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        Author’s Note

      
      This book should not be construed as medical advice. One should not make real healthcare decisions based on nonreference texts, and descriptions from the past may no longer reflect modern management. Likewise, state and federal laws are continually evolving and would often change while writing this book, even from one draft to the next. Individuals in restrictive states should thus remain abreast of their current landscape rather than any specific information presented here. I have written the clinical cases in accordance with medical nonfiction practice, in which one avoids identifiable, specific patient encounters. My own story and those of public individuals are precise to my recollection or as reported in the media and court documents. Otherwise, vignettes are hypotheticals or composites by necessity, and they include aspects that are intentionally altered, simplified, or merged so as not to reflect real individuals. Such cases are still medically accurate and explore the genuine quandaries faced by my colleagues and by me. Finally, I am speaking only on behalf of myself, not any organization, and the views expressed are only my own.

    
  
    
      
        An Intersection of Facts and Choices

      
      I was standing in my kitchen in Cleveland on a Friday evening in June 2022 when the text messages poured in.

      “How long until it goes into effect?” I asked a colleague.

      “It’s the law right now.”

      “Like, literally right now?”

      “Yes, right now.”

      The United States Supreme Court had released the Dobbs decision that morning. The landmark ruling revoked the constitutional right to abortion, ushering in a new echelon of risk for patients and physicians. Soon after, Ohio’s attorney general requested that the injunction previously blocking enforcement of Senate Bill 23 (SB 23) be lifted. The bill was a near-total abortion ban, with no exceptions for rape, incest, or fetal conditions, including life-limiting anomalies. SB 23 then became law that very same day, with no buffer zone or time for medical professionals to prepare—and I was on call that evening for maternal fetal medicine.

      Colloquially referred to as high-risk obstetrics, maternal fetal medicine (MFM) is the subspecialty within obstetrics-gynecology (OB-GYN) that focuses on pregnancies with a wide array of complications. We see patients in preterm labor or with medical conditions like diabetes, lupus, cancer, and heart disease. We care for patients carrying triplets, or even higher-order multiples, and those who learn from screening tests that they are carrying a fetus with birth defects. I like to say that MFM addresses pregnancy plus any disease or complication existing under the sun. Because most of our days are spent ensuring that pregnancies successfully advance, issues related to abortion account for only a small percentage of my work. Likewise, only a small percentage of abortions occur in the context of fetal anomalies or maternal illness. However, there are a few million pregnant people at any time in the United States, thousands of whom are high risk, so my MFM colleagues and I still routinely confront questions and difficult decisions about abortion.

      Medicine, at its most fundamental, lies at the intersection of facts and choices. When you describe the details of someone’s disease you also describe, almost simultaneously, their choices now lying ahead. And there are always decisions to make, no matter how dire or absolute the reality—decisions ultimately made by patients rather than physicians.

      For instance, in MFM, we often see people not yet pregnant but considering conception, but with a medical condition that could make pregnancy dangerous. For these patients, we will review their risks and likely obstetric management. We describe the impact of pregnancy on their own health and chances of an uncomplicated live birth. At the end of the visit, do we make a recommendation? Normally in medicine, physicians make recommendations after weighing the alternative clinical options. For example, my wife is also a physician, a practicing pediatric oncologist. When cancer strikes a child, she helps parents balance the risks of surgery against the risks of radiation, or chemotherapy A versus chemotherapy B, optimally in concert with clinical research and randomized trials. But for the MFM patient considering pregnancy despite risk factors, the two options are not equivalent to selecting between medications, or surgery versus radiation. It is the risk of pregnancy balanced against having or not having a child. Whereas my wife often makes a clear recommendation, I cannot equivalently counsel someone about their desire for children, as that is a personal choice transcending medicine itself. Some patients would reasonably never want children, making any risks from pregnancy illogical. Some, however, are willing to risk their entire health itself. In both cases, it is the patient’s choice, not mine.

      Likewise, when I diagnose a fetal anomaly and the patient is considering abortion, I provide as much medical information as I can, often requesting that pediatricians provide their guidance as well. What is the anticipated quality of life? How probable is survival? Would a child suffer? Beyond the medical facts, patients consider their religious beliefs, their support structure, and the impact that a medically complicated child would have on their family. I provide the professional information that I can—though ultimately, the patient needs to make a choice.

