetes or high blood 
pressure, and a lower quality of life [9–11], and 
bariatric surgery has also demonstrated an 
improvement in mortality, comorbidities resolu-
tion, and quality of life [4, 11, 12]. So, there is 
little doubt that morbid obesity is a real problem 
that must be faced.

When talking about overweight and low-grade 
obesity, medicalization can be a real problem. 
Nevertheless, overweight is an important risk 
factor for obesity. So, it seems reasonable to treat 
obesity in an early stage, before it has provoked 
severe complications.

 Discrimination and Prejudices

As we have already said obesity is not well seen 
by our society, so obese patients are usually dis-
criminated [13]. Puhl et al. reviewed some of the 
areas in which discrimination has been seen [14]:

• Employment settings: obese patients have a 
lower salary and a higher rate of employment 
termination. Also, obtaining a job is more dif-
ficult for patients with obesity. There are sev-
eral reasons for this discrimination. The 
clearest reason is the importance of physical 
appearance. Obesity is a problem for all those 
working with the public, for example, a flight 
attendant or receptionist. However, obese 
patients also have problems with employ-
ments that are not related to working with the 
public because obesity is usually associated 
with negative features such as laziness and 
low self-control.

• Education: although some cases of notorious 
discrimination have been published, such as 
not admitting someone to a college due to 

obesity, the most important problem is stigma-
tization. Children and teenagers with obesity 
are usually stigmatized during high school 
and college, and they can develop severe prob-
lems, for example, depression and/or eating 
behavior disorder.

• Insurance and healthcare cost: obesity is an 
important risk factor for many disorders. This 
is the reason why obese patients have prob-
lems to get a health insurance. This lack of 
health coverage provokes a vicious circle 
because obese patients cannot access to obe-
sity treatment; therefore they remain obese.

• Jury selection: some authors believe that 
obese people could be discriminated during 
jury selection. Negative attributions have been 
applied to obese persons (e.g., lazy), so exclu-
sion of jurors could be possible. More research 
is needed to study this point.

• Public accommodation: obese people can 
experience problems in public settings (e.g., 
trains, buses, restaurants, theaters, airplanes) 
because of inadequate seat size.

• Housing: an interesting paper published in 
1977 by Karris [15] demonstrated that obese 
patients had more problem to rent a house 
than nonobese people.

• Adoption: adoption could be another point of 
discrimination although there is not research 
to be sure about this issue.

Discrimination is not only provoked by obe-
sity; other factors must also be taken into account. 
For example, some campaigns against obesity 
stigmatize these patients [16]; nevertheless these 
campaigns are not effective, and they only help to 
increase their discrimination.

Gender is another important point when ana-
lyzing discrimination in obese patients. Female 
patients are considered to have a higher discrimi-
nation rate; in fact they are considered to be “fat 
girls,” while male patients are only “big guys” 
[17]. This discrimination is also noted in the way 
that bariatric surgery is perceived. In a study by 
Newhook et al., female patients who underwent 
bariatric surgery referred not being supported by 
their husband, while most male patients recog-
nized that they were undergoing surgery because 
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of their wife support [17]. This difference proves 
that obesity is usually more relevant for females 
than for males.

Other important issue is prejudices by health 
professionals. Several studies have demonstrated 
that health professionals associated obesity with 
poor hygiene, noncompliance, hostility, dishon-
esty, lacked self-control, and laziness [18–20].

Finally bariatric surgery can be another factor 
that provokes discrimination. Obesity is more 
prevalent in low-income populations; neverthe-
less bariatric surgery is an expensive treatment. 
So, patients with a good economic status are able 
to undergo bariatric surgery and get away from 
the discrimination associated with obesity, while 
patients with less economic resources cannot 
afford this surgery, and the differences with 
wealthy people increase [7, 13, 21].

 Information and Bariatric Surgery

One of the main ethical concerns about bariatric 
surgery is information and informed consent [7, 
13, 20–22]. Madan et al. demonstrated that most 
patients were not able to remember the possible 
complications after bariatric surgery [23]. So, 
can we talk about informed consent in these 
patients?

During the last decades, patient’s autonomy 
has gained more and more importance when talk-
ing about decisions in the medical area. 
Nevertheless, autonomy is based in knowledge; 
therefore information must be given to patients, 
and they have to understand this information in 
order to give a valid informed consent. Taking 
into account the paper by Madan [23], preopera-
tive information should be improved. Some mea-
sures that could be put into practice would be:

• Written information that allows the patient to 
study it.

• Repeated outpatient appointments: it is diffi-
cult that patients understand all the informa-
tion in 1 day. Therefore, patients should be 
seen at least twice before the surgery is 
decided. In this way the patient can think 
about the surgery and ask the questions during 

the next appointment. Some patients will even 
require more appointments before we are sure 
that they have understood all the information.

• Online information. In the digital age, online 
information is very important. One of the 
main problems is that sometimes this informa-
tion is wrong or at least it is biased. So, it 
would be interesting that medical societies 
and hospitals gave high-quality information 
about bariatric surgery.

• Assuring that the patient has understood the 
procedure: it is difficult to be sure that the 
patient has understood the information that 
has been given. An interesting option is asking 
the patient to write what he/she knows about 
the surgery. In this way, we can perceive the 
information that the patient has not yet 
understood.

• Preoperative meeting with patients who had 
already undergone bariatric surgery: a meet-
ing with patients who have already undergone 
surgery could be interesting as they can 
explain the postoperative course and the 
changes in their life after the procedure.

