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Registration/Instructions

Method of Participation: The physician will read and study the materials 
and complete a quiz and an evaluation of the module. Some modules may have 
slides available online. To register for and complete this module: Complete the 
registration page, complete the test questions and the evaluation that can be 
found after the article, and submit your quiz to the CSA office by mail or fax 
(650-345-3269). Your CME certificate will be mailed to you.

Estimated Time to Complete the Module: One hour

Please check the box on the registration page acknowledging that you have read  
everything in these introductory pages. 

Availability

Module 3: Pregnancy Testing in Adolescents
Release Date: February 28, 2011
Expiration Date: February 28, 2014 

CME Sponsor/Accreditation
The California Society of Anesthesiologists (CSA) is accredited by the  
Accreditation Council for Continuing Medical Education to sponsor continuing  
medical education for physicians. The CSA Educational Programs Division  
designates this pediatric anesthesia program for AMA PRA Category 1 Credit(s)™ 
(1 credit per module). Physicians should claim credits commensurate with  
the extent of their participation in the activity.

Fees, Target Audience, Evaluation
The modules are free to CSA members. Nonmembers pay $30 for each module. 
Each module is worth 1 AMA PRA Category 1 Credit™. This program is  
intended for all licensed physicians, including residents. An evaluation of each 
module of this series is offered after the test questions.

Privacy Policy
CSA has a privacy policy that is a general policy for information obtained  
regarding all online interactive pages, including online CME activities. To 
review this policy, please go to www.csahq.org/privacy.vp.html. 

Objectives
Upon completion of this activity, participants will be able to:
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	 •	 	Evaluate	 the	 necessity	 of	 pregnancy	 testing	 in	 adolescent	 patients	
presenting for anesthesia care

	 •	 	Cite	the	legal	issues	pertaining	to	pregnancy	testing	and	the	disclosure	
of the results

	 •	 Differentiate	the	ethical	concerns	for	the	care	of	adolescent	patients

	 •	 	Develop	a	plan	for	the	perioperative	care	of	adolescent	patients	with	a	
positive pregnancy test

* * * * * * *

Pregnancy Testing in Adolescents: 
Practice, Law and Ethics

By Samuel H. Wald, M.D.,
Clinical Professor of Anesthesiology, David Geffen School of Medicine,  

University of California, Los Angeles

Dr. Wald, a faculty member at UCLA for 11 years, is the Associate Director of the university’s 
Residency Program in Anesthesiology and the Associate Vice-Chair of Education. Within the 
CSA, he sits on the Board as Director for District #11, is an active participant in both the 
Educational Programs Division and the Legislative and Practice Affairs Division, and serves 
as a delegate to its House of Delegates. He is also a delegate to the ASA House. An academic 
pediatric anesthesiologist, Dr. Wald has been a frequent invited speaker for the California 
Society of Anesthesiologists, the Society for Pediatric Anesthesia, and the American Society 
of Anesthesiologists on a number of topics. His research has focused on pediatric thoracic 
anesthesia and the pediatric difficult airway. Dr. Wald is a member of the ASA Committee on 
Pediatric Anesthesia.

Introduction

The testing for and the presence of pregnancy in the adolescent patient who 
presents for anesthesia and surgery is a challenging and controversial issue. 
There is a high incidence of sexual activity among adolescents and the incidence  
of teenage pregnancy in the United States is the highest in the industrialized 
world. Thirty-four percent of young women become pregnant at least once 
before they reach the age of 20, which equates to approximately 820,000 per 
year,1 the great majority unintentional. Barriers to the identification of pregnant 
teenagers include avoidance of medical care, fear of the consequences of the 
disclosure to family members, and lack of realization that they are pregnant.2
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Incidence

A number of institutions have published studies investigating the use of rou-
tine preoperative pregnancy testing for human chorionic gonadotropin (HCG) 
in adolescents. The overall incidence of a positive result in the perioperative 
period was approximately 1 percent of those tested. Cancellation of anesthesia 
and surgery for a positive HCG test was inconsistent and dependent on the 
anesthesiologist, institution and type of surgery.3-6 In one study of 207 patients 
aged 10–20 years, there were five positive results (all of these being 15 years or 
older).3 Three postponed surgery; one proceeded with local and no sedation;  
one did proceed with general anesthesia, but the use of nitrous oxide was  
specifically excluded. In another study of 532 patients scheduled for orthopedic  
surgery involving radiation exposure, surgery was cancelled for all patients 
with positive pregnancy test results.5 In both of these studies the hospital policy 
was to test all patients without their explicit consent. An important distinction 
for the patients in the study in the orthopedic hospital was the likely use of 
radiation intra-operatively, this posing an additional consideration beyond just 
the exposure of the fetus to anesthesia and surgery. 