      In that spirit, my goal in this book is to provide information so that the reader can make choices. The subject of abortion has bountiful viewpoints, intersects lives in numerous ways, and is approached from many different fields of study. For example, there are patient stories; the labors of lawyers and activists; and many important cultural, economic, gender, and societal perspectives. Even within medicine, there are my colleagues in gynecology who face legislation’s impacts on contraception, infertility specialists concerned about in vitro fertilization, and physicians who dedicate themselves to abortion care for all patients. This book is about my field of maternal fetal medicine, written by a high-risk obstetrician about pregnancy complications—both broadly and in the critical ways in which they are impacted by abortion bans after the Dobbs decision. High-risk obstetrics impacts everyone. Any healthy pregnancy, for example, can become high risk at any moment as many complications arise randomly and unpredictably. Thus, the millions of pregnant or pregnancy-capable people living in states with abortion bans need to familiarize themselves with common complications in case one should occur or when weighing the initial decision to conceive. What if you or a pregnant loved one find themselves bleeding or with preeclampsia or a congenital fetal anomaly? What if you are pregnant with a preexisting medical condition or are suddenly exposed to a virus that can cross the placenta to damage the fetus? What are the risks, what are the laws, and what are the decisions that you and your doctors will then have to make?

      Obstetrics is also importantly not siloed within medicine, and medicine is not siloed within a society. The criminalization of medicine should concern all physicians, and the diminution of freedoms should alarm all citizens. Even if a doctor is not an obstetrician, they likely still regularly see and manage pregnant patients, including in issues related to abortion. Since the Dobbs decision, oncologists have weighed the legal risks of abortion for patients with cancer and cardiologists for patients experiencing heart failure. Emergency medicine physicians are now the front line of legal battles surrounding pregnant patients walking into ERs. For patients who are not themselves capable of pregnancy or not living in states currently under bans, they and their healthcare also may not be immune to future expansions of legislative interference.

      Before everything else, there was that first day in June 2022. Standing in my kitchen, I quickly had to think about the world after Roe into which we had been thrown. Inevitably, I did later have my first patient who was pregnant, previable, and had a life-threatening complication under this new ban. I remember standing outside her door, gathering my thoughts before walking in. I was going to have to make medical choices balanced against legal jeopardy. Whatever the future was going to be after Roe was here now.

    
  
    
      
        
          I
          Before and After Dobbs
        

      
    
  
    
      
        
          1
          Risk: What Makes a Pregnancy “High Risk”?
        

      
      Maternal fetal medicine specialists, also known as high-risk obstetricians, manage pregnancies with a wide range of complications. Compared to practitioners of medicine as a whole, there are not many of us in the United States: around three thousand physicians, as estimated from professional society membership,1 with a little over one hundred new fellowship graduates each year. Our country would benefit from larger numbers as demographic and medical trends have made our obstetric population progressively higher risk. Likewise, the geographic density of high-risk physicians is associated with improved pregnancy outcomes, including maternal mortality.2 However, the educational road leading to maternal fetal medicine is long. Each of our new graduates has had to complete, following college itself, four years of medical school, then four of OB-GYN residency, followed by three additional years of high-risk fellowship—all in all, over a decade of postbaccalaureate education.

      What do high-risk obstetricians do upon finally graduating? They perform an array of fascinating activities, with one day always different than the next. On a Monday, I may be in the operating room performing surgery in sterile gown and scrubs, then on a Tuesday, in an outpatient office, managing pregnant patients with problems ranging from hypertension to diabetes to lupus. The next day may be a fetal ultrasound day, with me sitting quietly in a dark room drinking coffee while reviewing the sonographer’s black-and-white images on large screens. The day after, I perhaps have no patient responsibilities at all, my hours focused on research, administration, or teaching medical students, residents, and fellows.

