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igh-order multiple gestations—
those containing three or more
fetuses—are some of the most
complicated pregnancies seen by obstetricians. It is a truism in obstetrics that
the more fetuses (and placentas) in
the uterus, the higher the risks of
almost every known pregnancy complication, including preterm delivery,
pre-eclampsia, gestational diabetes,
cesarean delivery, thromboembolism,
fetal growth restriction and even
maternal death.1
While primary prevention of multiple
gestations has met with moderate success,
there remains a small risk of high-order
multiple gestations from most forms of
assisted reproductive technology (e.g.,
ovulation induction, artificial insemination and in vitro fertilization). In 2008,
the triplet rate in the U.S. was 1/680 live
births,2 tenfold higher than the spontaneous triplet rate of 1/6,400–1/8,000.
One way to ameliorate the problems
encountered with high-order multiple
pregnancies is to offer multifetal pregnancy reduction (MFPR) to the pregnant
woman. This technically straightforward
procedure involves injecting a lethal dose
of potassium chloride under ultrasound
guidance into one or more of the fetuses
in order to “reduce” the pregnancy from
triplets, quadruplets, or more, to a more
manageable number, thereby improving
outcomes for the remaining fetuses and
for the pregnant woman. However,
despite its technical simplicity and the
excellent data supporting its use to
improve clinical outcomes, the procedure
is fraught with ethical dilemmas and
nuances that go well beyond traditional
ethical analyses of abortion.

H

Outcomes
One of the key frameworks used in
deciding whether clinical actions are
ethically justifiable is a consequentialist
analysis of outcomes: If a procedure is to
be deemed ethically viable, it must be
associated with an improved overall health
outcome. Certainly, for pregnancies with
quadruplets and higher, the advantages of
MFPR are clear. After reduction, these
pregnancies last longer and are associated
with lower complication rates and improved outcomes for the mother and
neonates.3 Even for triplet pregnancies
that are reduced to twins, there are marginal benefits to both the pregnant
woman and the remaining fetuses.4 These
improvements take into consideration the
5 to 8 percent risk of miscarriage of the
entire pregnancy with MFPR.
Nevertheless, the analysis cannot simply stop here, for in clinical medical
ethics, it is quite unusual to conclude that
the end justifies the means. The improved
outcomes associated with MFPR are a necessary but not sufficient reason to offer the
procedure.

Obstetrical Frameworks
In clinical obstetrics, we often analyze
ethical dilemmas within frameworks that
center on the interests of either the fetus
or the pregnant woman when, in truth,
the interests of the pregnant woman and
her fetus or fetuses are usually aligned.5
The myth of the “maternal-fetal conflict”
is not supported by the reality that most
pregnant women are willing to take
on substantial risks on behalf of their
fetuses. However, in the case of MFPR,
Multifetal pregnancy reduction—
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the interests of the surviving fetuses are
well met by the procedure, while the interests of the “reduced” fetus or fetuses are
clearly not, assuming any existence is better than none. Simultaneously aligning
the interests of the woman and all of the
fetuses thus becomes impossible.
Frameworks Centered on the Fetus or
Newborn: If one frames this issue as one of
fetal interests, the arguments around
MFPR may parallel those in the abortion
debate. For those who hold that any
killing of fetal life is wrong, MFPR will
never be morally acceptable. In this
framework, the means of killing one or
more of the fetuses cannot be used to justify any intended outcome, no matter how
good. Arguments about maximizing benefits to the remaining fetuses will fail, as will
those for supporting the pregnant
woman’s autonomy. The intentional taking of life—especially innocent fetal life—
is never justified in this world-view.
Nevertheless, a framework that centers
on the interests of the fetuses that are not
reduced, that is, the newborns who survive
the MFPR, might justify the procedure on
the grounds of improved outcomes for
those surviving fetuses. The sacrifice of
one or more fetuses for the good of the
others—a utilitarian resolution of the classic “lifeboat dilemma”—is morally sound
because the benefit to the nonreduced
fetus or fetuses is great enough (e.g., birth
at a later gestational age, greater chance
for survival, improved neurological outcomes, etc.) to allow for the killing of the
reduced fetuses.
Frameworks Centered on the Pregnant
Woman: With the pregnant woman’s interests being central, then the ethics of
MFPR resemble a more traditional analysis of medical decision making, with its
emphasis on patient autonomy and a balancing of beneficence (doing good) and
nonmaleficence (not doing harm). If the
woman’s primary goals are healthier
babies and less morbidity for herself, then
MFPR is often the clear answer; the small
risk of miscarriage from the procedure is
offset by the improved outcomes for the
remaining fetuses and for herself. Beyond
the medical advantages of the procedure,
she (and her spouse or partner) may
determine that having and raising triplets
or more may be economically and/or
logistically too challenging and her preference for twins or a singleton may also lead
her to select the procedure.6