The correlation of a detailed history with the results of HCG testing has been 
inconsistent in published reports. In many of these studies a careful history of 
the possibility of pregnancy and no recent menstruation did not correlate with 
positive HCG results. However, although yet to be reproduced in another study, 
prospective tracking of this correlation in over 500 procedures in adolescent  
girls found a 100 percent concordance between a suggestive history and the 
positive test result.4

Certain barriers prevent adolescents from obtaining prenatal care. A survey of 
teenagers who delivered at an urban hospital in an underserved area found that 
a significant number reported that they first realized that they were pregnant only  
after someone else told them that they looked pregnant. Given this finding,  
beyond the assumption of sexual activity, even a good history may not  
suggest the presence of pregnancy. Additionally, inadequate care in this special 
population may result from negative attitudes toward physicians as well as an 
undeveloped appreciation of the importance of early prenatal care. Interestingly,  
the Centers for Disease Control data on pregnancy rates from 1990 through 
2004 show a downward trend in teenage pregnancy in both the 15-17- and 
18-19-year-old groups.1

Medical Policies, Law and HIPAA

Adolescents older than 14 years have fully developed abstract thought and 
complex reasoning, and this suggests that anesthesiologists should engage them 
in decision-making. However, these fully developed cognitive abilities may 
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not be associated with emotional maturity and hence do not always produce 
good decision-making skills. Because adolescents do not fully develop impulse  
control and the ability to deliberate sufficiently as regards the potential for long-
term adverse consequences until they reach their early twenties, any health care 
decisions that they make involving the possibility of future harm should be 
scrutinized by others with more judgment and experience. Nonetheless, the 
American Academy of Pediatrics (AAP) policy on informed consent specifies 
that the ability to make informed health care decisions may be as well developed  
in adolescents as it is in adults. This policy emphasizes the fact that “a respect  
of persons involves fully and accurately providing information relevant to  
exercising their decision-making rights.”7 The AAP also urges gaining at least 
assent or permission from older children and adolescents when making health 
care decisions. Assent involves guiding the patient toward a developmentally 
appropriate perception, setting expectations of the proposed care, and assessing  
the patient’s understanding of the situation. While inappropriate pressure 
should be avoided, it is advised to solicit the adolescent patient’s willingness to 
accept the treatment plan.

Indeed, the American Society of Anesthesiologists’ Guidelines for the Ethical 
Practice of Anesthesiology (Section I.2) declares that anesthesiologists should  
“respect the right of every patient to self-determination … [and] … should include  
patients, including minors, in medical decision-making that is appropriate to 
their developmental capacity and the medical issues involved.” 8

Most states have laws concerning minors receiving contraceptives, prenatal  
care, sexually transmitted diseases/human immunodeficiency virus (STD/
HIV) treatment, substance abuse treatment, mental health services and abortion  
services. States differ in the specific application of those laws and even the age 
of majority. Twenty-four states, including California, require parental consent 
for abortion, but many (again, including California) do not enforce this law 
because of successful court challenges. 

The Health Insurance Portability and Accountability Act of 1996 (HIPAA)  
Privacy Rule requires that if a person has the right to make health care  
decisions, then that person controls the associated information. Usually, the 
parents of minors control protected health information (PHI), but the issues 
outlined above, including pregnancy, are probable exceptions. More specifically,  
parents should not be permitted to have access to their minor child’s PHI under 
the following three circumstances:

 1. State law does not require parental consent
 2. A court of law determines an alternate to the parent
 3. The parent agrees to the minor’s confidentiality for health care
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In general, HIPAA overrides any contrary state laws except where the state law 
is “stricter” and provides greater protection. State laws determine the rights of  
parents to obtain access to and/or control of the disclosure of medical information  
concerning their children. Practitioners who violate HIPAA by revealing  
confidential medical information are guilty of unprofessional conduct. This  
infraction could result in criminal and/or civil liability and put a practitioner’s 
medical license at risk.9

In summary, parents should have access to their children’s health care  
information only when that is permitted by state law. When the law is silent, then 
the professional judgment of the health care practitioner determines whether 
to grant or deny parental access to a minor’s medical information. Additionally,  
if the health care practitioner has a reasonable belief that information will  
endanger the minor, then the provider may choose not to disclose certain  
information. A state-by-state summary can be found at www.ermerlaw.com/
PDFs/hipaa_state_law_survey_version_3_0.pdf. 