An interesting point about information and 
informed consent in bariatric surgery is who 
should choose the procedure that is going to be 
performed. There is not a perfect procedure that 
is indicated for all the patients, so patients must 
be evaluated to choose the most appropriate pro-
cedure. Aforetime medical paternalism advo-
cated that physicians should choose because 
patients were unable to understand the procedure 
and its consequences. Nevertheless, autonomy 
has emerged as a key ethical value. Therefore, for 
years it has been thought that patient must choose 
the technique. He must be informed, as it has 
been previously discussed, and then he/she can 
select the procedure that it is going to be per-
formed. The main problem with this model is that 
it is difficult that the patient can understand all 
the information that must be taken into account to 
make a decision. Sometimes different surgeons 
don’t agree about the best procedure for one 
patient, how could a patient choose under these 
circumstances? Probably, there is an intermediate 
option, the “soft paternalism.” Information must 
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be given to the patient, and then he/she must be 
guided during the decision process. Evaluating 
the success is a difficult task after bariatric sur-
gery (factors that can be taken into account are, 
e.g., weight lost, food tolerance, comorbidities 
remission, quality of life, bowel movements, 
etc.), so the patient should set his/her aim for the 
procedure. Then, patient and doctor can analyze 
the advantages and disadvantages of each proce-
dure and discuss which procedure will probably 
get the outcomes that the patient is looking for.

We have described three different models to 
choose the procedure that is going to be per-
formed, which one is better? Probably it depends 
on the circumstances. In Spain, patients are used 
to be guided by their physician; therefore a deci-
sion based on autonomy only will be difficult. 
Meanwhile in the United States of America, 
patients are used to use their autonomy, and 
paternalism wouldn’t be an available option. 
Another point that should be taken into account is 
patient’s features. A highly educated patient 
interested in choosing the technique cannot be 
treated in the same way that an illiterate patient 
who ask for your advice.

 Access to Bariatric Surgery

Access to bariatric surgery is also an important 
ethical concern. Bariatric surgery needs a lot of 
resources, where are we going to get them? Are 
we going to shunt these resources from other 
treatments, or are we going to improve the health 
budget by imposing a tax to fast food restaurants? 
And finally, should these resources be used to 
fund bariatric surgery, or should we use them for 
preventive measures?

It is very difficult to answer these questions. 
Moreover, each country has a different health 
system and must adapt these financial issues to 
their circumstances.

Regardless of the circumstances, some authors 
advocate that bariatric surgery should be given 
high priority [24], regardless which moral per-
spective we consider (greatest needed, utility, or 
personal responsibility). The arguments to give 

bariatric surgery high priority depending on the 
moral perspective used are:

• Greatest needed: the number of obese patients 
is increasing, and they have a poor quality of 
life and important health problems. Therefore 
morbid obesity is an important problem that 
must be faced.

• Utility: bariatric surgery is an effective treat-
ment to treat morbid obesity [25], and it has 
proved to be cost-effective [26]. Moreover, 
there are indirect benefits such as motivate 
friends and colleagues to adopt a healthier 
lifestyle or improve their productivity. So, 
investing funds in these procedures is a good 
option.

• Personal responsibility: some authors argue 
that morbid obesity is a self-inflicted disorder 
because patients decide to eat more than they 
need; therefore, they should pay for the treat-
ment. However, there are two points that must 
be taken into account.

 First of all, other self-inflicted disorders such 
as smoking-related diseases, drug addiction, 
and sport or crash accidents are funded by the 
health system; why should obesity be 
different?

 In the second place, obesity can’t be consid-
ered a self-inflicted disorder. It is true that 
obese patients eat more than they need, but 
this behavior is based on multiple factors and 
not only in gluttony. Many studies have dem-
onstrated that obesity is based in biological 
alterations [27] such as microbiome, hormone, 
or inflammatory changes. This biological fac-
tor is clearly seen in some patients; for exam-
ple, patients with Prader-Willi syndrome or 
twins with obesity. Moreover, there is an 
important social influence. Some factors such 
as fast food, sweetened beverages, or video-
games have had a key influence in the increase 
of obesity prevalence. Many companies with 
financial interest in these products have pro-
moted unhealthy lifestyles and probably 
should be forced to fund obesity treatment.

 To sum up, many factors are related to obesity; 
therefore obese patients can’t be blamed and 
punished for developing this disorder.
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 Psychosocial Assessment 
and Preoperative Weight Lost

Psychosocial assessment and preoperative weight 
lost are usually considered compulsory prior to 
bariatric surgery [20, 28]. However, these inter-
ventions have not proved to improve postopera-
tive outcomes after bariatric surgery. Therefore, 
there is an ethical concern about requiring them 
before bariatric surgery.

Marek et  al. have seen that presurgical psy-
chological evaluation can predict weight loss 
after bariatric surgery; nevertheless it is not clear 
that these evaluations really change the manage-
ment of the patients [20]. Taking into account 
that during psychosocial assessment private 
information is collected and that this information 
is usually available to all the health professionals, 
we must think if it is really needed.

The main reason to get a psychosocial assess-
ment is to detect those patients with a psychopathol-
ogy that could provoke problems after the surgery, 
such as anorexia nervosa, or bulimia. Therefore, psy-
chological evaluation is important to ensure that 
patients with a severe psychopathology don’t 
undergo bariatric surgery, but this information 
should be maintained confidential. Psychoeducational 
group interventions could also be interesting to 
improve patient’s psychological state before the sur-
gery, without risking their private information [29].

Compulsory preoperative weight loss is 
another preoperative condition that is usually 
requested although there is not a clear evidence 
that it improves the postoperative outcomes [28]. 
Preoperative weight lost is requested to prove 
that the patient is committed with the surgery and 
that he/she will follow the postoperative recom-
mendations. Also preoperative weight lost can 
decrease liver volume, making surgery easier. 
However, if we deny bariatric surgery to patients 
who doesn’t achieve preoperative weight lost, we 
are condemning them because bariatric surgery is 
the only effective treatment for morbid obesity. 
Therefore, this requirement must be applied care-
fully and patients who don’t achieve enough 
weight lost shouldn’t be blamed and they should 
be submitted to a more intensive nutritional and 
psychoeducational program.