      On days that I see patients in the office, who are the patients that I see? When would you or a loved one be seen by myself or one of my colleagues in MFM? It is not always straightforward. Sometimes this question is answered administratively, since within a healthcare system complications may formally trigger referral. Guidance on consultation also exists from the American Academy of Pediatrics and the American College of Obstetricians and Gynecologists.3 Otherwise, different general obstetricians vary in the exact conditions they may or may not feel comfortable managing. For example, some will manage gestational diabetes themselves, and some will always refer. A good rule of thumb is that if a pregnant patient has risk factors or is simply worried about the course of care, it is always reasonable to ask if an MFM consultation is appropriate. Unfortunately, the answer may be influenced by geography. For patients in rural communities, the nearest high-risk obstetrician can be a prohibitive distance away. When I was a fellow in Pittsburgh during the mid-2000s, there were exceedingly few MFM specialists in the northern half of West Virginia, with patients driving hours over mountain roads to see us. After Dobbs, many states are also at risk of losing providers as they flee criminal jeopardy, tragically leaving behind vulnerable patients. For patients who do find themselves geographically isolated, telemedicine options are becoming increasingly common.

      What if instead one resides in a large city where local MFM practitioners are abundant and a pregnant patient could, themselves, decide if she was or was not “high risk?” “Am I high risk?” is among the questions I most often face. Perhaps the patient wants to know who to see for prenatal care or are unsure about continuing the pregnancy. Patients and the public often ask at which degree of risk a physician would consider recommending abortion.

      Sometimes “high risk” is obvious—or, like the famous Supreme Court definition, you know it when you see it. Among the highest-risk patients I have cared for are a handful whose heart or lung disease was so severe that prior to pregnancy they had undergone tracheostomies. A plastic devise protruded from the bottom of their neck, the hole from which was covered by their hand when they wanted to talk. One night on call, I found myself running back and forth between labor and delivery and the intensive care unit (ICU). In the labor and delivery unit were mostly healthy patients experiencing term labor. In the ICU, by contrast, was a pregnant woman with severe lung disease, now intubated through the tracheostomy in her neck. She had made it far enough that we were inducing labor in an effort to deliver safely. Although people often presume cesarean delivery is preferable in critically ill patients, a successful vaginal delivery will often place less overall stress on the body. Thus, with the patient attached to the ventilator, we placed an epidural for pain relief and started contraction medications. If we could keep labor progressing normally while also helping her breathe with the machine, then we could get through this—but that night, it was not working. Her body was not handling labor, but at the same time I worried she could worsen under the strain of a cesarean if we operated instead. So, we kept adjusting the ventilator, continuing with labor, and then readjusting the machine settings when she worsened again, myself moving back and forth between labor and delivery and the ICU, riding the elevator up and down. While standing in labor and delivery, I got another call that she was worsening, her oxygen levels dropping. I started to ride the elevator back up to the ICU.

      She is going to die, I thought to myself, leaning exhaustedly into the elevator’s corner. Should we try a cesarean instead? Should we further change the ventilator settings? All options had terrible trade-offs. At that time, many years ago, I had not yet had a mother die while directly under my care, and I realized suddenly that I was not prepared for this. So in lieu of continuing to perseverate about labor and ventilator settings, I had to think about myself for that minute in the elevator.

      Medical practice can be a series of tragic experiences to which you adjust over time. You experience something terrible, then develop a strategy, and then hope to cope better the next time. I had not been here before, however; I needed a framework. But what is the framework through which we view risk?

      What if one day, instead of someone with a tracheostomy or similar severe condition, a completely healthy pregnant patient has been scheduled in my office by mistake? What would her risks be? This patient takes no medications other than vitamins, has no symptoms, no concerning family history, and holds in her hand reassuring laboratory and radiology results. What risks does pregnancy impose upon her?

      One the most common and serious complications, preeclampsia, occurs 7 to 8 percent of the time, though often in patients with specific risk factors such as diabetes or hypertension. However, in one study, the risk of preeclampsia was still 4.4 percent, almost one in twenty, among patients for whom not a single risk factor could be identified.4 In another large study of completely healthy patients, 0.2 percent still had bleeding at delivery sufficient to require a blood transfusion, and 0.1 percent had complications requiring admission to an ICU.5 Although it is even more uncommon, completely healthy pregnant patients will still sometimes die.

