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ABSTRACT

Following the uncertainty expressed by a group of healthcare professionals
working in the gynaecology and obstetrics department of an Italian public
hospital on how to proceed in the case of patients asking for a multifetal preg-
nancy reduction (MPR), the need to further investigate the topic led to the
constitution of a working group devoted to discussing the topic through an
interdisciplinary approach.

The purpose of this work is therefore to present the legal and ethical issues ad-
dressed through the analysis of: 1) the literature on the subject; 2) legislation,
doctrine and case-law related to the foetal reduction procedure; 3) the ethical
issues raised by the request and implementation of that procedure.
Although, under certain conditions, the legal and ethical legitimacy of this
procedure can be sustained, we argue that there is a need for clarification with
regard to the definition of the term and its links to existing legislation, as well
as for the development of guidelines to assist health professionals.
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INTRODUCTION

Multifetal pregnancy reduction (MPR) is a proce-
dure that refers to the in utero termination of one or
more foetuses in a multiple pregnancy, usually in
the first (or early-second) trimester, while allowing
the remaining of one or more of them to develop [1].
MPR can be performed using two different meth-
ods, namely, ultrasound-guided transvaginal em-
bryo reduction (ER), which is performed between
6- and 8-weeks gestation, and ultrasound-guided
transabdominal foetal reduction (FR), which is per-
formed after 11 weeks gestation. Although these
two procedures differ considerably, both in terms
of their implementation and in terms of pregnancy
outcomes [2], for the purposes of this contribution
we will refer generally to MPR without specifying
the method by which it is performed.

MPR dates back to the mid-1980s [3], when a num-
ber of specialised centres in the US and Europe be-
gan using it to decrease the risk of complications
of higher-order multifetal pregnancies by reducing
the number of foetuses. Although the use of MPR
has dramatically increased with the spread of in
vitro fertilization (IVF) [4], obviously not all mul-
tifetal pregnancies occur after the use of assisted
reproductive technology and, therefore, a request
for foetal reduction can also be made in the case of
a pregnancy conceived spontaneously.

Yet, the biomedical literature, as well as the Italian
legislation, seem to substantially ignore the pos-
sibility that a request for MPR is made when the
pregnancy has been established without any use of
assisted fertilisation techniques, leaving patients
and health professionals in a condition of serious
uncertainty as to the legally and ethically correct
course of action to follow.

Moreover, the implementation of MPR due to
woman’s request, without maternal or foetal indi-
cations, in the first trimester of pregnancy, is not
commonly performed in Italy.

This procedure raises several issues both from a
legal standpoint, in particular regard to its possi-
ble areas of application and limits imposed by cur-
rent legislation, and from an ethical point of view
[5]. Specifically, from an ethical point of view, re-
gardless of the possible moral issues linked to the
pregnancy termination itself and, therefore, to the
possible conscientious objection of health profes-
sionals, this procedure presents additional difficul-
ties, especially related to the possibility and meth-
ods of choosing the foetus/foetuses to be reduced.

Legal and ethical issues related to MPR in spontaneously conceived twin pregnancies

This contribution presents legal and ethical con-
siderations developed with regard to the MPR
procedure. In particular, although the Clinical
Ethics Consultation Service was initially involved
in order to analyse retrospectively the legal and
ethical implications of a specific case in which it
emerged that healthcare professionals were un-
certain as to how to proceed, given the relevance
of the issue, as well as the considerable uncertain-
ties related to the interpretation of current legisla-
tion, an interdisciplinary working group was set
up to deepen the topic both from a legal and eth-
ical standpoint.

In particular, the working group sought to answer

the following questions:

1. What is meant by MPR and what are the spe-
cific features of this procedure? Should MPR be
considered a form of selective or non-selective
termination?

2. On the basis of the definition identified, can this
pregnancy termination be considered legally
admissible under the current Italian regulatory
framework? Are there any restrictions on this
practice?

3. Starting from the elements that would differ-
entiate abortion in a single pregnancy from the
MPR, are there any ethical reasons for adopting
different and/or additional criteria to deter-
mine the specific course of action that should be
followed?

The purpose of this contribution is therefore to
carefully outline the legal and ethical aspects re-
lated to this procedure, in order to provide health
professionals who face this type of request with
precise indication on how to proceed. To this end,
a literature search was first conducted to identify a
precise definition of the procedure and, above all,
to highlight the differences between selective and
non-selective termination; based on this defini-
tion, legal and jurisprudential references deemed
relevant were identified; finally, the ethical issues
raised by the possible implementation of an MPR
were also identified and discussed.