 Centers for Bariatric Surgery 
and Medical Education

Bariatric surgery is considered a difficult surgery 
that requires a highly trained surgeon. Moreover, 
bariatric surgery needs a multidisciplinary team 
that includes surgeons, endocrinologist, nutri-
tional therapists, physical therapists, anesthesiol-
ogists, etc. Therefore, bariatric surgery can only 
be performed in some faculties. Some scientific 
societies such as IFSO (International Federation 
for the Surgery of Obesity and Metabolic 
Disorders) or ASMBS (American Society for 
Metabolic and Bariatric Surgery) have developed 
accreditation programs to ensure that bariatric 
surgery is performed in centers that are fully 
equipped. However, taking into account that mor-
bid obesity is an epidemic disorder, restricting 
the number of centers that can perform this sur-
gery is not a good option. Probably, patients and 
centers should be stratified; the more complex 
patients should be submitted to high-volume cen-
ters, while low-risk patients can be managed in 
smaller departments. Also, medical education 
programs must be developed to ensure that there 
are enough trained professionals to treat these 
patients [22].

Medical education is another ethical concern. 
Governments and scientific societies should 
guide medical education; because if medical edu-
cation is promoted by pharmaceutical compa-
nies, it could be biased.

All the bariatric surgeons should be able to 
perform at least two or three different procedures. 
In this way they can choose the best technique for 
each patient. A surgeon that always performs the 
same procedure will probably choose an inade-
quate technique for same patients. An example of 
this problem could be a surgeon that only per-
forms gastric bypass. Gastric bypass is a 
 procedure that can be performed in most obese 
patients; nevertheless a different procedure is 
needed for some patients, for example, patients 
with an inflammatory bowel disease. These 
patients should be submitted to a surgeon who 
can perform the appropriate procedure.

Finally, revisional bariatric surgery is another 
important point. Revisional bariatric surgery is 
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more complex, and its outcomes are not as good 
as expected for primary bariatric surgery. Some 
payers, insurance providers, and hospitals have 
tried to avoid revisional bariatric surgery; how-
ever revisional bariatric surgery is a moral obli-
gation [30]. Patients who have undergone such a 
risky treatment can’t be abandoned when it fails. 
One of the reasons to deny this surgery is the per-
ception that bariatric surgery fails because the 
patient doesn’t follow the postoperative recom-
mendations. However, it has already been dis-
cussed that patients cannot be blamed for their 
obesity, so this argument cannot be used to deny 
revisional bariatric surgery. The cause of the fail-
ure must be fully studied, and then an appropriate 
treatment must be proposed, probably in a high- 
volume center.

 New Procedures in Bariatric Surgery

With the development of bariatric surgery, new 
procedures have appeared to improve its out-
comes. However, these procedures must be care-
fully tested before they are used [31–33]. 
Sometimes new techniques are used before there 
is enough evidence about its effectiveness and 
safety. There are many reasons to use new proce-
dures that have not been appropriately studied; 
for example, promote a technique that you have 
developed, financial pressure by a pharmaceuti-
cal company, or trying to use the up-to-date tech-
niques. However, these pressures should be 
avoided, when using a developing procedure 
informed consent from the patient and ethic com-
mittee approbation should be obtained before the 
surgery.

 Bariatric Surgery in Children 
and Teenagers

Children and teenagers are one of the main ethi-
cal challenges in bariatric surgery. Morbid obe-
sity in children is an important health problem 
because they can develop comorbidities and 
long-term complications caused by obesity. 
However, bariatric surgery can affect children’s 

growth and is associated with severe complica-
tions and sequels; therefore submitting a child or 
teenager to bariatric surgery is a difficult 
decision.

First of all, we have to analyze if bariatric sur-
gery is effective for children and teenagers. 
Durkin et al. have studied the evidence for pedi-
atric/adolescent bariatric surgery, and they have 
found that adolescent bariatric surgery outcomes 
are comparable to adults, with similar sustainable 
weight loss, comorbidities resolutions, and com-
plication rates [34]. Therefore, those patients 
with morbid obesity who fail after conservative 
treatment can be submitted to surgery to avoid 
further complications related to obesity. The 
main doubt is when the surgery should be per-
formed. In this population educational therapies 
are important because patients are developing 
and they can change their lifestyle, avoiding the 
surgical treatment. Therefore, aggressive conser-
vative treatment must be tried before performing 
the surgery.

Another important issue is preventive mea-
sures [35]. Obesity in children and teenagers is 
an epidemic problem, so preventive measures 
should be implemented in order to avoid obesity 
and bariatric surgery. Promoting healthy life-
styles, avoiding fast food and sweetened bever-
ages, and promoting physical exercise are some 
of the measures that could help to decrease obe-
sity prevalence.

Medicalization of obesity is also an interest-
ing point in children. This issue has been previ-
ously discussed, but it is more important in 
children and teenagers. Taking into account the 
prevalence of obesity and the possible stigmati-
zation of obese children, only the more severe 
cases must be treated as a disease. However, 
patients with mild obesity must be submitted to 
educational programs and dietary counsel avoid-
ing an excessive medicalization of their state and 
the impression that beauty and appearance are 
too important.

Finally, informed consent is also an ethical 
challenge. It is difficult that children and teenag-
ers can understand the problems that can be asso-
ciated with obesity, the possible complications of 
bariatric surgery, and the long-term sequels of 
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these procedures. Therefore, informed consent is 
a problem [35]. Unless the patient is very mature, 
parents will have a key role during information 
and informed consent. Some studies have seen 
that parents who believe that obesity is a “bio-
logical” problem are willing to accept the sur-
gery, while parents who believe that obesity is an 
“educational and self-inflicted problem” are will-
ing to deny bariatric surgery [36]. It is also impor-
tant that children and teenagers understand that 
bariatric surgery is only the beginning of the 
treatment, but they also have to change their life-
style. If they cannot understand this, the proce-
dure will probably fail, and it shouldn’t be 
performed [36].