Table 1.  The Jurisdiction of California

Age of majority:  18

Emancipation Methods: Marriage, Military Service, Leave of Court.

Contraceptive Services: Minor may consent independently.

Prenatal Services: Minor may consent independently.

STD/HIV Services:  AIDS: Minor (12 or older) may consent  
independently, but test results may be disclosed to 
specified classes of individuals.

 STD: Minor (12 or older) may consent independently.

Alcohol/Drug Abuse:  Minor (12 or older) may consent to treatment  
independently, but treatment plan shall involve parent 
unless the physician determines parental involvement 
to be inappropriate.

Mental Health Services:  Minor (12 or older) may consent independently 
with certain conditions, but parents must be notified 
unless the physician feels it would be detrimental to 
the minor.

General Medical Health Services:  Minor (15 or older) may independently  
consent if he/she is living separate and apart from 
the minor’s parents or guardian, and is managing his/
her own financial affairs. The physician may inform  
parents about treatment without minor’s consent.

Abortion Services:  Written parental consent or court order  
required. It is common knowledge that this law is 
widely unenforced.
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California Law—Consent to Medical Care

California Family Code § 6925 provides:

(a)  A minor may consent to medical care related to the prevention or treatment  
of pregnancy.

(b) This section does not authorize a minor:
  (1) To be sterilized without the consent of the minor’s parent or guardian.
  (2) To receive an abortion without the consent of a parent or guardian  
other than as provided in Section 123450 of the Health and Safety Code.  
However, the California Supreme Court found this Section to be unconstitutional  
as it violated California’s right to privacy provisions. 

Section 6925 of the California Family Code has been upheld to find that a 
minor, regardless of age or marital status, may consent to hospital, medical or 
surgical care related to prevention or treatment of pregnancy. However, the law 
does not specify the medical treatments that come within this authorization. 
While there is extensive legal analysis of the rights to and privacy implications 
of a minor obtaining an abortion, the authorities do not extend the analysis to 
other medical procedures or treatment. It is, however, generally assumed by 
the nonbinding authorities (i.e., California Physician’s Legal Handbook [CPLH], 
California Health Information Association [CHIA] Consent Manual, Planned  
Parenthood) on this topic that contraceptive care (including emergency contra-
ceptive drugs), abortion, pelvic exams, pregnancy testing, and prenatal care are 
common medical procedures related to prevention or treatment of pregnancy 
(CHIA Consent Manual 2009, 2.18; CPLH 2009, Vol. 1 Consent, 10:65). Also note 
that under Family Code Section 6920, the consent of a minor’s parent to medical  
care related to the prevention or treatment of pregnancy is not necessary.  
Therefore, the “treatment of pregnancy” would reasonably seem to extend to 
preoperative testing for the existence of pregnancy: after all, treatment cannot 
begin until the pregnancy is verified. Minors would appear to have the right 
to exercise informed consent for pregnancy testing without any request being 
made of the parents. Moreover, in the opinion of CSA Legal Counsel Phillip 
Goldberg, although not specifically set forth in any binding case law, application  
of the Family Code sections when combined with the general principles of  
consent suggest that an anesthesiologist should obtain the patient’s consent 
prior to proceeding with a pregnancy test. In fact, if the physician were to  
proceed with pregnancy testing without the minor’s or parent’s consent, then 
the physician may be exposed to a claim for battery.

If a minor has the legal right to consent, then that minor generally controls 
the disclosure of medical information related to that treatment and can refuse 
to allow disclosure of the information to his or her parents (Health & Safety 
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Code §§ 123115, 123110). Accordingly, unless otherwise provided by statutes 
or pursuant to a written authorization signed by the minor, the physician is 
prohibited from disclosing medical information concerning such care to the 
minor’s parents. This includes seeking payment for services from a parent or 
the parent’s insurer without the minor patient’s consent. On the other hand, 
if the parent is providing consent to the procedure/testing, then the parent is 
acting as the patient’s representative for purposes of accessing the patient’s PHI 
and has a right to review that information, including the testing results.

