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4. Therapeutic Procedures for a Pregnant Woman and the Life of       
     the Child

A woman who is pregnant may experience serious medical problems which need immediate attention. These problems may be directly related to the pregnancy or be independent of it.  In some cases treatment for the mother may, or certainly will, affect the very life of the child.  We will set out moral principles to guide treatment decisions in such cases and offer some examples.

Guiding Moral Principles
Catholic moral theology makes a distinction between direct and indirect abortion.
A fetus has reached viability when "it has reached a stage of development where it is able to live outside of its mother's womb." (1) Viability has been dated at about 24 weeks. (2)  (For discussion of the complexities surrounding viability, see the chapter Induction of Labor in this Handbook.)
As defined in the Ethical and Religious Directives for Catholic Health Care Services, direct abortion is "the directly intended termination of pregnancy before viability or the directly intended destruction of a viable fetus." (3) In particular, "every procedure whose sole immediate effect is the termination of pregnancy before viability is an abortion." (4) For present purposes, it is important to keep in mind that any procedure which directly targets the life of the unborn child is considered a direct abortion. (5)
On the other hand, the Ethical and Religious Directives for Catholic Health Care Services allows that "operations, treatments and medications that have as their direct purpose the cure of a proportionately serious pathological condition of a pregnant woman are permitted when they cannot be safely postponed until the unborn child is viable, even if they will result in the death of the unborn child." (6) In this case, the direct purpose of the medical intervention “is to save the life of the mother or protect her health, and not to terminate the life of the fetus.” (7)  Moreover, the woman must have a proportionately serious pathological condition that counterbalances fetal loss, and the medical intervention is a treatment or cure for that condition. (8)  Further, the medical intervention “should be a last resort (i.e., waiting is not feasible, and lesser means have not been or will not be effective).” (9) Because the medical procedure directly addresses the health problem of the woman and "indirectly and unintentionally (although foreseeably) results in the death of the unborn child" (10), this is known as an indirect abortion.
Methods of treating a pathology of a pregnant woman which constitute a direct abortion are never morally permissible. Methods of treatment which involve an indirect abortion can be allowed. (11) These principles guide the moral assessment of particular medical treatments for pregnant women.

Some Specific Cases and Treatments
The following examples are illustrative but not an exhaustive list of cases. 
Uterine Cancer
The classic case of a permissible indirect abortion is that of a pregnant woman who has developed uterine cancer:
...a pregnant woman develops cancer in her uterus. The doctor recommends surgery to remove the cancerous uterus as the only way to prevent the spread of the cancer. Removing the uterus will also lead to the death of the unborn child, who cannot survive at this point outside the uterus.
The...scenario describes a situation in which an urgently-needed medical procedure indirectly and unintentionally (although foreseeably) results in the death of an unborn child. In this ease the surgery directly addresses the health problem of the woman, i.e., the organ that is malfunctioning (the cancerous uterus). The woman's health benefits directly from the surgery, because of the removal of the cancerous organ. The surgery does not directly target the life of the unborn child. The child will not be able to live long after the uterus is removed from the woman's body, but the death of the child is an unintended and unavoidable side effect and not the aim of the surgery. (12)

Inevitable Miscarriage
Miscarriage “is the spontaneous loss of a pregnancy before the 20th week.” (13) “When there is vaginal bleeding with dilation of the cervix” but “the fetus has not yet been expelled, an inevitable miscarriage exists.” (14) In such cases, bleeding can be severe and there is often abdominal pain and cramping. (15) There may (or may not) be a fetal heartbeat. (16) One approach is expectant management, that is, watchful waiting to see if the miscarriage will complete on its own. (17) However, there can be cases in which medical intervention is needed:
If expectant management is not feasible due to excessive bleeding and pain…, the use of a pharmaceutical agent to induce labor is not a direct attack on the fetus, but rather a measure to evacuate the uterus in order to resolve a pathological condition.  Evacuation of the uterus is the only way to ultimately resolve the pathological condition, in the situation of an inevitable miscarriage.  The use of a chemical agent to induce labor is simply helping to complete what has already begun naturally and which needs to be completed.  This would be considered an indirect abortion, from a Catholic perspective. (18)  

PPROM
PPROM (Preterm Premature Rupture of Membranes) involves "the complete breakage of the amniotic sac or leakage of amniotic fluid before 37 weeks of gestation," that is, "before labor and before the fetus has reached maturity." (19) Since "the amniotic sac no longer serves as a barrier against infection." (2o) PPROM poses a risk of chorioamnionitis, "an infection of placental tissues which can lead to the death of both the mother and fetus within a very short time." (21) The earlier in the pregnancy that PPROM occurs, the higher the incidence tends to be for infection. (22)
   When chorioamnionitis occurs with PPROM, it is considered morally permissible to induce labor “to cure the infection by removing the infected placenta and membranes of the gestational sac." (23) The fact that chorioamnionitis endangers the life of the mother constitutes the "proportionately serious pathological condition" for taking this course of action (24), and the threat to the life of the mother is immediate. Thus labor may be induced even if the fetus is not yet viable and will die as a result.
It is very important to note that, in the induction of labor for chorioamnionitis, the death of the child is a "side effect" of a measure intended to be curative for the mother. Morally, this action is justified by the principle of double effect (25), which specifies that the bad effect (the death of the child) cannot be the means for achieving the good effect (curing the pathological condition of the mother). (26) Thus treatment measures which involve a direct attack on the body of the fetus, such as dilation-and-curetagge (D&C) and dilation-and-extraction (D&E), are not considered morally permissible. (27)