 Medical Tourism and Bariatric 
Surgery

Medical tourism is a big problem for all kind of 
surgeries, including bariatric surgery. Several 
moral challenges are related to medical tourism 
for bariatric surgery [37, 38].

First of all complications can appear after bar-
iatric surgery. In these cases the patient is usually 
back in his/her country and complications must 
be treated by surgeons who didn’t take part in the 
procedure and who usually don’t have all the 
details about the technique performed and the 
early postoperative course. There is also a prob-
lem about who must pay these expenses.

Another ethical concern is that medical tour-
ism is a proof of inequity in the patient’s country. 
Medical tourism means that access to bariatric 
surgery is limited by financial issues and only 
wealthy people can afford this treatment. Taking 
into account that morbid obesity is associated 
with low incomes, medical tourism for bariatric 
surgery increases the financial difference between 
wealthy people who can afford the surgery or are 
not obese and patients who have to invest the few 
savings that they have to undergone surgery 
abroad.

Finally, medical tourism is also unfair for the 
people who live in the country where the surgery 
is performed. Medical tourism means that there 
are health facilities that they usually can’t use 

because they can’t afford them. This inequity is 
more meaningful if these facilities are funded 
with public budgets.

 Body Contouring Surgery After 
Bariatric Surgery

Body contouring surgery has proved to improve 
quality of life after bariatric surgery [39]. 
However, only about 6% of the patients who 
undergo bariatric surgery are submitted to body 
contouring surgery [40]. This problem is due to a 
financial issue. Body contouring surgery is usu-
ally considered an aesthetic procedure; therefore 
it is denied by insurance companies. The ethical 
concern is, can we deny a surgery that will 
improve quality of life after bariatric surgery?

There is not a simple answer to this question. 
On the one hand, body contouring surgery is 
effective, and it would be desirable that all 
patients who undergo bariatric surgery could 
later undergo body contouring surgery. On the 
other hand, body contouring surgery is expen-
sive. So, in a setting of a limited budget, these 
procedures, with a high aesthetic component, 
can’t be paid for all the patients.

To sum up, body contouring surgery would be 
desirable for all the patients who undergo bariat-
ric surgery, but insurance companies and public 
health systems can’t afford it. Therefore patients 
should be carefully selected before body contour-
ing surgery, but denying it for all the patients is 
not a moral option.

 Should We Deny Surgery for Benign 
Disorders to Patients with Obesity?

Surgery for benign disorders in obese patients is 
a controversial issue. On the one hand, some 
authors think that outcomes after surgery for 
benign disorders are worse in obese patients, so 
these procedures should be denied to them until 
they lose enough weight [41]. Another reason to 
deny the surgery is that if the patient loses some 
weight he/she will probably improve, so the sur-
gery could be unnecessary. On the other hand, 
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other authors defend that obese patients shouldn’t 
be discriminated. Obesity is another feature of 
the patient, so if the surgery is indicated, it should 
be performed [42].

Once again, horse sense is the answer. If out-
comes after the surgery are much worse in obese 
patients and there is a chance for the patient to lose 
weight, the surgery should be delayed. For exam-
ple, bariatric surgery could be performed before 
knee replacement. However, if the patient has 
failed to lose weight and the disorder is invalidat-
ing, the surgery should be performed, even if the 
patient has to accept that outcomes are worse than 
for nonobese patients. The only moral option that 
will never be admissible is giving up the patient 
without a treatment program. We can treat the obe-
sity or the disorder, but something must be done.

 Conclusion

Bariatric surgery is a field with many ethical con-
cerns. These moral challenges are related to morbid 
obesity, access to surgery, patient selection, and 
informed consent. We can summarize these con-
cerns according to the four principles of bioethics:

• Autonomy: information and informed consent 
for bariatric surgery is one of the main con-
cerns. It is difficult that the patient understands 
the problems associated with obesity, the risk 
of the surgery, and the possible complications 
and long-term sequels. These problems are 
even bigger for children and teenagers.

• Justice: access to bariatric surgery is also a 
moral challenge. Obesity is more prevalent in 
low-income populations, but bariatric surgery 
is an expensive treatment; therefore improv-
ing access to bariatric surgery is important. 
Preventive programs are also essential.

• Beneficence: we must always look for the best 
available treatment. All the financial and per-
sonal interests must be forgotten when decid-
ing the best treatment for the patient.

• Non-maleficence: medical treatments and pre-
ventive measures can provoke discrimination, 
stigmatization, or excessive medicalization of 
obese patients.
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How to Solve Ethical Conflicts 
in Everyday Surgical Practice: 
A Toolbox

Darren S. Bryan and Peter Angelos

 Introduction

The study of ethics has historically been the 
domain of philosophers and theologians, but this 
has dramatically changed in medicine over the 
last half century. Initially, there was strong resis-
tance from clinicians to the field of bioethics in 
part because the field was theoretical and in part 
because physicians considered nonclinical bio-
ethicists to be imposing their views on practicing 
clinicians. For centuries, clinicians have made 
decisions guided by experience, training, and sci-
entific data. Largely born out of the patients’ 
rights movement of the 1960s, the shift in medi-
cal education and provision of care from a 
physician- centric to a patient-centric model 
accompanied a growing recognition of a new way 
for clinicians to approach ethically challenging 
situations.

The field of clinical medical ethics was named 
and started in the 1970s [1–3]. Clinical medical 
ethics is not a subset of philosophy, theology, or 
law but rather is born from medicine and centers 
on the doctor-patient relationship. It is meant to 
be more practically applicable to address prob-
lems commonly encountered in practice. Clinical 

medical ethics guidelines for issues such as truth- 
telling, informed consent, and confidentiality 
have now become the legal and professional 
“standard of care” in the United States.