CLINICAL CASE

A group of healthcare professionals working in
the gynaecology and obstetrics department of an
Italian public hospital asked the hospital’s clinical
ethics consultation service for clarifications on how
to deal with MPR requests.
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In particular, the intervention of the ethics consul-
tation service was solicited following the case of a
patient (a gravida 4, Para 3, 8" gestational week)
who had requested the MPR of a spontaneously
conceived pregnancy, for non-clinical reasons, but
rather linked to her and her family’s psycho-phys-
ical well-being.

CASE IN POINT DEFINITION: FOETAL
REDUCTION AND SELECTIVE
TERMINATION

The Italian Law no. 194 of 22 May 1978, on “Reg-
ulation on the maternity social protection and on
voluntary termination of pregnancy”, does not
specifically discipline the MPR procedure. MPR
is only mentioned in the Law no. 40 of 19 Febru-
ary 2004 on medical assisted reproduction, which,
however, does not provide a clear definition of it.
For this reason, the definition of this procedure
was search in the international medical literature,
where the development interruption of one or
more foetuses during a twin pregnancy is named
differently depending on the condition and moti-
vation that support it. Although there aren’t spe-
cific definitions widely accepted, it is possible to
distinguish two broad categories of partial termi-
nation of (multi) twin pregnancy, the selective ter-
mination and the non-selective foetal reduction.
What selective termination and non-selective foetal
reduction have in common is that in both cases the
development of one or more foetuses is interrupted
in utero after pregnancy has already begun [6].
However, selective termination is used to interrupt
the development of one of the foetuses affected by
a serious and incurable pathology [7-11] and in the
case of less severe pathologies affecting the foetus,
pathologies which could be prejudicial to the de-
velopment of the healthy foetus or foetuses [12].
Foetal reduction is instead referring to the simple
numerical reduction of the foetuses, all potential-
ly /probably healthy, through the termination of
one or more of them [6]. According to most au-
thors, foetal reduction is carried out to minimize
the in utero foetuses” mortality or to improve ma-
ternal medical outcomes by reducing the number
of foetuses in utero to one, two or three in a high-
rank multiple pregnancy (more than three foe-
tuses) [3, 13-15]. According to some authors, this
procedure can also be performed when a couple
confronted with a twin or triplet pregnancy wish-
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es to give birth to only one or two children for
socio-economic reasons [15-18].

Foetal reduction is also defined as non-selective re-
duction [15], since the purpose of the procedure is
the only numerical reduction of the foetuses while
the selective termination aims to interrupt a specif-
ic foetus development affected by a malformation
or a genetic disorder.

Selective termination procedure is usually per-
formed in the second trimester when most genetic,
structural, or developmental abnormalities can be
identified by ultrasound examination or by an inva-
sive procedure. Conversely, non-selective foetal re-
duction can be performed both early (6-8" gestation-
al weeks) and late (11-14 weeks), but usually before
16" gestational weeks. Non-selective foetal reduction
is optimally performed in late first trimester. This
timeframe is best for two reasons: firstly, there is the
increased likelihood of spontaneous miscarriage in
the first trimester, which may render the procedure
unnecessary; secondly, a detailed structural survey
is possible during this window, to confirm that all
embryos appear anatomically normal.

Based on these assumptions, we refer at this case
in point as non-selective foetal reduction, usually
simply named MPR in literature. Indeed, in this
case the patient requested to act on one of the two
randomly in order to switch from a twin pregnan-
cy to a singleton.

LEGAL CONSIDERATIONS: FOETAL
REDUCTION AND ITALIAN LAWS NO.
40/2004 AND NO. 194/1978

Considering the categories of partial termination
of pregnancy contemplated by the international lit-
erature, the working group wondered if the proce-
dure requested by the patient — defined as non-se-
lective foetal reduction, or simply MPR — could be
considered legally permissible in the current Ital-
ian regulatory framework.

As mentioned, Law no 194 /78 does not specifically
regulate the MPR procedure.

In the Italian legislation the only reference made
to MPR is contained at comma 4, art. 14 of Law no.
40/2004, according to which: “For the purposes of
this law on medically assisted reproduction, embryo
reduction of multiple pregnancies is forbidden, except
in cases provided for by Law no. 194 of 22 May 1978”.
What can be derived from this juridic statement
is that: 1) generally speaking, the legislator did
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not impose an absolute prohibition on MPR, since
it is clearly provided a derogation in specific cir-
cumstances (“except in cases provided for [...]”);
2) MPR is possible in the event of multiple preg-
nancies conceived through IVF techniques, under
conditions provided by Law no. 194/78.