Peripartum Cardiomyopathy and Pulmonary Hypertension
In the case of PPROM with chorioamnionitis, the pathological tissue is in the womb (i.e., infected placental tissue). (28) Under discussion by Catholic health care ethicists is morally appropriate treatment for cases in which a pathological condition of the pregnant woman arises from the interaction of a healthy, properly functioning placenta with the mother's pathologically weakened system or organ. (29) An example is the case of a woman suffering from peripartum cardiomyopathy who becomes pregnant (PPCM + P).
Peripartum cardiomyopathy is a relatively rare condition that occurs at the end of a pregnancy or within five months after delivery that negatively affects the heart's ability to pump blood effectively, resulting in a backup of fluid in the lungs which in turn causes shortness of breath and swelling in the abdomen and extremities. (30) Heart failure caused by PPCM poses a serious threat to a woman's life. (31) For women with PPCM, "future pregnancies are potentially serious and possibly life-threatening." (32) Specifically, the placenta "produces hormones that increase sodium and fluid retention and blood volumes to support both the mother and the fetus through pregnancy." (33) But, in pregnant women with PPCM, the action of these hormones can result in "severe fluid retention due to excess sodium retention" that "can lead to pulmonary edema and to combined respiratory and cardiac failure, which can be fatal in advanced cases." (34) However, the threat to the mother "subsides almost immediately once the placenta is separated from the uterus, or `deplanted" because the flow of hormones to the maternal system is stopped. (35)
Many women with PPCM who become pregnant "have sufficient cardiac reserve to handle the additional cardiac burdens posed by pregnancy and can be safely managed until fetal viability or even term." (36) The published medical literature indicates that "only 2 percent of PPCM + P pregnancies are associated with maternal death prior to delivery of the fetal child." (37) However, in those rare cases in which PPCM + P places the mother in grave and present danger of death, some Catholic health care ethicists have argued that treatment consisting in inducing labor to deplant the placenta, even if the fetus is not viable and will die, is morally permissible. (38) The very real danger of death for the mother constitutes the "proportionately serious pathological condition" for the treatment, and neither the fetus nor the placenta (which some regard as an organ of the fetus (39) ) is directly targeted for destruction. (40) At the same time, proponents of this treatment emphasize that decisions must be made on a case-by-case basis (41), and caution that such factors should be taken into account as the certitude of the diagnosis and prognosis, the gravity of the danger to the mother, the imminence of the danger to the mother and how long the induction of labor might be delayed without compromising the mother, the timing of induction of labor and the risk level in relation to the gestational age of the fetus, and whether there are any better treatment alternatives and due diligence in seeking them out. (42)
A famous case of a maternal-fetal vital conflict (43) occurred at St. Joseph Hospital and Medical Center in Phoenix, Arizona:
A woman in her twenties with a history of moderate but well-controlled pulmonary hypertension was seen by her pulmonologist for worsening symptoms of her disease. It was discovered that, despite her great efforts to avoid it, she was 7 1/2 weeks pregnant. There was concern for her health because pregnancy with pulmonary hypertension involves a 10-15 percent risk of mortality for the mother and, because of the severity of this woman's disease, the risk was close to 50%.
When 11 weeks pregnant, the woman was hospitalized with worsening symptoms. Testing indicted severe pulmonary hypertension with right heart failure and cardiogenic shock. These latter pathologies can also adversely affect fetal oxygenation, putting the life of the fetus in peril. She was informed that her risk of mortality was near 100% if the pregnancy continued. The intervention for treating her right heart failure and cardiogenic shock was to eliminate the cause of the increased blood volume and increased demand for cardiac output, which was the placenta. The fetus had not yet reached viability. (44)
A D&C was performed in this case (45), which has been regarded as an impermissible direct abortion. (46) The induction of labor, even before viability, has been suggested as a morally permissible option in such a case. (47)
It should be noted, however, that the treatment of inducing labor to deplant the placenta when the fetus is not yet viable in such cases as PPCM + P and maternal pulmonary hypertension is still a matter of discussion among Catholic health care ethicists and not a matter of settled Church teaching. (48) 

Risks to the Life of the Child 
Finally, in some cases a medical treatment for a pregnant woman may carry a risk of fetal death but death is not inevitable as in the case of removal of the cancerous uterus of a pregnant woman. For example, there may be risk of fetal death associated with cardiac surgery for a pregnant woman. (49)  It is morally permissible to undertake procedures with such risk if it is a question of a serious medical problem for the mother that needs immediate attention and cannot be postponed and alternatives are not feasible.
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