There are many ways to approach an ethical 
question, situation, or conflict in the care of the 
surgical patient. This chapter is intended to help 
formulate and analyze surgical ethics questions 
in a systematic fashion, aiming to arrive at a con-
clusion that provides practical guidance to clini-
cians. First, we present a fictional patient scenario 
with several ethical issues commonly encoun-
tered by surgical providers. We then introduce 
three well-known published methods for the 
evaluation of the ethical problem – the Beauchamp 
and Childress model, the “Four-Topic (or Four- 
Box)” approach, and the Pellegrino approach  – 
and apply each method to the theoretical case.

 Case Presentation

Ms. A is a 78-year-old female presenting with 
confusion and recent melena to the emergency 
department of Mercy Hospital, a medium-sized, 
community-based facility outside of a major met-
ropolitan area. Ms. A resides in a nursing facility 
near Mercy Hospital. Her caretakers, present at 
the bedside, report that she is normally interac-
tive and participatory in self-care; however on 
evaluation she is only oriented to self and appears 
pale. Initial vital signs reveal tachycardia and 
hypotension, while laboratory values are 
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 significant for a hemoglobin concentration of 8 g/
dL. She receives a blood transfusion with mini-
mal improvement in hemoglobin concentration 
and is admitted to the intensive care unit. Her 
family arrives shortly thereafter, and her adult 
son consents for esophagogastroduodenoscopy 
(EGD), which reveals several large, slowly bleed-
ing gastric ulcers. She undergoes localized con-
trol of the bleeding with epinephrine injection 
and remains intubated post-procedurally. Over 
the next 2 days, she continues to require large 
amounts of blood products and support of blood 
pressure with vasoactive medications. Repeat 
EGD is performed; however, visualization is hin-
dered by large amounts of clotted blood within 
the stomach, and no intervention to control hem-
orrhage is possible. Surgical consultation is 
obtained.

The surgical team evaluates Ms. A, who is 
now critically ill. They advise that surgical 
intervention (a laparotomy and gastric resec-
tion) is extremely high risk and however agree 
that without an operation, she is unlikely to sur-
vive. As an alternative, or possible adjunct to an 
operation, an early consultation with palliative 
care is obtained, and her family is presented 
with options for comfort care. Her daughter, 
who has acted as primary decision-maker and 
has signed consent forms earlier in the hospital 
course, relates that her mother had previously 
expressed that she would not want “heroic mea-
sures” should she become ill. The daughter, 
therefore, suggests comfort care would be best 
for her mother. The patient’s son however dis-
agrees. He reports that his mother has an excel-
lent quality of life and, if the source of bleeding 
were to be controlled, would have a chance to 
return to her previous level of function. He also 
recounts conversations in which she has spoken 
against “heroics” but disagrees that the pro-
posed surgery should be classified as such. 
Neither child has been appointed a durable 
power of attorney nor does a formal advance 
directive exist. An ethics consultation is obtained 
by the clinical team for assistance in determin-
ing the best course of action.

 Preparing to Address an Ethical 
Dilemma

 The Gathering of Information

The basis of the physician-patient relationship 
and nature of the practice of medicine dictate the 
fundamental way in which challenging questions 
are addressed. How physicians, patients, and 
society view the interactions that occur between a 
patient and doctor has spanned a spectrum from a 
paternalistic, Hippocratic notion in which the 
physician is all-knowing and prescribes treat-
ment as seen fit, to a Lockean model, in which the 
physician and patient are independent contractors 
bartering for service [4].

Ethical dilemmas, once recognized as such, 
should be approached in a systematic fashion. By 
doing so, and beginning each discussion or delib-
eration with a similar methodology, the practitio-
ner or Ethics consultant minimizes bias and 
ensures that each decision or recommendation is 
given equal opportunity for consideration [5].

When eliciting the reason for the ethical chal-
lenge, it is often helpful to determine what seems 
to be the overarching ethical question. This is 
best posed in simple terms that avoid detail or 
complication. The question at hand in the case of 
Ms. A could be: “Should the patient undergo an 
operation?” While such phrasing does not address 
the ethical issues at hand and potential complexi-
ties of family dynamics associated with decision- 
making, it does provide a starting point as well as 
point for reference later in conversation when 
such complex discussions are taking place. In the 
provided example, as with most cases, there are 
multiple stakeholders involved in the care of the 
patient, and early identification of their relative 
roles is important. Stakeholders, in addition to 
the patient, typically include the care team (both 
the primary team and other consulting providers) 
and involved family members and however in 
certain cases may also contain close friends, 
clergy, or other individuals or entities important 
to the patient or involved with the case. In the 
example provided, in addition to Ms. A, her son, 
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daughter, primary care team, palliative care pro-
viders, and surgical team can all be considered 
stakeholders with an interest in the care of the 
patient.

Next, the medical facts of the case should be 
gathered and reviewed. Medical care in the 
twenty-first century has evolved to a degree of 
complexity and nuance that it is rare for a single 
person to grasp all the issues at hand; therefore, 
the surgeon or an ethics consultant may need to 
enlist the help of colleagues or contacts to be able 
to understand the necessary details. In clinical 
medical and surgical ethics, one’s understanding 
and ability to subsequently communicate medical 
facts of the case are often of absolute necessity to 
be able to reduce a multifaceted, unmanageable 
clinical picture to the correct ethical questions 
and discuss the issues at play in order to arrive at 
a decision or recommendation. In the case pre-
sented, the medical facts include the patient’s 
baseline health including psychological and 
social factors, her illness from inception until 
present, the recommended treatments by the 
involved parties, and possible alternative treat-
ments. As the case progresses and further conver-
sations take place, the surgeon, when necessary, 
will gather and synthesize more detailed 
information.