Although the statutes and authority cited above extend the right of a minor to 
obtain certain testing and services without parental consent, this is not exclusive  
authority. California law authorizes a parent or guardian of a minor child (i.e., 
under 18) to give informed consent for most medical decisions on behalf of 
a child. Unless otherwise provided by statute, a minor does not have the  
exclusive authority to consent to a particular treatment; the minor’s parents can 
legally consent to certain treatment even if the minor objects. However, effective  
medical treatment may be hindered by an objecting patient. 

In truth, many salient and related questions have not been directly addressed 
by the California courts. This fact notwithstanding, analysis of the available 
authorities suggests that a physician should attempt to obtain a minor’s consent 
to perform pregnancy testing prior to surgery, and this can be accomplished 
with the minor’s consent alone. However, confounding this issue, a physician 
also can proceed with preoperative pregnancy testing with the parents’ consent 
alone. To re-emphasize a point previously stated, if the patient is asserting her 
right to provide consent to “treatment of pregnancy,” then the patient retains 
her right to medical privacy, which prohibits disclosure of her PHI (i.e., test 
results) to her parents. Again, only if the parents are providing consent are they 
permitted access to the test results.

An Ethical and Practical Question

In 2003, the American Society of Anesthesiologists Committees on Ethics and on 
Standards and Practice Parameters formed a joint task force to resolve differences  
of opinion regarding a statement on testing for early pregnancy that existed in the 
ASA Practice Advisory for Preanesthesia Evaluation. This task force determined 
that it may not be ethically justified to test for pregnancy without obtaining  
informed consent,10,11 and this resulted in amending the original Practice  
Advisory accordingly.12 Interestingly, as part of the original ASA Practice Advisory,  
consultants (n=72) and ASA members (n=232) were asked whether or not 
preoperative pregnancy testing should be routine, performed in selected  
patients, or not necessary. Eighty-eight percent of the consultants and 78 percent  
of the ASA members responded that the test should be performed only on 
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selected patients, with a small minority believing it should be either routine or 
not necessary. 

The information regarding pregnancy status belongs to the patient, and it does 
not alter her right to proceed with anesthesia and surgery if she so desires. 
What the ASA advocates is to offer pregnancy testing, but that it should not be 
required by physicians unless there is a compelling medical reason to know 
whether the patient is pregnant. Informed refusal of pregnancy testing may be 
a possible option in this circumstance.

A fact that must be reckoned with is that different states have disparate statutes  
with respect to the entitlement of parents to the results of their children’s  
pregnancy test results. An institutional blanket policy to test all adolescents 
may circumvent a difficult situation in the presence of parents. Also, the  
possibility exists for parents to be notified of a pregnancy by proxy at the time 
of medical billing. However, the revised ASA Practice Advisory now warns 
against such blanket policies to test—and to bill—patients for nonconsented 
pregnancy testing. Among the several valid reasons for such a shift included the 
fact that pregnant adolescents could be at risk should there be incest involved 
in that pregnancy. 

A possible alternative for dealing with this ethically and legally challenging 
situation is the use of a questionnaire to be filled out in the absence of parents.  
A thorough history from the adolescent on the phone the night prior to surgery  
or in the privacy of the preoperative area is recommended, although as  
mentioned above, the information may not be accurate. In this discussion, 
there should be emphasis on the importance of full disclosure and inclusion of 
a confidentiality assurance where applicable by state law.

If pregnancy testing occurs and a minor is discovered to be pregnant on the 
day of surgery, then disclosure of the information to parents or guardians is  
determined by state law as described above. Where state law does not require 
disclosure to parents or guardians, the physician must allow the minor to 
decide if she wishes to inform her parents or guardian. If state law requires 
disclosure of the pregnancy testing information, then it may be reasonable and 
ethical to give the patient an opportunity to release the information herself.

