Balancing Autonomy and Dufy:

w =

Cha[lenges of Managing Intraoperative

Consent Revocation

Keywords: medical ethics,
surgery, patient consent, patient
safety, surgical consent

*‘Corresponding author
*Patient Safety Authority
2University of Pennsylvania
Disclosure: The authors declare

that they have no relevant or
material financial interests.

Submitted
January 5, 2026
Accepted
January 8, 2026
Published
March 17, 2026

License @ @ @

This article is published under the
Creative Commons Attribution-
NonCommercial 4.0 (CC BY-NC)
license

Sanchez CE, Schweickert WD,
Hart JL. Balancing Autonomy and
Duty: Challenges of Managing

Intraoperative Consent Revocation.

Patient Safety. 2026;8(2):157955.
doii10.33940/001C.157955

By Christine E. Sanchez, MPH*!, William D. Schweickert, MD>
& Joanna L. Hart, MD, MSHP?

Introduction

nformed consent! obtained prior to a medical or surgical procedure signifies the

patient’s (or their surrogate’s) permission to proceed.’’ The process of informed

consent ideally includes a two-way discussion between the patient and clinician®®

about the procedure’s components,®* its individualized risks and benefits,*>* and
value alignment for the “prudent™ patient.* This discussion should also cover alternative
options, such as other surgical procedures, medical treatments, or therapies.>*”8 Addi-
tionally, the consent discussion should be in terms and language that can be understood
by the patient.*®

While informed consent may be commonly viewed as a single pre-procedure step or
obtaining a signature on a form, it is not a one-time event. Instead, informed consent is
an ongoing, collaborative process between the patient and clinician. Even after consent is
initially given and the procedure begins, patients retain the right to withdraw consent.*
This ongoing right to self-determination means that patients may elect to withdraw
consent even after initiation of the procedure.

“Prudent refers to the medical and legal standard of informed consent that requires healthcare providers to ensure
that informed consent includes sufficient information about a procedure that a “reasonable, prudent patient”
would need to make a decision to consent to that procedure, focusing on what a reasonable patient would consider
important to make this decision rather than what a provider deems necessary."*
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Key considerations when a patient withdraws
consent mid-procedure include:

Does the patient have decision-making capacity?

Is the patient under the influence of any
medications or conditions, such as pain or fear,
that may inhibit their ability and capacity to make
high-quality decisions?

Is the patient experiencing pain, anxiety, or fear
that reflects inadequate provision of sedation
and analgesia?

- Are the patient’s protestations a manifestation
of an acutely evolving crisis such as respiratory
failure?

+ Would stopping mid-procedure result in more
harm to the patient(s) than proceeding?

In cases where a patient attempts to withdraw consent mid-
procedure, clinicians face several clinical and ethical challenges
balancing patient autonomy? with professional duty to avoid
harm.?* Key ethical considerations include: Does the patient have
decision-making capacity? Is the patient under the influence of
any medications!® or conditions, such as pain or fear, that may
inhibit their ability and capacity to make high-quality decisions?'!
Is the patient experiencing pain, anxiety, or fear that reflects
inadequate provision of sedation and analgesia? Are the patient’s
protestations a manifestation of an acutely evolving crisis such
as respiratory failure? Would stopping mid-procedure result in
more harm to the patient(s) than proceeding?'! The context of
such questions arising during a procedure adds additional time
pressure threatening the adequate evaluation of these potential
concerns. Therefore, consideration of these during pre-procedural
preparations can avoid ethical and medical conflicts when they
arise during interventions.

Many surgeries and procedures (e.g., awake craniotomy,'»!>
renal transplant,’ cardiac catheterization,'® cesarean section'’) are
performed while the patient is in a wakeful state, which reduces
the risks associated with anesthesia and can improve the operation
outcomes overall, but introduces a greater likelihood of patient
interaction, including the potential for intraoperative consent
withdrawal.!*»!* This article examines cases of intraoperative
consent withdrawal and provides guidance on key considerations
for determining whether to honor a patient’s request to stop the
procedure or override the patient’s request to stop and proceed
with necessary medical intervention.

Case Descriptions

The Patient Safety Authority (PSA) recently received a report
submitted to the Pennsylvania Patient Safety Reporting System
(PA-PSRS)"!® describing a case of intraoperative consent with-
drawal that prompted a conversation about ethics surrounding
this and other similar scenarios. The following case descriptions
reflect scenarios informed by the PA-PSRS report, as well as
other similar cases, to illustrate how patients withdraw consent
mid-procedure and the ethical complexities clinicians face in
these scenarios.