If the question at hand is to be approached with 
the lens of clinical ethics, as opposed to a philo-
sophical discussion, the surgeon must understand 
and know the patient with more depth than can be 
gathered through a medical chart or phone con-
versation. After a prior review and gathering the 
facts of the case, which can often be done 
remotely, the surgeon should meet with the patient 
and/or surrogate decision-makers. We advocate 
for the surgeon as well as other consultants to take 
an involved role, discussing the patient’s quality 
of life, interests, short- and long- term goals, and 
values. Such information is invaluable and fre-
quently becomes relevant, even when unpre-
dicted. In the case of Ms. A, it would be important 
to discuss her baseline quality of life, her interests 
including how she fills her day, as well as her rela-
tionship to her family members.

 Development and Framing 
of the Ethical Question

While the goal of the surgeon or clinical ethics 
consultant is to answer a question, usually regard-
ing patient care, the central question itself rarely 
comes packaged and ready for discussion when 
there are conflicting views about what is best for 
a patient. More frequently, the issue at hand is 
readily apparent, but the ethical issues underlying 
the controversy may be less apparent. With a sys-
tematic approach, it is often possible for the sur-
geon or ethics consultant to facilitate discussion 
and deconstruct complex medical cases with 
multiple involved parties into more manageable 
questions. In the case presented above, the issue 
at hand is whether or not Ms. A should undergo 
an operation. The team presents two main 
options: comfort care or an operation with a high 
level of risk, neither of which is medically supe-
rior to the other. As she is unable to participate in 
decision-making, the care team has rightly 
involved her surrogate decision-makers, in this 
case her adult children, each of whom, under the 
Illinois Healthcare Surrogacy Act, has equal legal 
standing as the surrogate decision-maker.1 As her 
children disagree with regard to the correct 
course of clinical action, the ethical issues at 
hand revolve around mediation and the ability of 
the physician to lead the decision-makers to a 
conclusion. In doing so, patient, surrogate 
decision- maker, and care team values must be 
balanced and discussed.

 Models for Analysis

Below, we review three common methods for 
approaching an ethical scenario. Each has been 
used extensively in practice and is well estab-
lished with both critics and proponents. While 

1 It is important to identify which healthcare surrogacy 
laws apply in the specific setting and location. In this 
patient case, the Illinois Healthcare Surrogacy Act is 
applied.
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each method is applied to the provided case of 
Ms. A, we discuss these multiple methods of 
approach in recognition that an ethical physician 
must have a quiver of tools for analysis of a case 
at his or her disposal.

 Beauchamp and Childress “Four 
Principles”

In 1979, Beauchamp and Childress published the 
first edition of what would become a landmark 
work in biomedical ethics, Principles of 
Biomedical Ethics [6]. Within its pages, they 
championed principlism as an approach to moral 
and ethical decision-making. Based on the notion 
that several ethical principles can be applied to a 
variety of situations, principlism is recognized by 
many to stand as a practical way to approach deci-
sion-making in the face of the great diversity of 
experiences in today’s society. Beauchamp and 
Childress outlined based on the previous work of 
Donald Ross (The Good and the Right, 1930) four 
principles to which decision-making in biomedi-
cal ethics could be ascribed: respect for autonomy, 
beneficence, non-maleficence, and justice. Also in 
1979, the Belmont report was released, detailing 
principle-based guidelines for the ethical treat-
ment of human subjects in research [7].

While each must be considered and upheld, 
the four principles discussed in Principles of 
Biomedical Ethics are said to be nonhierarchical 
in nature. Depending on the scenario, multiple 
principles may conflict with one another, requir-
ing specific facts of the case and a risk-benefit 
analysis to be applied in order to arrive at an 
acceptable, moral conclusion.

 Autonomy
The principle of respect for autonomy is based 
upon the concept of individual autonomy, that is, 
that an individual has a right to be self- 
determining in action and decision, free from 
controlling interference by others and from limi-
tations that prevent meaningful choice [6]. Two 
components of autonomy that frequently arise in 
discussions surrounding clinical ethics are 
agency and authenticity [8]. Agency can be 

defined as the distinctively human ability for an 
individual to have the capacity for choice [9]. Of 
note, and importantly, this includes recognizing 
the ability for individuals to make a “bad choice.” 
If an adult, capable of decision-making, is fully 
aware of health hazards associated with a diet 
heavy in wine and cheese yet continues to overin-
dulge, society overwhelmingly respects that per-
son’s agency, assuming that they have weighed 
options, even though realizing that the decision is 
a “bad one.” Patient authenticity, an individual’s 
decision-making pattern based on their experi-
ences, thoughts, and personally held beliefs, is 
something built over time [8]. Occasionally, 
acquaintances of a patient may observe that a 
choice or decision that a patient makes is “out of 
character” or incongruent with the choices they 
would normally expect the patient to make, based 
on prior knowledge and relationships. When this 
is the case and a patient’s authenticity is in ques-
tion, clinicians may search for causes of the devi-
ation from normal; however only rarely will steps 
be taken to curtail a patient’s agency. In clinical 
medicine, although the four principles are nonhi-
erarchical, the principle of respect for autonomy 
is generally held to the highest of degrees.

 Beneficence
The principle of beneficence is the moral obliga-
tion to act for the benefit of others. It is to be dis-
tinguished from beneficence, the action of doing 
good or affecting positive change, as well as from 
benevolence, the virtue or characteristic of being 
disposed to act for the benefit of others [6]. The 
concept of acting with a purpose to affect welfare 
is at the root of morality and utilitarian theory; 
however, the principle of utility should be distin-
guished from the principle of beneficence, as 
applied by Beauchamp and Childress. While 
strict utilitarianism may be criticized for placing 
the value to society over value to the individual, 
the principle of beneficence avoids this through 
interpretation simultaneously along with the 
other principles.