Cancellation of Anesthesia and Surgery

It is unclear if surgery and anesthesia during early gestation are hazardous to 
the developing fetus by an increase in either the likelihood of spontaneous 
abortion or the risk of congenital anomalies. The most recent literature suggests  
that women who undergo anesthesia during pregnancy do not have an  
increased incidence of congenital anomalies. Anesthesia exposure and the 
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surgery that accompanies it during the first trimester do increase the risk 
of spontaneous abortion, but this is most likely due to the medical condition  
necessitating surgery and/or surgical manipulation.13

A systematic review of the English literature attempted to determine the effects  
of nonobstetrical surgical procedures on pregnancy outcome and fetal risk.14 An 
analysis of 54 articles included more than 1,000 pregnant patients, over 400  
of them in the first trimester, which is possibly most relevant to the pregnant 
adolescent. There was one death overall (0.006%), and a 5.8 percent incidence of 
miscarriage, but if the first trimester was specified, the rate of miscarriage rose to 
10.5 percent. Unfortunately, there is no control group for this type of analysis, so 
it is difficult to draw a firm conclusion. Also, the rate of major birth defects (not 
defined) was 2 percent, but in those studies that reported on women undergo-
ing surgery in the first trimester, this incidence also was doubled to 3.9 percent. 
This finding is not statistically significant because the expected rate in the general 
population is 1-3 percent. 

There is a cost impact from our decisions for preoperative pregnancy testing 
with some significance to the health care system. What is important is that we 
have institutional policies that are ethical, responsible and medically sound, but 
unfortunately there is little evidence-based medicine to guide anesthesiologists. 
Whatever the policy may be, patients should be given information about the  
proposed pregnancy test and what the consequences of a positive result will 
be. The disclosure of information should also be given careful consideration.  
Chronologic age may not be the factor that determines decision-making  
ability or consent, and the HIPAA guidelines offer the utmost in protection of 
patient privacy. 

The decision to proceed with anesthesia and surgery should be determined 
on a case-by-case basis.15 Consideration must be given to the necessity of the  
surgery and an informed discussion with the patient. The risk of maternal death 
is low, and surgery and general anesthesia are low risk factors for spontaneous 
abortion or major birth defects during pregnancy.14
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Questions

1. Common barriers to prenatal care in teenage girls include all of the following except:

 a. Having a friend who has been pregnant
 b. Negative feelings about physicians
 c. Not knowing they are pregnant
 d. Belief that prenatal care is not important

2. The approximate incidence of a positive preoperative pregnancy test is:

 a. 0.01%
 b. 0.1%
 c. 1%
 d. 10% 
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3.  According to the American Academy of Pediatrics, the age at which normal children may 
have skills as well-developed as adults for making informed health care decisions is:

 a. 12
 b. 14
 c. 16
 d. 18

4.  The Health Insurance Portability and Accountability Act denies parental access to their 
child’s protected health information under all the following except:

 a. State law does not require parental consent
 b. A court of law determines an alternate to the parent
 c. The child is over the age of 12
 d. The parent agrees to the minor’s confidentiality for health care

5. In the state of California:

 a. A minor may not consent independently to contraceptive or prenatal services
 b. HIPPA does not override the state laws
 c.  The provider must disclose the information to the minor’s parents at any time 

the parents sign consent
 d.  Providers who reveal confidential information to a minor’s parents may be 

guilty of unprofessional conduct 

6. When a minor has a positive pregnancy test, the best immediate course of action is:

 a. Immediately inform the patient’s parents without informing the patient
 b. Cancel the surgery
 c.  If disclosure is not required by state law, then allow the minor to decide if she 

wishes to disclose the information 
 d. None of the above

7. The most common side effects of anesthesia during pregnancy are:

 a. Unknown
 b. Spontaneous abortion during the second trimester
 c. Congenital anomalies
 d. Pre-eclampsia

8.  Pregnancy testing may be offered, but not required, by an anesthesiologist unless there 
is a compelling medical reason to know whether the patient is pregnant.

 a. True
 b. False

9.  Ethical principles of informed consent suggest that an anesthesiologist should obtain 
consent for pregnancy testing from adolescents as well as adults.

 a. True
 b. False
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10. The ASA’s Practice Advisory on Preanesthesia Evaluation states that:

 a. Pregnancy testing should be offered to female patients of childbearing age
 b.  Nonconsented pregnancy testing is an ethical approach to avoiding legal  

problems for anesthesiologists 
 c.  A positive pregnancy test alters the patient’s right to proceed with anesthesia 

and surgery
 d. A first trimester positive HCG result will result in congenital defects
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Pregnancy Testing in Adolescents
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