Case Description 1

A patient was undergoing cardiac catheterization under conscious seda-
tion, an anesthetic strategy in which medications are administered to
relieve procedural pain and anxiety that result in depressed mentation,
while the patient remains responsive and ventilating independently.
During the procedure, the patient was unable to lay still, expressed that
they were in pain, and requested the procedure be stopped. Honoring
the patient’s wishes, the clinical team safely aborted the procedure.
Shortly after stopping the procedure, the patient became unresponsive
and subsequently died.

Case Description 2

A patient with acute kidney injury consented to a central venous catheter
placement for urgent renal replacement therapy in the intensive care
unit. The patient was undergoing an internal jugular dialysis catheter
placement when they expressed discomfort with the positioning and
draping. The team adjusted the drapes to reduce discomfort and reas-
sured the patient. During the cutaneous dilation step of the procedure,
the patient experienced additional discomfort and urged the clinicians
to stop the procedure immediately. The clinical team declined to abort,
proceeded with the remaining steps of the procedure, and successfully
placed the dialysis catheter.

Case Description 3

A 32-year-old female who was 39 weeks pregnant presented to labor and
delivery with spontaneous rupture of membranes. During an attempted
vaginal delivery, the fetal monitor indicated signs of fetal distress, and
clinicians determined that an emergency cesarean section was required
to deliver the neonate safely. The patient consented to epidural catheter
placement, which was completed before the cesarean became necessary.
A separate consent for the cesarean was obtained before transfer to the
operating room, but during the preoperative assessment a skin pinch
test revealed the patient could feel the sensation of pain. She became
visibly anxious and said she did not want to proceed with the surgery.
Despite the obstetrician’s explanation about the urgency of the situa-
tion and risk to the fetus, the patient continued to decline surgery due
to fear of pain. The obstetrician and anesthesiologist conferred and
made the decision to proceed with general anesthesia and perform the
surgery. Neither the patient nor the infant had any identified medical
complications after surgical delivery.

PPA-PSRS is a secure, web-based system through which Pennsylvania hospitals, ambulatory surgical facilities, abortion facilities, and birthing centers submit reports of patient
safety-related incidents and serious events in accordance with mandatory reporting laws outlined in the Medical Care Availability and Reduction of Error (MCARE) Act (Act 13
of 2002). All reports submitted through PA-PSRS are confidential and no information about individual facilities or providers is made public.
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Discussion

Ethical Considerations
Patient Right to Self-Determination and Informed Consent

The start of a procedure does not terminate a patient’s right to
self-determination.'>'2 The case descriptions outlined in this article
present three scenarios in which clinicians used their best judge-
ment to determine whether to honor a patient’s request to stop a
procedure or to continue against the patient’s wishes. In each case,
the clinicians were required to weigh their professional expertise
with respect for patient autonomy and self-determination, while
striving for the best possible outcome.

Once a procedure has begun, respecting a patient’s right to
self-determination® becomes more challenging. Patients may
newly (and temporarily) lack the capacity®'° to make complex,
high-risk decisions due to sedating medication, fear, pain, anxi-
ety,'V* positional discomfort,** or other procedural factors. Higher
levels of risk, such as those conferred by aborting a procedure
during critical stages, require higher levels of decision-making
capacity. Time also becomes a factor when making decisions
intraoperatively; rapidly reevaluating a patient’s capacity to make
such decisions may not be possible. Additionally, if clinicians deter-
mine a patient has sufficient capacity to make high-quality deci-
sions,? engaging the patient in an informed discussion of updated
risks and benefits in the context of stopping! mid-procedure may
not be feasible.

The clinician must also consider whether the patient ever gave
fully informed consent. A patient who requests to stop a procedure
after it has begun may be reacting to unexpected intraoperative
circumstances, such as pain,’ that the patient did not understand
or expect based on the initial consent discussion. While such
distress may create bias that interferes with patients’ abilities
to make objective decisions about continuing the procedure, it
also may indicate that the initial consent was not valid. Was ade-
quate informed consent obtained pre-procedure if the patient was
unprepared for what they experienced? How might pre-procedure
informed consent and/or the procedural environment better help
patients prepare and cope during procedures?