Role of the Physician
Just as women may approach the question of whether to have an MFPR from a
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variety of stances and use differing frameworks to resolve the issue for themselves,
physicians—usually maternal-fetal medicine specialists—caring for these women
may find themselves faced with the
dilemma of whether to participate in
these procedures. The conclusions that
individual obstetricians make will also
depend on how they frame the question
for themselves. For some physicians, the
care of the woman is paramount and furthering her autonomous wishes will allow
them to perform these procedures; for
others whose world-view contains an inviolable sanctity of fetal life, participating in
MFPR will not be tolerable. Still others
who may not be willing to perform elective abortions may see this procedure as
morally justifiable on the utilitarian
grounds of increasing the greatest good
for the greatest number (of fetuses).

Other Dilemmas
Some cases of MFPR are more complicated: consider the example of twins.
Some women who conceive twins (either
spontaneously or otherwise) may, for a
variety of reasons, desire an MFPR to
achieve a singleton pregnancy, for even
though outcomes for twin pregnancies are
generally good, there are higher maternal
and fetal morbidities associated with these
pregnancies and MFPR might improve
some of these outcomes. It is too simplistic to say that since she could abort the
whole pregnancy legally, we should allow
her to abort half the pregnancy; the legal
sanctioning of a procedure does not
morally justify it. Nevertheless, some
women might argue that they should be
able to choose the shape of their families
(abortion for fetal anomalies) and the
spacing of their children (birth control),
and MFPR of twins to a singleton could
be considered one such expression of this
liberty.
MFPR can also be used for sex selection. Consider the example of a woman
who is pregnant with triplets who undergoes chorionic villus sampling at 10 weeks
to rule out fetal aneuploidy (e.g., Down
syndrome) prior to her MFPR; she does
not want to undergo a reduction of a normal fetus and leave behind a fetus with a
chromosomal abnormality. Two fetuses are
male and one is female, all with a normal
number of chromosomes. When she
arrives for her MFPR of triplets to twins,
she asks, “Can you reduce one of the boys
so I can have one of each?” or “Can you
leave behind the girl because I already
have two boys at home?” These seemingly
benign requests could surely be acceded
to by citing maternal autonomy as their
justification. However, the use of any
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medical technology for sex selection that
is not to avoid a medical condition is
morally suspect for it risks perpetuating
gender stereotypes and or discrimination.7

Conclusions
The use of MFPR to improve outcomes
for women carrying multiple fetuses can
be justified on utilitarian grounds of
improving outcomes for the remaining
fetuses and on the grounds of supporting
women’s reproductive autonomy. Experience and modern sonographic technology have allowed this procedure to
become extremely safe, but as it still carries a finite risk of miscarriage of the
entire pregnancy, it behooves us to continue to strive for a reduction in the number of high-order multiple pregnancies
produced through assisted reproductive
technologies. In vitro fertilization (IVF)
centers have begun to address this by limiting the number of embryos returned to
the uterus in any given cycle,8 but the
majority of high-order multiple pregnancies are the result of ovulation-induction
agents (e.g., the menotropins FSH and
LH) that cause multiple eggs to mature
and ovulate at once, improving pregnancy
rates for infertile couples, but at the
expense of a higher risk for multiple gestations. The use of these medications in
the U.S. is much less regulated than IVF
cycles and therefore the potential for misuse and abuse is greater.
Most couples undergoing MFPR are
torn: they have often experienced years of
infertility and are at once elated to be
pregnant and horrified at the prospect of
doing something to their pregnancy—in
fact, killing one or more of their fetuses—
that could result in a miscarriage. The
decision to undergo MFPR requires clarification of patients’ and physicians’ views
on the complexities surrounding both
abortion and parenting. It is a stressful
clinical scenario that requires patience,
finesse and empathy on the part of the
entire health care team caring for these
couples.
1Multiple

gestation: Complicated twin, triplet,
and high-order multifetal pregnancy. ACOG
Practice Bulletin No. 5, American College of
Obstetricians and Gynecologists. Obstet
Gynecol 2004; 104: 869–883.
2National Vital Statistics Reports, Vol. 59, No.
1, Dec. 8, 2010.
3Fasouliotis SJ, Schenker JG. Multifetal pregnancy reduction: A review of the world results
for the period 1993–1996. Eur J Obstet Gynecol
Reprod Biol, Dec. 1997; 75(2): 183–190.
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Ask the ethicist:

Should a kidney donor and the intended recipient be
asked to participate in an exchange they don’t need?
uestion: A transplant physician
asks, is it ethically permissible to
ask a compatible donor-intended
recipient pair to participate in a
paired live donor kidney exchange that is
unnecessary for them but could possibly
help an incompatible donor-intended
recipient pair whom they may not even
know?
esponse: In its basic form, a paired
live donor kidney exchange
involves two donor-intended recipient pairs in which the intended donors in
each pair are immunologically incompatible with their intended recipients. For
example, the donor in pair 1 is blood type
A but is incompatible with the intended
recipient, who is blood type B. In pair 2,
the donor is blood type B but is incompatible with the intended recipient, who is
blood type A. Without an exchange, neither intended recipient gets a kidney.
However, if the A donor in pair 1 gives a
kidney to the A recipient in pair 2, and
the B donor in pair 2 simultaneously gives
a kidney to the B recipient in pair 1, then
each intended recipient obtains a kidney.
Both intended recipients benefit because
neither would obtain a compatible kidney
without the exchange (see Example 1).
In a different type of exchange, the
donor in pair 1 is blood type O and is
compatible with the intended recipient,
who is blood type A, because an O donor
can potentially donate to all blood types.
In pair 2, the donor is blood type A but is
incompatible with the intended recipient,
who is blood type O. If the O donor in
pair 1 gives an O kidney to the O recipient in pair 2, and the A donor in pair 2
simultaneously gives an A kidney to the
recipient in pair 1, then both intended
recipients get a kidney (see Example 2).
This exchange, which has been called a
compatible-incompatible live donor kidney exchange,1 differs from the basic
exchange because the intended recipient
in pair 1 does not need to participate in
an exchange to obtain a kidney.
Between 2005 and 2008, 5,284 blood
type O donors donated a kidney to nonblood type O recipients. Had the O
donors participated in a compatibleincompatible live donor kidney exchange,
they could have rescued a significant
number of type O end-stage renal disease
patients from chronic dialysis. Despite its

potential utilitarian value, this kind of
exchange has been considered sufficiently
problematic that “individuals should not
be asked to participate in them.”2
Among the objections to a compatibleincompatible live donor kidney exchange
are possible logistical problems, such as
delays in scheduling, or dashed hopes
because of a last-minute change in circumstances for one of the pairs. Also,
donors and recipients might be asked to
have surgery in an unfamiliar hospital.
Although these problems should be manageable, if logistical problems threaten
the success of a transplant, the exchange
should not be performed.
Some might argue that the intended
recipient would lose the psychological
benefit of knowing that it is the intended
donor’s kidney that is functioning in his
or her body, but this factor should not be
a major concern. Assuming the donor has
been adequately screened, the primary
goal of a rational person with end-stage
renal disease should be to obtain a functioning kidney. Most recipients of
deceased donor kidneys do not know
their donor; many patients actively seek
strangers willing to give them a kidney.
Thus, a compatible-incompatible
exchange does not entail a novel or
untested donor-recipient relationship.
Compatible pairs who participate in an
exchange that is unnecessary for them forfeit the assurance of knowing the details
of their intended donor’s health and
lifestyle. However, this assurance may be
illusory. Blood from donors selected by
patients or relatives has been shown to be
no safer or less safe than blood from volunteer donors.3 Donors who feel pressure
to help a relative or friend may hide
unhealthy habits or addictions.
The recipient in the compatible pair
should receive a kidney judged as good or
better than the kidney he or she would

have received otherwise. If the donor in
the incompatible couple has a better kidney than the original intended donor, it
may be easier to entice the compatible
couple to accept an exchange; however,
fairness dictates that the incompatible
couple should primarily be selected using
equitable allocation criteria without allowing the compatible pair to bargain for the
best available kidney.
A major objection to compatibleincompatible exchanges has been the psychological pressure and coercion the
compatible couple might feel “to participate in the exchange to maximize the
number of organs available.”4 Kidney
donors do not assume greater medical
risk by participating in the exchange. If
there is any coercion, it is regarding the
decision about where the retrieved kidney
goes. The compatible couple should be
told that their decision is voluntary and
that they can refuse to participate in an
exchange, without penalty. A request to
participate in a compatible-incompatible
live donor kidney exchange involves mild,
if any, coercion and can be justified by the
considerable health benefits produced by
an increased number of transplants.
In the compatible-incompatible
exchange, the live kidney donor has been
considered a private resource who would
then be converted to a shared public
resource. But this position adopts an
overly narrow perspective. The transition
from being a potential live kidney donor
to an actual live kidney donor requires the
achievements and resources of research
and a health care system that to a considerable degree have both been publicly
supported.
Application of Rawls’s “veil of ignorance” paradigm is a fair basis for the allocation of resources. Rational people who
do not know whether they are destined to
need a kidney or who want to obtain a kidney for someone else, and who also do not
know whether they will be compatible
with their intended donor or recipient,
would opt for a compatible-incompatible
live donor kidney exchange because it
would increase their chance of success.
When people do not know what benefits
them in particular, they “cannot advance
their own cause” and are likely to seek a
just and impartial solution.5
Ask the ethicist—continued on page 8
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The legal column:

Corporate speech rights trump the public’s health
David Orentlicher, MD, JD
Samuel R. Rosen Professor of Law
Co-director of the William S. and Christine S. Hall Center for Law and Health
Indiana University School of Law-Indianapolis
or many years, consumer advocates
have worried about the marketing
activities of pharmaceutical companies. Concerns have been raised about
direct detailing to physicians, advertising
in medical journals and television commercials targeted at patients. All of these
strategies are thought to result in the prescribing of drugs when none is needed,
the prescribing of brand-name drugs
when generic drugs would be equally
effective or the prescribing of the wrong
classes of drugs. According to critics, pharmaceutical marketing drives up health
care costs and imposes unnecessary risks
to patient safety.
Until recently, court decisions had indicated that legislatures could regulate
drug-company marketing in order to promote the government’s interests in fiscal
integrity and public health. A June 2011
decision by the U.S. Supreme Court, however, suggests that the first amendment
rights of pharmaceutical companies will
override many regulations of pharmaceutical marketing.
The decision, in Sorrell v. IMS Health,
involved a Vermont law that restricted the
practice of “data mining.” Data-mining
companies collect information from pharmacies about the prescriptions they fill,
analyze the data and sell their analyses to
pharmaceutical companies. The analyses
allow the companies’ sales representatives
to better focus their marketing activities.
For example, a sales representative would
know whether a doctor prefers the company’s cholesterol-lowering drug or
whether the doctor prefers a competitor’s
drug. While data mining allows a drug
company to discover the prescribing practices of individual physicians, the names
of patients have been stripped from the
data to preserve their anonymity.
Under the Vermont law, drug companies could use physician-specific prescribing information only if the physician gave
consent. Otherwise, the companies would
be allowed to use only aggregated prescription data for marketing purposes.
Thus, a company could learn how much
of its cholesterol-lowering drug was being prescribed by all doctors in a particular geographic region, but it couldn’t
4

determine how much was being prescribed by an individual doctor.
In striking down the statute, the Supreme Court established an important
constitutional principle: Data about physician prescribing practices is “speech” for
purposes of the first amendment. Even
though the Vermont law imposed no
restrictions on what sales representatives
could say to physicians, the statute limited
the representatives’ access to information
they might use to shape their discussions
with physicians. This interference with the
free flow of information was inconsistent
with the right to speak guaranteed by the
first amendment.
The Supreme Court also continued its
recent solicitude for the rights of corporations. Last year, the Court struck down
restrictions on the ability of businesses to
exercise their first amendment rights
through independent expenditures on
behalf of political candidates. In Sorrell,
the Court suggested that speech by corporations may now receive the same level of
protection as speech by individuals. Until
the 1970s, “commercial speech” (speech
by businesses to promote their products
or services) received no protection under
the first amendment. In the 1970s and
1980s, the Supreme Court gave commercial speech some protection, but not as
much as political, educational, artistic or
other forms of expression. With some of
its discussion, Sorrell reinforces a recent
trend by the Court to treat commercial
speech like other speech.
To be sure, the Sorrell opinion indicates that the way in which the Vermont
law was written triggered the high level of
protection the Court provided. While Vermont prohibited drug companies from
using prescribing data for marketing purposes, it allowed most everyone else to
use the data for other purposes. Instead
of providing strong privacy protections,
the statute effectively singled out drugcompany marketers for restricted access
to prescribing data. Moreover, physicians—not patients—had the authority to
waive the statute’s protections for data privacy. Future decisions will be needed to
clarify the full impact of Sorrell.
What are the implications of Sorrell
for other regulations of drug-company
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marketing activities? It is difficult to see
how the Food and Drug Administration
(FDA) will be able to prohibit “off-label”
marketing of drugs any longer. If the
FDA allows people who are not working
for a pharmaceutical company to discuss
off-label uses of the company’s drugs,
then the Supreme Court’s logic in Sorrell indicates that the FDA will not be
able to single out a pharmaceutical company’s employees or other agents from
discussing the same information.1
If the FDA wants to regulate corporate
marketing, it probably will have to justify
the regulations on the grounds that it is
trying to ensure that companies provide
information that is truthful and not misleading. In Sorrell, the Supreme Court
reaffirmed the power of the government
to police the accuracy of corporate advertising, and we can expect the FDA to rely
on that authority in the future. Thus, for
example, the FDA can continue to require
that drug companies provide balanced
information about the benefits and risks
of its products, and it also can implement
its new graphic warnings for cigarette
packs. The Supreme Court allows the government more freedom to mandate disclosures than to prohibit disfavored kinds
of speech.
If Vermont cannot protect the privacy
of information in prescriptions, does that
mean Congress and the states cannot protect the privacy of other patient information? Are the confidentiality provisions
of HIPAA unconstitutional? No. The
Supreme Court specifically cited HIPAA
as an example of an acceptable statute to
protect patient privacy, even though
HIPAA also limits access to information.
As mentioned, the Court was concerned
about how the Vermont statute was
drafted. The Sorrell decision will allow
other statutes to safeguard patient privacy.
Indeed, if Congress wanted to make information from prescriptions confidential,
it could do so simply by amending the
definition of “protected health information” under HIPAA to include data from
prescriptions.
While the Sorrell decision is troubling in
its failure to protect the confidentiality of
data from prescriptions, there is a larger
Legal—continued on page 7
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Ethics and the humanities:

“A Small, Good Thing”
A review of Raymond Carver’s short story “A Small, Good Thing”*

Review by Joseph O’Donnell, MD
Professor of Medicine
Professor of Psychiatry
Dartmouth Medical School
Hanover, New Hampshire

have always been an advocate for
the humanities in medicine. Rita
Charon’s Narrative Medicine1 makes
the case convincingly. I suggest that
those interested in this topic read her
book. She is the “Queen Bee” for these
things.
I have used the humanities in my own
work to bring about reflection and a window into the beauty, awe and wonder of
medicine. I had the good fortune of having Dr. Robert Coles, Harvard’s Professor
of Psychiatry and Medical Humanities, as
my mentor in this domain. I am inspired
by how he uses stories to provoke reflections about life and a life in medicine in
particular. A group of us have collected
stories into an anthology called A Life in
Medicine.2
If you have ever heard a song and
then can’t get it out of your head, you’ll
appreciate how the same thing happens
to me with stories. There is one written
by Raymond Carver in 1983, “A Small,
Good Thing,” that keeps playing over
and over.
When Ann Weiss orders a decorated
chocolate cake for her son Scotty’s
eighth birthday party, she feels uncomfortable with the businesslike, abrupt
baker. He is old enough to be her father;
she surmises that he must have had children who had birthday parties, so she
wonders why he isn’t more pleasant
toward her. We later learn that the baker
works 16 hours a day, mostly at night, has
no children and is worn down by the
repetitive, tedious nature of his work.
Curiously, Carver does not give the baker
a name; when Ann is furious with him,
she calls him Mr. Baker, defining him by
the trade that consumes his life.
When Ann doesn’t pick up the cake,
the baker, who feels he has been bilked
of time and money, is angry. He calls
Ann’s house and tells Howard, her puzzled husband, “There’s a cake here that
wasn’t picked up.” When Howard says, “I
don’t know anything about a cake,” the
baker says, “Don’t hand me that.”
An unidentified caller subsequently
torments Ann and her husband by
repeatedly calling, then hanging up,
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often without saying anything. The
reader knows it’s the baker, who is
unaware that the birthday party has been
cancelled. Scotty is in the hospital after
being knocked down by a car as he
stepped off the curb.
Dr. Francis, who cares for Scotty in the
hospital, is a tanned, handsome and welldressed man wearing a three-piece suit
and ivory cuff links. He repeatedly reassures the anxious parents that Scotty is
unresponsive because he is asleep, not in
a coma. Dr. Francis tells them, “It’s just a
matter of his waking up and coming
around.” Despite the doctor’s reassurances, Ann is “scared to death” and
Howard suffers “a genuine fear.” At this
point, the doctor seems unable to
empathize with the parents or appropriately respond to their anxiety. All he can
offer is repeated ineffective reassurances.
This is only one example of communication failure in the story. The parents
also encounter two orderlies who come
to take Scotty to the x-ray department
but don’t speak English. Then, a woman
from the laboratory who is dressed in
white takes blood from Scotty “without a
word to them.” Later, while looking for
the elevator, Ann comes across a “Negro
family”; their son, Franklin, is “on the
operating table” because “somebody cut
him. Tried to kill him.” Ann wants to
talk with the family because they’re
experiencing the same fear and uncertainty. Carver writes, “She was afraid,
and they were afraid,” but “she didn’t
know how to begin,” and left them without saying a word. The only meaningful
contact described in the story takes
place between Ann and Howard, who
Ann says “was there and needed all
along.”
Ann goes home to feed the dog and
take a short break from the bedside vigil.
It is five in the morning. The phone rings
again and the caller says, “It’s about
Scotty. … Have you forgotten about
Scotty?” Ann, who has yet to identify the
caller, is frantic and calls Howard at the
hospital. She learns that Scotty is okay.
They wonder if the caller might be the
hit-and-run driver.

