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On my walk to work for my first labor and delivery shift
after the governor of Illinois declared a shelter-in-place
order, I (J. C.) thought about a patient for whom I cared
years ago. In the winter of 2009, in my first year covering
labor and delivery as an attending physician, I spent
most of one overnight shift in the ICU helping to care
for a patient who was 16 weeks pregnant and intubated
due to the H1N1 virus. This patient had a complicated
social history and family structure, and I made
numerous phone calls that evening trying to identify
who should be her surrogate decision-maker. I
ultimately was able to find her adoptive mother, who
came in several hours later to help make difficult
decisions about her daughter’s care.

Although initial reports appear to show that pregnant
people fare better under the coronavirus disease 2019
(COVID-19) pandemic than under the H1N1 outbreak,
the data are still limited.1 Recent evidence from the
Centers for Disease Control and Prevention suggests
pregnant patients with COVID-19 are more likely to be
admitted to an ICU and more likely to be intubated than
nonpregnant people (Fig 1).2 We will certainly learn a
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great deal more in the coming months and years about
the effects of COVID-19 on pregnant people, fetuses,
and neonates as we care for more patients who have
been exposed to the novel virus.

An important fact, unknown to me in 2009, must be
considered as we care for pregnant people during the
current pandemic. Many states regulate advance
directives and decisions about life support differently for
pregnant people than for the rest of the population.

Pregnancy restrictions on end-of-life care warrant new
attention, given the current COVID-19 pandemic.
Thirty states restrict the rights of pregnant people or
surrogate decision-makers to make decisions about end-
of-life care and life-sustaining therapies.3 Last year, we
documented that, when a pregnant people loses
decisional capacity (the ability to make her own medical
decisions) due to devastating illness or injury, 25 states
nullify their advance directives. Nineteen states prevent
a pregnant person’s surrogate decision-makers from
making decisions about end-of-life care. Of the 30 states
with pregnancy restrictions, 18 apply if health-care
providers believe the fetus could survive with continued
application of life-sustaining therapies to the pregnant
person. The remaining 12 states require that life-
sustaining therapy be continued until the fetus can be
safely delivered, regardless of its gestational age at the
time the patient falls ill. This mandated care can
occur in opposition to an individual’s wishes as
documented in an advance directive or over the
strident objections of their loved ones. In forcing
providers to go against patients’ stated wishes for end-
of-life care during pregnancy, these statutes
undermine providers’ responsibilities to respect
patients’ preferences and run in conflict with our
obligation to do no harm.

As a critical care physician (E. S. D.) and an obstetrician-
gynecologist (J. C.), we are now more conscious than
ever of the prevalence and scope of these restrictions,
cognizant that many of our colleagues in critical care
and obstetrics and gynecology may not be aware of these
restrictions, and concerned about how these restrictions
may impact the care of pregnant people during the
current pandemic. Variation in state laws could translate
to markedly discrepant care, even in neighboring states.
These so-called “pregnancy restrictions” are not widely
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Figure 1 – Critical care of pregnant patient.
known among patients, physicians, or ethicists, nor do
states effectively communicate them to affected parties.
Only 32% of states with a pregnancy restriction law
disclose the restriction on their official advance directive
forms. Fortunately, under normal circumstances
pregnant people and their families rarely confront these
laws, because pregnant people rarely experience life-
threatening illness and decisional incapacity.4 However,
current circumstances may result in more pregnant
patients requiring life-sustaining interventions and care
teams and families facing difficult decisions about
whether to continue, escalate, or discontinue such
measures. When they do occur, these situations are
medically, ethically, and emotionally fraught. The
existence and heterogeneity of these pregnancy
restrictions add another layer of complexity to
navigating these anguishing cases.

As clinical medical ethicists, we recognize that
pregnancy restrictions threaten ethical principles
foundational to the practice of medicine in our country.5

Nullifying an individual’s preferences as explicitly
indicated in an advance directive is a violation of their
autonomy. Disregarding a person’s deeply held beliefs
and values, as expressed by their surrogate decision-
makers, similarly prevents delivery of values-concordant
care. Mandating the continuation of life-sustaining
therapy because an individual is pregnant, regardless of
medical circumstances, can result in weeks or months of
suffering, challenging physicians’ professional oath to
“do no harm.” Finally, because individuals who are
pregnant alone are subjected to having their advance
directives nullified by the State, these restrictions violate
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the principle of justice and may even be
unconstitutional.

As physicians and individuals who have experienced
pregnancy, we are troubled that our carefully considered
wishes could have been cast aside had we faced life-
threatening illness during our own pregnancies.
However, we are encouraged by actions taken in Idaho
and Connecticut challenging those states’ restrictions on
the rights of pregnant people and their families to direct
their end-of-life care. In 2018, the state of Idaho faced a
challenge to its restrictions on pregnant people’s end-of-
life decision-making.6 Citing equal protections concerns
under the Constitution, four individuals in Idaho sued
the state in federal court, arguing that the state’s
invalidation of pregnant people’s advance directives
discriminates against them as women. Under pressure
from advocacy groups and medical ethicists,
Connecticut passed House Bill 5148, eliminating its
pregnancy-based nullification of advance directives and
restrictions on end-of-life decision-making of pregnant
people.7

In facing the myriad and potentially unpredictable
challenges that we will undoubtedly encounter as we
care for pregnant people during the current COVID-19
pandemic, it is imperative that frontline providers who
care for critically ill pregnant people are aware of these
pregnancy restrictions. We recommend frontline
providers familiarize themselves with nuances of their
state’s statutes should they encounter a critically ill
pregnant person, such as whether restrictions apply
solely to surrogate decision-making, whether they
invalidate a person’s advance directive, and at what
gestational age the restrictions apply.3

By exposing pregnancy restriction laws, we hope to
catalyze further debate about their constitutionality and
whether they reflect our values as a society. Eventually,
when we find ourselves on the other side of this
pandemic, we hope to motivate health-care providers
and the public to ensure that people’s values, beliefs, and
preferences for their health care are respected during
pregnancy.
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