 Non-maleficence
The principle of non-maleficence prescribes that 
one does not bring harm to an individual [6]. 
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Historically and clinically, non-maleficence is 
balanced with beneficence, and the two are fre-
quently in conflict. For this reason, many philos-
ophers and ethicists consider the two together, 
arguing that beneficence cannot exist without 
first paying homage to non-maleficence. As with 
the other principles, there are those who argue 
that the concept of non-maleficence ought to take 
moral priority over others [10]. However, numer-
ous counterexamples exist, challenging this 
thought. In the field of surgery, for example, 
interventions meant to bring about positive out-
comes are often laced with possible complica-
tions or, at a minimum, expected pain. The only 
way for patients to have benefit is through the 
risk of harm. Beauchamp and Childress argue 
that when analyzing beneficence and non- 
maleficence as separate entities, they must, as 
with the other principles, be considered prima 
facie duties. Most interpret the principle of non- 
maleficence to be at least somewhat dependent 
upon the act being carried out, and the intention 
of the agent. The act must be good, and the agent 
must intend for the outcome to be positive [6].

 Justice
The principle of justice is based on the concept of 
justice, revolving around fairness, entitlement, 
what is deserved, and equality. In clinical medi-
cal ethics, issues surrounding justice frequently 
are related to distribution of scare resources, 
claims on rights to healthcare, and subsequent 
potential allocation that must take place. When 
compared to the other principles, the principle of 
justice less frequently conflicts in a moral hierar-
chy yet should not be ignored.

 Case Application
In the highlighted case of Ms. A, the principles 
of respect for autonomy, beneficence, and non- 
maleficence must be considered carefully. Given 
the nature of her illness, the patient lacks the 
ability to make a choice for herself; therefore, 
her agency and hence autonomy are limited. In 
this situation, assuming good faith, her son and 
daughter are both attempting to guide medical 
treatment as surrogate decision-makers, acting 
on the principle of substituted judgment, that is, 

decisions as their mother would make if she 
were able. From the viewpoint of the providers, 
the principles of beneficence and non-malefi-
cence must be balanced. The choice to act (sur-
gical intervention in the form of gastrectomy) 
offers an opportunity for hemorrhage control 
and potentially eventual recovery, however not 
without serious risk of complications. While 
principlism helps to guide the conversations that 
must take place to evaluate individual stake-
holders’ point on the risk-benefit spectrum, it 
has been criticized for failing to provide a suf-
ficiently actionable blueprint to guide courses of 
action.

 Four-Box Model

In 1982, Jonson, Siegler, and Winslade first 
published Clinical Ethics: A Practical Approach 
to Ethical Decisions in Clinical Medicine, pro-
posing a systematic method for addressing ethi-
cally challenging issues in the clinical care of 
patients. They argue that, similar to the 
approach of clinical medicine, the ethical care 
of a patient should be addressed systematically, 
resulting in a useful and practical pathway to 
resolution [11].

Within clinical ethics, the authors introduce 
four topics that constitute the ethical framework 
of most clinical encounters. Often referred to as 
the “four boxes,” they include Medical 
Indications, Patient Preferences, Quality of 
Life, and Contextual Features. Each is relatable 
to the four principles of biomedical ethics as 
described by Beauchamp and Childress. 
However, with a different method of organiza-
tion and combination, the four-box model 
attempts to help identify important principles 
with relation to each case, allowing principles to 
become more or less “weighty.” Furthermore, 
the four-box model provides structure for con-
versation as it goes forward, giving credence to 
the often-difficult interpersonal issues that sur-
round ethical deliberation. A checklist is pro-
vided for clinicians to review when 
disagreements between stakeholders arise, help-
ing to provide a path forward.
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 Medical Indications
The first topic—Medical Indications—focuses 
primarily on the fact-gathering phase of a new 
encounter. Before making ethical recommenda-
tions or decisions, according to the four-box 
model, providers must first understand medical 
information relevant to a case. Questions such as 
“what is the patient’s primary medical problem?” 
and “what are the goals of treatment?” are 
addressed, helping to guide further conversation 
as it occurs. Here, the ethical principles of benefi-
cence and non-maleficence are considered as cli-
nicians balance decisions on a spectrum of risk 
and benefit.

 Preferences of Patients
If Medical Indications is approached from the 
provider’s point of view, the topic Preferences of 
Patients interprets care from the perspective of 
the patient. While biomedical indications may be 
clear and leave no obvious space for interpreta-
tion or decision-making, individual patient goals 
may not align or even provide for the most com-
plete definition of health. In this topic, the pro-
vider or consultant is chiefly concerned with the 
ethical principle of respect for autonomy as they 
elicit patient values, beliefs, and wishes on an 
individual level.

 Quality of Life
With the topic Quality of Life, the authors address 
the ability of decisions to impact patient satisfac-
tion, both in an overall and more focused point of 
view. The way in which individuals live day to 
day is taken into account and questions such as: 
“What are the prospects, with or without treat-
ment, for a return to normal life and what physi-
cal, mental, and social deficits might the patient 
experience even if treatment succeeds?” As in the 
topic Preferences of Patients, the concept of 
health must encompass psychological and social 
needs, moving beyond biological needs alone. 
Once again, individual patient values are highly 
variable, placing emphasis on the importance of 
developing rapport and a strong provider-patient 
relationship. The ethical principles of benefi-
cence, non-maleficence, and respect for auton-
omy must all be considered.

 Contextual Features
The principles of justice and fairness2 are taken 
into account when considering contextual fea-
tures. All decisions, clinical and otherwise, are 
made in the context of the surrounding environ-
ment. Frequently, such settings are not carefully 
considered and are simply wrapped into the deci-
sion itself. It is however, important to be aware of 
the effect of the environment, particularly when 
considering complex ethical decisions. Legal, 
religious, racial, and socioeconomic factors can 
have a significant impact on clinical care and are 
addressed by this topic.