The aforementioned law leads us to a first conclu-
sion: we can claim that an argument for voluntary
termination of pregnancy to be legally considered
as such only in the event of a “total” pregnancy in-
terruption, and not in the event of the termination
of only one (or more) foetuses, must be considered
invalid. Conversely, MPR is clearly provided as a
legal possibility, although only when the condi-
tions illustrated in Law no. 194/78 are met.
Moreover, it is important to note that the amend-
ments introduced by the Constitutional Court of
Italy to Law no. 40/2004 have watered down its
original ratio legis, which was primarily aimed at
protecting the embryo; in this perspective must
be interpreted art. 14 of the aforementioned Law,
which can be considered as a bridge between the
existing regulations about IVF, and the possibility
to perform MPR procedures provided for by Law
no. 194/78.

Once pointed out that the legislator allows MPR in
cases of IVF under certain conditions, it is neces-
sary to ask ourselves: can MPR only be legally al-
lowed for IVF multiple pregnancies, or can it be le-
gally allowed in cases of spontaneously conceived
multiple pregnancies?

Firstly, keeping in mind that women who choose
IVF should be previously informed and therefore
fully aware of the possibility (rectius: of the risk)
of incurring in a multiple pregnancy, there would
seem to be no reasons to believe that legislator
willingly chose to allow MPR only for IVF induced
pregnancies, while forbidding it altogether for nat-
ural multiple pregnancies.

Moreover, following doubts emerged in health pro-
fessionals in the very first period of validity of Law
no 40/2004 in relation to the termination of a twin
pregnancy limited to only one of the two foetus-
es (in this case, affected by a genetic abnormality),
even the jurisprudence on the subject (ex. Cagliari
Tribunale, 5 June 2004 and 30 June 2004) consid-
ered the full operativity of the Law no.194/78 on
termination of pregnancy even in case of multi-
ple pregnancy naturally conceived. Despite the
few references in the Italian jurisprudence to this
subject, the aforementioned approach seems to be
shared by some authors [19, 20].
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For example, Chiessi, addressing a case of reduc-
tion in presence of foetal malformation, concluded
that this procedure «does not raise new or differ-
ent ethical issues when compared to those raised
by the usual abortion procedure for a malformed
foetus in case of single pregnancy» and that «hav-
ing to meet more requirements for foetal reduction
than for the voluntary termination of pregnancy

[...] could lead to unjustified differences within

the voluntary pregnancy termination regulations».

The same argument was also extended to cases

in which the foetus/foetuses did not present any

malformation. The author states: «similar to what
happens with abortions, foetal reductions must
be approached differently depending on whether
it is carried out within or after 90 days from the
pregnancy beginning, since the possibility to have

an abortion in the first three months has little lim-

itations, whereas after 90 days such a possibility is

allowed only after the mandatory obstetric-gynae-
cologic evaluation of the hospital in which the pro-

cedure would be performed» [19].

In other words, just like in single pregnancies the

proven presence of malformations or genetic anom-

alies in the foetus is not relevant for the purpose of
requesting and executing an abortion in the first

90 days, in the same way this requirement should

have no relevance in cases of MPR that happen in

the same period.

There are, however, several doubts that must be

clarified by the legislator. From a terminological

point of view, for example, is not clear what is
meant by embryonic reduction and whether, fol-
lowing what is stated in Law no. 194/78, the re-
duction could be performed even after the transi-
tion from embryo to foetus development (around
10 gestational weeks). Moreover, to clarify this am-
biguity, it could be useful to provide an MPR spe-
cific legislation, as it was done by the Norwegian
law (Norwegian Abortion Act) [21], which states
that: «foetal reduction is meant as a procedure that
would interrupt pregnancy for one or more foetus-
es in a multiple pregnancy, while the pregnancy
continues for one or more of the other foetuses»

(section 2.3 of the Abortion Act).

To summarise:

1. MPRis legally possible in case of IVF as provid-
ed for by Law no. 194/78 (ex. art 14 c.4 Law no.
40/04).

2. Based on the arguments presented, this possi-
bility could also be considered applicable to
naturally conceived multiple pregnancies, de-
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spite the fact that the Italian legislation about
abortion (which dates back to 1978) does not
clearly mention multiple pregnancies nor does
it distinguish between embryo and foetus.