Throughout the parents’ ordeal, Dr.
Francis tells them, “All the signs are
good.” But Scotty dies. In a parallel
tragedy, Franklin, the boy who was attacked, also dies. The doctor embraces
Ann, saying, “I’m sorry. God, how I’m
sorry.” Howard weeps; Ann tenderly tells
him, “Howard, he’s gone and now we’ll
have to get used to that. To being alone.”
Back at home, the phone rings again.
The caller says, “Your Scotty, did you forget him?” Ann shouts into the receiver,
“You evil bastard! … How can you do
this, you evil son of a bitch?” Ann eventually figures out that the anonymous caller
is not the hit-and-run driver, but the
baker, who is upset because of the cake
she didn’t pick up. She tells her husband,
“The bastard, I’d like to kill him.” The
parents drive to the bakery, where something unexpected and amazing happens.
When the baker learns Scotty is dead,
he begs forgiveness. We learn that his life
has been burdened with childlessness
and loneliness. He says, “I’m not an evil
man. … I’m just a baker.” He serves the
parents warm cinnamon rolls just out of
the oven, and says, “Eating is a small,
good thing in a time like this.”
Carver writes, “It was like daylight
under the fluorescent trays of light.”
The story is titled “A Small, Good
Thing,” but we understand that the small,
good thing Carver has in mind is not
merely warm cinnamon rolls. There’s certainly nothing small or good in this story
of the tragic death of an eight-year-old
boy, the suffering of his bereaved parents
and an angry, lonely baker. I suspect the
small, good thing is meaningful human
connection and empathic communication, especially in difficult times.
1Charon R. Narrative Medicine: Honoring the
Stories of Illness. New York: Oxford University
Press; 2006.
2Coles R, Testa R, O’Donnell J, Armstrong P,
Anderson B. A Life in Medicine: A Literary
Anthology. New York: New Press; 2003.

*Carver, RA. Cathedral: Stories by Raymond
Carver. New York: Alfred A. Knopf; 2003.
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Dialogue:

When is stopping killing?
Ronald M. Green, PhD
Cohen Professor for the Study of Ethics and Human Values
Dartmouth College
Hanover, New Hampshire
dvances in biomedical technology
such as implantable defibrillators
or ventricular assist devices are
challenging our notions about the
boundaries of the self, and also raise the
question of whether stopping a device is
merely ceasing aggressive support or
actively killing the patient.1
In their article “LVADs as Destination
Therapy: Difficult Ethical Decisions”
(Lahey Clinic Journal of Medical Ethics,
spring 2011), Rady and Verheijde strongly
suggest that it is unethical to turn off an
LVAD (left-ventricular assist device) that
has been implanted as destination therapy. They appear to base this judgment
on the view that cessation of therapy in
such cases is tantamount to morally unacceptable forms of active killing. “[A]
patient disconnecting his or her LVAD to
die is viewed as suicide. A family member
disconnecting or turning off the LVAD at
the request of the patient is viewed as
assisted death”; and, “If a physician turns
off an LVAD in the same consenting
patient, then it is also assisted death.”
We can put aside the question of
whether physician-assisted death and
the other acts mentioned here are
unethical. However, the authors merely
assert that stopping an LVAD is active
killing. No argument is provided to that
effect. Mueller et al. note that the distinguishing feature of PAS (physicianassisted suicide) and euthanasia is that,
in both, the proximate cause of death is
a new pathology prescribed or administered by a clinician with the intention of
terminating the patient’s life. In contrast, when a patient dies after withdrawal of a life-sustaining treatment, the
cause of death is dependent on the
underlying disease.”2 Since the cessation
of LVAD-DT returns the patient to the
preexisting pathology of cardiac failure,
it does not constitute the introduction
of a new, exogenous cause of death.
Rady and Verheijde come closer to
defending their assertions when they
reply to the objection “that a patient
does not need to experience a new fatal
illness before deactivating an LVAD
because he or she is dying from an existing heart disease.” They attempt to rebut
this by stating (1) that “LVAD-DT successfully corrects left heart disease with a
6