      So, if that hypothetical healthy patient asks me if they could develop a blood clot, or preeclampsia, or sepsis, or even die, the answer is never technically no. This, in part, is why it is so critical to extend reproductive freedoms to all individuals, not just those at high risk, as all pregnant patients face risk. However, if the scale of risk never reaches zero, then where does my subspecialty draw a line between the patients we do and do not see?

      Some professions date back hundreds if not thousands of years. In Western traditions, medicine as a whole classically begins with the school founded by Hippocrates in Kos over two thousand years ago. My specific field of high-risk obstetrics, by contrast, is only as old as I am: I myself was born in 1973, the same year the American Board of Obstetrics and Gynecology formalized plans for certification in maternal fetal medicine. As a medical student surveying the array of specialties from which to choose, it is easy to forget that they are all fundamentally human inventions. The field of cardiology didn’t just arise organically from the earth; rather, medicine drew an imaginary circle around the heart then selected for the name the Greek over the Latin root. Almost all medical specialties are defined by an organ system or patient demographic. The gerontologist cares for the elderly, the pediatrician the young. Demarcations based upon some degree of risk, however, are less straightforward. My wife, for example, cares for children with cancer. If a pathologist sees under their microscope a cancer cell found in someone under eighteen years of age, then that child is now her patient. But in MFM, we must instead draw our circles using risk. So fundamentally, then, what is risk?

      When I was a fellow and master’s student at the University of Pittsburgh, I was both training clinically in maternal fetal medicine and taking statistics classes at the same time. During the day, I would do the rounds of the “high-risk” pregnant patients admitted to the hospital’s “high-risk” unit; then in the lecture hall, I would learn from a statistician what risk actually was.

      Risk is the marriage between what we know and what we do not. To perceive risk requires at least some knowledge: the facts that floors are slippery, cars may crash, patients acquire disease. Simultaneously, you do not know the outcomes, the confounders, the future; risk exists in exactly that intersection between known and unknown. And uncertainty is often multilayered, more convoluted than just not yet knowing what may happen.

      As an example, imagine you are about to roll a die in your hand. There exists no knowledge of what the number will be, and thus you face uncertainty—but looking at the die, you understand the probabilities you face. Now imagine that held in your hand is either a die or a coin, but with your hand closed, you cannot tell which. Now you face two layers of uncertainty: uncertainty of the outcome, but also, more fundamentally, uncertainty of the underlying probabilities themselves. Are your chances one in six or one in two? In Dungeons and Dragons, players famously employ an array of unusual dice, ranging from a pyramid to a twenty-sided die resembling a small ball. What if you held some dice in your hand, but now had no idea what they were at all?

      As medical technology advances, more patients are now living with conditions that were previously lethal. In my career, I have seen patients among the first to enter adulthood with rare pediatric diseases, which children have only recently survived under modern therapies. Their condition is still present but controlled sufficiently that they venture first into adolescence, then tentatively early adulthood, then even later into my office considering pregnancy. However, no similar prior pregnancies have ever been reported on account of their disease being uncommon and previously fatal. So, if such a patient is considering abortion, how do I counsel that patient on obstetric risks? How does that patient rationally make a decision? I study their disease to my best ability and draw plausible assumptions from physiology or related illnesses, but ultimately it is a best guess; neither the patient nor I know which dice are held in our hands.

      The risks of medications in pregnancy are also often unknown. Hypothetically, what if scientists develop a wonderful new medication tomorrow that allows patients to experience enhanced control of their disease, but it has no obstetric data when first released as pregnant patients were excluded from early trials? How long from this starting point will it take to accumulate pharmacologic data on pregnancy? Years? Decades, even? To start, you need the initial pregnant patients using the medication, usually due to a combination of the result of inadvertent circumstances and patients who cannot safely discontinue. When those first patients deliver, you will then have some obstetric data but still no information on childhood or pediatric outcomes. If you want to know the risks of a medication’s pregnancy exposure on children five or ten years of age, you have no choice but to wait five or ten years. This is a common, nonhypothetical problem faced in MFM, with innovations thankfully bringing new medications to market, but always years away from obstetric data. Thus, we and our patients often must make medication decisions with uncertainty.