Clinician Duty to Avoid Harm and Promote Benefit

Clinicians have a duty to avoid harm,>*® act in the patient’s best
interest,> and promote patient well-being.>* To this end, termi-
nating a procedure due to patient request may lead to immediate
harm to the patient, including risks that are directly related to
procedure termination. Termination-associated risks likely would
not be discussed with the patient during standard pre-procedural
informed consent due to lack of anticipated intraoperative revo-
cation of consent. Clinicians must assess the feasibility and safety
of interruption to enact a new informed consent. In the absence
of feasibility, the clinician must balance the patient’s right to
self-determination with their professional obligation to prevent
harm." In the example describing the cesarean section, clinicians
also needed to consider the well-being of both the mother and
fetus, as stopping mid-operation introduces risk to both.

If clinicians refuse to terminate the procedure upon patient
request, in pursuit of protection from harm, patients may expe-
rience other forms of harm. Direct physical injuries may occur
from an uncontrolled disruption of the procedure, for example,
if the patient changes positions or reaches into the sterile field
due to anxiety, discomfort, or frustration due to the procedure
continuing against their wishes. Nonbodily harm that may result
from continuing despite a patient’s termination request includes
medical trauma, erosion of trust in clinicians, and post-traumatic
stress disorder.

Decision-Making Considerations and Implications for Surgical
and Procedural Practice

The three case descriptions above highlight the nuanced,
time-pressured decisions clinicians face when a patient’s right
to self-determination occurs within the context of intraoperative
medical urgency. Each case highlights tensions between respecting
patient autonomy, avoiding medical harm, and promoting patient
well-being, all within the context of limited time and opportunity to
engage in full capacity determination, collateral information gath-
ering, reconsideration of relative risk, surrogate decision-making,
and/or ethical analyses. In each case, clinicians chose to abort
or proceed with a planned procedure with variable medical and
unknown psychological outcomes for the patients. Clinicians
also may experience distress in such circumstances, regardless of
the decision they make and regardless of the medical outcomes.

Mitigating risks of intraoperative consent revocation may include
identification of the critical step or steps of the procedure after
which termination cannot safely occur, improved initial con-
sent processes, and attention to the patient experience of the
periprocedural period (Table 1). Clinicians should identify the
point of no return for a given procedure in a particular patient,
that is, the procedural step after which the procedure cannot be
safely terminated. This should be based on increased risks to the
patient from the procedure itself, such that the risk of harm to the
patient prevents procedural cessation. Clinical agreement or even
standardization of these critical steps for a given procedure would
alleviate clinicians from the burden and pressure of navigating
these determinations during a procedure.

Additionally, the consent process should include how the pro-
ceduralist will manage pain, anxiety, discomfort, or requests
to stop or slow the procedure. For example, during a cesarean
section, once the obstetrician makes the uterine incision the
surgery must proceed as a continuous sequence of surgical steps
through delivery and closure of the abdomen, to reduce the risk
of maternal infection and safeguard the well-being of the fetus.'’

Based on patterns of patient feedback, during the informed con-
sent process, proceduralists may highlight specific portions of
the procedure that patients often report as the most painful or
distressing.*>?! This may serve to align patient expectations with
the procedural experience, authentically representing the risks
of the procedure prior to its initiation. The consent process may
also include necessary information about the point of no return,
when available or relevant.!** Finally, improved attention to
patient psychological safety and physical comfort during the
periprocedural period may augment trust in the clinical team,
minimize distress, and avoid intraoperative panic.
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Table 1. Decision-Making Considerations and Strategies to Address Mid-Procedure Revocation of Consent

Decision-Making Considerations Strategies

e Change patient position, drapes, blankets, or other equipment
Mitigate patient discomfort e Use calming techniques, such as family presence or music during the procedure
e Implement further pain management options or deeper sedation (e.g., general anesthesia)

e During the informed consent discussion, set clear expectations about what the patient may

Set realistic expectations for

experience (physically and mentally) during the procedure

intraoperative discomfort e Prior to the start of the procedure, make a plan to address any mid-procedure hesitation by
the patient,? and explain this plan to the patient

Establish and maintain trust
in the clinician

e Explain the patient’s right to self-determination?! before and throughout the procedure
e Outline risks associated with stopping the procedure before it is completed!* (e.g., clinical

implications, patient disappointment, post-procedure termination)

e Engage a multidisciplinary team?!! and have members attend to the patient if there is a high risk

Support the patient during of discomfort or distress

the procedure e Have a nonproceduralist available to support the patient with physical and emotional needs
(separate from the technical aspects of the procedure)

Conclusion
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