permanent replacement and most
patients die from fatal illness or disease
and not from left heart failure,” and (2)
“the lethal pathophysiological cascade
causing death after deactivating an
LVAD may not be the same as in a heart
failure patient dying naturally without a
device. For example, a patient develops
fatal aortoventricular regurgitation from
deactivating a continuous-flow LVAD.”
In response to point (1), it can be said
that many end-of-life interventions, drugs
and devices successfully correct the
underlying disease. For example, patients
with renal failure placed on dialysis can
recover healthy functioning and die of
another disease. The patient or family
may at some time request that dialysis be
stopped. The only perceptible difference
here between dialysis and the LVAD is
that dialysis currently requires machinery
outside the body, while an LVAD is
implanted (although it is powered from
without).
The authors might reply that the
largely internal location of the LVAD renders it “replacement” therapy, more like a
heart transplant or the use of porcine
material in heart valve repair than dialysis. If we hesitate to remove a transplanted organ or heart valve in order to
hasten death, we might also regard it as
unacceptable to stop an LVAD.
The matter of internal versus external
locations raises valid moral concerns.
One of these is the sheer grotesqueness
of the surgical removal of a transplanted
organ. Another is the suffering of the
patient as a result of removal procedures.
But these considerations do not apply to
stopping an LVAD.
In response to point (2), that the
lethal pathological cascade that results
from stopping an LVAD is different from
normal death following cardiac failure,
this may be true of other widely accepted
types of device cessation. For example,
since dialysis may do a better job of
cleansing the blood than failing kidneys,
the lethal cascade causing death following cessation of dialysis may be more prolonged or otherwise different from the
natural dying of a patient with end-stage
renal disease. But unless the physician
introduces a new and unrelated pathology to cause death, the nature of the
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dying process does not seem to be a reason to regard cessation of support as
equivalent to euthanasia.
Perhaps the presumption here is that
the dying process sometimes associated
with the cessation of LVAD support
imposes special stresses or suffering on
the patient. If so, this should not in itself
render the choice ethically unavailable
either to the patient or those responsible
for his or her treatment decisions. As
Mueller et al. observe, the symptoms of
turning off a continuous flow LVAD may
be like those of turning off intra-aortic
balloon pump or pacemaker support.
They add, “Patients and surrogates
should be advised of these potential
symptoms and appropriate palliative
measures implemented to address symptoms (e.g., opioids for dyspnea). In our
experience, patients whose LVADs
(including continuous flow LVADs) have
been turned off and who have received
appropriate treatment to palliate symptoms (but not to hasten death) have
appeared comfortable at the time of
death.”3
It might be added that extreme
patient discomfort from the underlying
disease or from morbidities associated
with the operation of the assist device
itself may be the reason for turning the
LVAD off.4 If so, it is odd to appeal to the
suffering associated with ceasing support
as a reason for inflicting further suffering
by continuing therapy.
Rady and Verheijde also place much
stress on “intention.” They agree with
Sprung that “the intention of actively
shortening the dying process is the same
as intending to cause death itself.”5 But it
is not clear that all acts of ceasing support
are best described as involving the intention to end a patient’s life, as opposed to
easing the patient’s suffering. Furthermore, this argument places too much
emphasis on intention as the sole determinant of the moral quality of the conduct.
Acts that clearly cause an entirely new
pathophysiology, such as the injection of
lethal drugs, usually raise much sharper
ethical questions than do cessations of
treatment for existing conditions. This is
because the former are far more subject
to abuse and proliferation. Thus, there
are good reasons for differentiating the

____________________________

two types of conduct, regardless of the
intentions of those who perform them.
Finally, the authors state that the Abrahamic faiths and many ethnic cultures
prohibit acts of commission that hasten
death. This begs the question of whether
turning off an LVAD is any more an act of
commission than withdrawal of a PEG
tube, which almost all these traditions
have permitted in extremis. They add,
“Orthodox Jews forbid discontinuing continuous forms of life-sustaining treatment.” But the Talmud tells the story of
Rabbi Judah’s maidservant. As the rabbi
lay dying from a painful disease, his disciples were praying for his recovery. The
maidservant, viewing the rabbi’s great distress, threw a jar from the roof and
momentarily halted the prayers, allowing
his soul to depart.6 In the world of classical Judaism, prayer was regarded as effective as LVAD is today. This suggests that
even the Orthodox Jewish tradition,
which strenuously mandates the preservation of life, might favorably regard the
cessation of LVAD-DT when the patient’s
life has otherwise come to an end.
1Jansen

LA. Hastening death and the boundaries of the self. Bioethics 2006; 20 (2):
105–111.
2Mueller PS, Swetz KM, Freeman MR, Carter
KA, Crowley ME, Anderson Severson, CJ. Ethical analysis of withdrawing ventricular assist
device support. Mayo Clin Proc 2010; 85 (9):
791–797; see also Sulmasy DP. Killing and
allowing to die: Another look. J Law Med and
Ethics 1998; 26: 55–64.
3Mueller et al.: 795.
4MacIver J, Ross HJ. Withdrawal of ventricular
assist device support. J Palliative Care 2005;
21(3): 151–156.
5Sprung CL, Ledoux D, Bulow H-H, et al.
Relieving suffering or intentionally hastening
death: Where do you draw the line? Crit Care
Med 2008; 36(1): 8–13.
6Babylonian Talmud, tractate Ketuboth 104a.