      However, both mathematically and in life, risk is meaningless without time. For a statistician there never just exists “risk” as an abstract, floating number independent of the elapse of time; instead, risks are always defined relative to some beginning and end. The risk of driving to the hospital persists only until you exit your car. Risks of pregnancy exist for the duration of pregnancy. In one Twilight Zone episode, the protagonist has a stopwatch that, when clicked, freezes time for everything other than himself; it is used subsequently in the story for mischief and theft. If held in our own hands, all our risks would simply vanish when we click the stopwatch, risk becoming inconsequential absent the passage of time. If facing a decision, we could just sit and ponder, or wander through libraries full of books.

      The interdependence of risk and time is felt strongly in obstetrics where decisions are always made with the pregnancy continually advancing. If someone wants to consult the city’s best orthopedic surgeon for their shoulder, they may face a six month wait for that coveted first appointment. In obstetrics, the whole pregnancy might conclude in the same time frame. Thus, when pregnant patients are referred to high-risk specialists, we do our logistical best to see them quickly; likewise, when our patients require other specialists, we often pull strings to expedite the process. We always hear the ticking clock.

      Opponents of abortion likewise long ago recognized the value of weaponizing time. Many states have twenty-four-hour waiting periods that serve no necessity; there are telemedicine bans that force patients to spend time traveling; and victims of rape or incest are required to spend time filing formal police reports. Even in many states that are otherwise permissive, places where abortion remained legal after Dobbs, pointless and problematic twenty-four-hour waiting periods still existed. In theory these could prevent impulsive decisions that a person would later regret. However, no evidence for such benefit exists; abortion itself is not associated with high degrees of regret, and the vast predominance of patients are unequivocally certain when walking through the doors. This is especially true for those traveling great distances. As bans spread across the country after Dobbs, waiting periods in otherwise permissive states became formidable barriers, adding critical hurtles for patients already traveling, already having to make decisions against vanishing time.

      Once, I was scheduled to see a patient considering pregnancy in the context of herself having an incurable disease; she was undecided about conceiving. Although her illness would inevitably progress and one day be fatal, some patients could still survive many years, if not even a few decades, given temporizing treatments and the disease’s potential to remain stable for times. However, even when dormant, the disease was always present, always lurking somewhere, never to be vanquished. I reviewed her chart extensively the day before her visit. Currently, she was in good overall health: the disease for now at bay, her medications safe for use in pregnancy. Scrolling through her records, I found a survival prediction from the week prior. Essentially, her physician had entered into a computer a wide swath of variables: her age, her weight, how long she had already had the disease, results from recent laboratory testing, and so on. A statistical model then estimated the number of years she was likely to live. The resultant estimate was that she would survive another three to six years. Great, I thought: Everything right now looked perfect. She was currently stable, and if she conceived, she would likely have a healthy outcome—though she would need to decide soon as her future was uncertain. However, with a survival estimate of three to six years, she would still spend time with her child before passing away. In his moving memoir, When Breath Becomes Air, Dr. Paul Kalanithi, a neurosurgeon facing incurable lung cancer, decides with his wife to have a child despite the certainty of his prognosis. Later in the book, he espouses the joy of even the short time of his final days with his daughter, in the end happily imagining the life she would live beyond him. Thus, I found the concept of this patient and her husband electing to travel such a road touching, and I looked forward to the next day’s visit.

      In the office with her that morning, I reviewed her history, confirmed her medication list and absence of symptoms, and then discussed how a pregnancy would be managed in the context of her illness. I told her I did not see a contraindication to them conceiving at this time, with a pregnancy most likely resulting in a medically uneventful birth. She and her husband smiled nervously, though excitedly, holding hands, exchanging knowing glances. As the conversation was wrapping up, I alluded to hopefully seeing them back again soon. She said they were anticipatory, though, not actually planning to conceive yet for a year or two; they still wanted to enjoy some time themselves as newlyweds without children. I said that a year to two years could be more complicated and uncertain. She was confused, the happy conversation unraveling as we increasingly perceived a disconnect. Perhaps mistakenly, I made mention of the statistical survival estimate in her chart.

      “What estimate are you talking about?” she said, no longer smiling at all.