 Pellegrino Approach

Edmund Pellegrino was the founding editor of 
The Journal of Medicine and Philosophy and an 
early thoughtful leader in the field of medical eth-
ics. While bioethics had existed previously, 
Pellegrino pioneered the concept that medical 
ethics was, in and of itself, a field that was sepa-
rate and required dedicated, philosophical energy. 
Through the course of his life and career, he 
espoused the idea that ethics of medicine was 
based upon the philosophy of medicine and the 
practice of doctoring, centering around the “good 
of the patient,” and thus placed the principle of 
beneficence above the others. Therefore, when 
approaching ethical quandaries, defining and 
identifying “the good” on an individual patient 
level became of utmost importance in outlining 
recommendations and a path forward.

In defining “the good,” Pellegrino identified 
four components of successively greater impor-
tance which the physician can only place in hier-
archical order by cultivating a deeper relationship 
with the patient. The least important was “bio-
medical good,” and the most important was what-
ever the patient self-identified the “highest good” 
to be. For example, in treating a patient who 
chose to forgo treatment on the basis of deeply 

2 Fairness is not one of the four principles of biomedical 
ethics as described by Beauchamp and Childress, how-
ever, is important for consideration and closely associated 
with the principle of justice.
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held spiritual beliefs, the physician should concur 
with the patient and not provide treatment. In an 
essay for the Kennedy Institute of Ethics outlin-
ing the work of Pellegrino, Daniel Sulmasy 
writes, “Pellegrino would not interpret respect 
[by the physician] for refusal [of treatment] as the 
triumph of autonomy over beneficence, but the 
normatively correct decision that flows from a 
fuller understanding of what it means to be benef-
icent—to promote the good of the patient in this 
complete and richer sense” [12].

In the presented case, Pellegrino would likely 
argue that the providers should, as best as possi-
ble, get to know Ms. A through her family, iden-
tifying goals and relying on the principle of 
substituted judgment to arrive at a decision. 
Whatever decision was reached, while taking 
into consideration biomedical practicalities, 
should be first and foremost based on the goals of 
the individual.

 Conclusion

With a systematic approach to patient care and 
ethical deliberation, complex situations become 
manageable. After fact gathering and framing an 
ethical question of the issue at hand, several 
approaches have been popularized and provide a 
framework for discussion.

With their landmark work, Principles of 
Biomedical Ethics, Beauchamp and Childress 
address the nonhierarchical ethical principles of 
respect for autonomy, beneficence, non- 
maleficence, and justice. These principles should 
be considered, addressed, and weighed in each 
case to help come to a conclusion. The “four- 
topic” or “four-box” model introduced by Jonsen, 
Siegler, and Winslade focuses more heavily on 
the physician-patient relationship and provides a 
practical approach to commonly encountered 
scenarios, taking into account the frequent com-
munication difficulties that occur in such situa-

tions. Finally, the ethos of Edmund Pellegrino 
and his approach to medical ethics, heavily cen-
tered on the physician-patient relationship, intro-
duce the concept that medical ethical decisions 
can be normative and thus right or wrong.

In practice, a variety of approaches must be 
utilized when approaching ethically challenging 
cases. With a constant methodology and broad 
armamentarium, challenging topics can be given 
equal consideration and appropriate weight, 
ensuring thoughtful decisions, and case-to-case 
consistency for the ethical physician.
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 Afterword

“The voice of our patients”
The word patient means in its original form 

“the one who suffers”. Its root can be traced to 
the latin word patiens, present participle of the 
verb patior, whose meaning is “I am suffering” 
and linked to the greek term pashkein (“to suffer) 
and also to pathos, which is considered a quality 
that evokes pity, sadness, or sympathy.

Nonetheless, the term patient seems to have 
been replaced by others such as health consumer 
or client, situation that implies a business rela-
tionship. Surgery should be far from being a trade 
or a commerce, highlighting the role of John 
Gregory (1724–1773) and his contributions. He 
was the first one to develop an ethical system of 
physician’s behavior and conduct and a decisive 
influence in Medicine as a fiduciary profession.

What do us as patients request from our 
surgeons?

Firstly, deep concern for our situation and 
empathy. Clear, faithful and loyal communica-
tion should also be a must between a surgeon and 
his or her patient.

Communication needs to be “tête-à-tête”; we 
as patients want and need to look at our surgeons 
in the eyes, discussing our situation and our prog-
nosis. When we pose the question “Doctor, what 
would you do?”, we do not want to hear shortcuts 
or evasive responses. We just want an honest, 
upfront and altruistic advice from an expert, tak-
ing into consideration our set of values and sur-

rounding circumstances and weaknesses. 
Patients, most times, want to know if you would 
choose the treatment options you are recom-
mending for you or your relatives.

We also need that our surgeons acknowledge 
their errors, making the dictum “Primum non 
nocere” a mandate in everyday surgical care. 
Most times the harm is not just limited to the out-
come, but to us and our families as a whole.

We also need that our surgeons engage them-
selves affectively with us, because they tend to 
become one of the most important people in the 
world for cancer survivors. Trust is a 2-way 
path, and we need to feel empowered and moti-
vated by our treating surgeons. There has 
always been a traditional sense of belonging to 
a physician, but this sense of property has been 
lately lost due to multidisciplinary teams and 
the lack of an “orchestra director” and no one 
seems to “own” the patient, exception made of 
the payers.

At the end of the day, we request time from 
our surgeons that the surgical profession under-
stands that we suffer with our pain, our disease, 
our weaknesses and our burdens.

In summary, we, as patients, want our sur-
geons to provide the best care and expertise but 
also to communicate effectively, be sympathetic 
and do not fear to show your feelings, understand 
your patient, put yourself in the patient’s shoes 
and give the time we and our relatives deserve.
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