esponse: We thank Professor
Green for his insightful comments.
Advances in biotechnology allow
for permanent physiologic replacement
of vital functions and prolong survival
after irreversible failure of native organs.
Replacement biotechnology does not simply correct an underlying disease; it
becomes a permanent and integral part
of the normal physiology. Therefore,
physiologic replacement biotechnology
introduces unique ethical and legal challenges with regard to the permissibility of
treatment withdrawal at the end of life
(i.e., assisting vs. allowing death). We
advanced the concept that the onset of
new lethal pathophysiology determines

the mode of death and thus the ethical
and legal permissibility of deactivating
implanted cardiac devices such as
LVADs.1
The rationale underlying ethical permissibility of deactivating LVADs in contrast to transplanted hearts because of
physical location (external/internal) or
easiness of treatment removal is flawed.2
Withdrawing anti-rejection medication in
heart-transplant recipients is no more difficult than deactivating LVADs to end
their lives. Instead, the ethical and legal
permissibility should be linked to the
closeness of integration with normal body
physiology and vital functions.
In addition, Green’s argument that
“Since the cessation of LVAD-DT returns
the patient to the preexisting pathology of
heart failure, it does not constitute the
introduction of a new, exogenous cause of
death” falls short because heart configuration and function are altered irreversibly
by device implantation (e.g., surgical closure of normal aortic valve, explantation
of native ventricles).2 Therefore, the
mode of implantation is the proximate
cause of death upon device deactivation.
Withdrawal of replacement biotechnology causes distress before death
because of disrupting newly acquired but
now normal physiologic functions. In the
presence of new lethal pathophysiology,
administering sedatives and opioids is
appropriate palliative care. In the
absence of new lethal pathophysiology,
treatment withdrawal is intended to end
the patient’s life, and administering sedatives and opioids to mitigate distress

Multifetal pregnancy reduction—
continued from page 2
4Papageorghiou

AT, Avgidou K, Bakoulas V,
Sebire NJ, Nicolaides KH. Risks of miscarriage
and early preterm birth in trichorionic triplet
pregnancies with embryo reduction versus
expectant management: New data and systematic review. Hum Reprod 2006; 21(7):
1912–1917.
5Lyerly AD, Mitchell LM, Armstrong EM, et al.
Risk and the pregnant body. Hastings Cent Rep
2009; 39(6): 34–42.
6See Prawder R. The two-minus-one pregnancy.
NY Times Mag, Aug. 14, 2011.
7ACOG Committee Opinion No. 360. American College of Obstetricians and Gynecologists. Sex selection. Obstet Gynecol 2007; 109:
245–248.
8The Practice Committee of the American
Society for Reproductive Medicine and the
Practice Committee of the Society for Assisted
Reproductive Technology. Guidelines on number of embryos transferred. Fertil Steril 2009;
92: 1518–1519.

before death conflates palliative care with
physician-assisted dying.1
The story of Rabbi Judah’s maidservant3 reconfirms that deactivating LVADs
in patients who are not in extremis or
imminently dying (i.e., in the absence of
newly acquired lethal pathophysiology) is
killing. The Shulkhan Aruch (the classic Jewish legal code) says, “A gosses (a dying
person) is considered alive in all respects.
… One does not close his eyes until his
soul departs. And whoever closes his eyes
before death is regarded as one who sheds
blood.”3
We welcome public debate on the ethical and legal boundaries of utilizing and
discontinuing physiologic replacement
biotechnology in end-of-life care.

Mohamed Y. Rady, MD, PhD, FCCM
Department of Critical Care Medicine
Mayo Clinic Hospital
Phoenix, Arizona

Joseph L. Verheijde, PhD, MBA, PT
Department of Physical Medicine and
Rehabilitation
Mayo Clinic Hospital
Phoenix, Arizona
Dialogue—continued on page 8
Legal—continued from page 4
concern about professional responsibility.
Patients share information with physicians,
pharmacists and other health care providers so the providers can use the information to benefit the patients. Even if
patient confidentiality is not breached,
health care providers violate their duties
to patients when they sell the information
they obtain during the patient-provider
relationship. Vermont was correct to require that pharmacists meet their responsibilities to patients, but states should not
have to pass laws to make that happen.
Pharmacists should simply stop selling
prescription information for use in drugcompany marketing.
1The

FDA might be able to justify its off-label
marketing restrictions as being the functional
equivalent of a restriction on the sale of drugs
for off-label uses.
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Singer defined an obligation to rescue as follows: “[I]f it is in our power to prevent
something bad from happening, without thereby sacrificing anything of comparable
moral importance, we ought, morally, to do it.”6 For example, someone who passes a
child drowning in a shallow pond should pull the child out when the child’s life can be
saved, at the minimal cost of muddy shoes. A compatible-incompatible live donor kidney
exchange satisfies Singer’s criteria. The donor in the compatible pair assumes no added
medical risk; the intended recipient will get a kidney as good, if not better, than otherwise; and the incompatible recipient will obtain the enormous benefit of being rescued
from chronic dialysis. Compatible-incompatible live donor kidney exchanges are examples of moral excellence and are worthy of encouragement.
utcome: The transplant physician was advised that a compatible-incompatible
live donor kidney exchange was morally appropriate.
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