      She had not yet actually seen her newest model or lab results. Later I would learn she had a scheduled, upcoming appointment with her specialist, at which time he planned to break the news gently and in person rather than over the phone. Her disease was not my own area of expertise, let alone the survival statistics, so I attempted initially to dodge as I was not the most appropriate physician with whom to review the information. However, she now reasonably wanted to see her report. Sitting in my chair, looking at her estimates on my screen, I realized I could not justify preventing her from also seeing them if desired. I told her before rotating my monitor that this was only mathematical modeling—that these results can be wrong, that this was not my own specialty—then slid around the screen for her to read, her eyes starting at the top, scrolling to the bottom, and then to the final survival estimate of three to six years, followed by the signature of her physician. She did not cry that day, but her face lost all color and expression. She sat perfectly still. I realized I had misinterpreted everything. Her goal had not been for a child to warm her heart in just her final days, their imagined future with her husband encircling her in comfort as she passed away, a happy dream into which one slides. No, her goal had been to sit in bleachers during sporting events, attend high school graduation, maybe walk down an aisle, all now dissolving away along with time itself.

      I told her that everything I said during the visit was still true, that now would be a reasonable time to conceive if she wanted a child, though if the estimate was accurate, it would be best to decide within the next year. This was many years ago. I do not remember how many, though more than three—and more than six. I never saw her again.

      Maybe she did ultimately have a child through a different physician, maybe in a different city. Maybe the statistics were wrong, and she is still alive somewhere today. However, presuming she has passed away without children, I hope it was because she made the active decision to do so—that it was not an outcome of default as she remained conflicted, undecided, depressed, perhaps, as time ran out. A story in which someone young and in the prime of life is unfairly stuck down by disease is tragic, though not necessarily more so by having made the choice to not have children; stories that do not end with children are not automatically sad endings. I hope that if she did not conceive, it was because to do so was not consistent with her goals in the years she had left; that if she was facing limited time, she did not want to spend it pregnant, recovering from a delivery, being up through the night with breastfeeding and diapers. I would like to imagine instead long walks talking with her husband, brunch with old friends, reading the book she had always wanted to read, seeing the towns she had always wanted to visit.

      In studying statistics, you learn to see the world as uncertain, never completely predictable, subject to influence from confounders measured and unmeasured. Statistics are at the same time intricate yet supremely humble, almost a philosophy or worldview more so than a precise mathematical proof. Algebra, trigonometry, and calculus certainly play roles in a universe filled with angles, triangles, and waves, but in our day-to-day lives we think constantly of our chances, outcomes, and probabilities. So much of medicine itself, let alone obstetrics or reproduction, hinges upon our risks. As a physician, I can quantify risk, and I can describe risk, but in the end, I cannot answer the question of how to live.

      On that night with the laboring tracheostomy patient in intensive care, I contemplated her early pregnancy as I rode the elevator up to the unit. I had seen her back at the very beginning. I had counseled her about the grave risks of pregnancy with her heart and lung disease. I had told her she could potentially die during labor. Inevitably, she would need to deliver, vaginally or by cesarean, which would place a significant stress on her body. It was like telling someone with heart disease that several months from now they will be forced to run a marathon, and once they start running, they cannot stop until they cross the finish line. They would have to keep running even if they worsen, even if they stopped being able to breathe on their own. Thus, despite all our technology, and all our medications, sometimes patients do not survive. But I also told her everything could go well, that these outcomes were difficult to predict. She was at high risk, but risks themselves are not always certainties.

      With all that information, she made the decision back then to continue. It was her choice to make and not mine. Now that we were here at the end, I had to respect that choice, even if it was not the decision I would have made myself. How many times had I supported patients who decided to not continue their pregnancies? How many times did I tell them they were choosing reasonably, that nobody should judge them for the decision they were making? If I supported those patients in the past, then I needed to support this patient now. And if she was going to die that night, then I needed to support her all the more.

      As I walked into the room, she signaled that she needed to push. She was completely dilated and had an uncomplicated delivery a few minutes later. Over the next forty-eight hours, her ventilator settings improved. She left the hospital alive with her child. On a busy day in labor and delivery, you can deliver several babies in a single shift, day after day. But looking at the glowing faces of the other workers in the ICU that night, the nurses and physicians who see far more deaths than births, I realized how easy it is to forget what a momentous event this really is.
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