3. The prohibition of foetal reduction provided for
by art. 14 c.4 of Law no. 40/04 should therefore
not be applicable in all cases where it is possi-
ble to interrupt a single pregnancy, particular-
ly, whenever the circumstances provided for by
the legislator in 1978 (art 4, 6 e 7 c.3) are met.

Regarding the requirements at the art. 4 of Law no.
194/78 it is important to note that over time the
jurisprudence has widened the concept of wom-
an’s health, including in said concept the principle
of protection of women'’s self-determination from
being undermined. This evolution has important
consequences even on the professional responsibil-
ities of health professionals and institutions, in par-
ticular for what concerns damage compensation.
Italy’s Supreme Court of Cassation sentence (sec III
29/01/2018, n. 2070) recognized that, following an
unwanted birth, the damage suffered by a woman
is not only related to health, but also to the viola-
tion of her right to self-determination. The same
sentence also stated that when the incorrect execu-
tion of an abortion procedure leads to an unwanted
birth, the health-related damage derived from the
violation of the right to self-determination should
be recognized not only for the mother, but for the
other parent as well. With a constitution-oriented
reading of Law no. 194/78, the right to self-deter-
mination can be linked to a comprehensive vision
of the right to health, seen as the physical and psy-
chological well-being of the individual.

In conclusion, women that apply for MPR before

the first 90 days of pregnancy can access the pro-

cedure when the requirements of art.4 of Law no.

194 /78 are fulfilled (a serious danger to the phys-

ical or mental health of the woman, related to her

health or economic, social, or family condition, or
to the circumstances in which the conception oc-
curred, or to predicted malformations of the em-
bryo or foetus); after the first 90 days, it is possible
to access MPR only in case of serious danger for
the woman’s life (ex art.6 lett. a) Law no.194/78). It
should be noted that art. 6 provides for the possi-
bility to access voluntary termination of pregnancy
even if there are “documented pathologic process-
es, including those relating to anomalies or mal-
formations of the unborn child, which can cause
serious harm to the physical and mental health
of the woman”; in this case, however, we would
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be in presence of a selective termination, a partial
termination of multiple pregnancy that, as already
pointed out, differs substantially from the MPR.
When the requirements provided for by Law no.
194/78 are not met, it is not possible to proceed
with MPR; this prohibition, however, is not related
to the requested abortion procedure (MPR), but to
failing to meet the requirements needed to proceed
with abortion tout court.

When such requirements are met, the refusal of
a medical treatment that the law and regulations
make possible would result in a criminal offence
for health professionals (unless they appeal to arti-
cle 9 of Law 1n0.194/78 — conscientious objection),
while proceeding with the abortion of both twins
would be an overtreatment compared with was
needed and/or requested.

ETHICAL ISSUES RELATED TO MPR

Based on the given MPR definition and on the jurid-
ical regulatory framework reconstruction that allow
the recognition of the lawfulness of the procedure
from the legal standpoint, the working group has
individuated and discussed its ethical implications
(we recall that the following ethical issues must be
read in relation to MPR, therefore a non-selective
procedure which does not consider the occurrence
of foetal malformations/abnormalities).

Apart from moral considerations related to abor-
tion procedures as a whole that naturally apply to
MPR procedures as well, including the possibility
of conscientious objection, we believe that MPR
presents a higher number of challenges, precisely
because of those elements that distinguish it from a
single pregnancy termination (or a full pregnancy
termination for a multiple pregnancy).

In this perspective, the following issues have
emerged:

1) Social determinants, information, and woman’s de-
cision-making autonomy: psychological stress asso-
ciated with multiple pregnancies and the choice
to proceed with an MPR [22], as well as the abor-
tion-related-stigma [23], are causes of concern not
only in relation to woman’s wellbeing, but also with
regard to the influence they can have on woman’s
autonomy and competence in decision-making.
While, in fact, «the act of abortion alone does not
increase the risk of having psychological prob-
lems», some social determinants - such as «low
self-esteem, poor expectations of one’s own cop-
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ing, belonging to a culture or religion that prohib-
its abortion, low levels of anticipated social sup-
port, and perceived stigmatization and need for
secrecy» [24] - can trigger anxiety and depression,
which in turn can influence - and even impair -
decision-making abilities. Therefore, recognising
and seeking to protect the patient’s psychological
well-being by providing a safe and secure envi-
ronment, adequate unbiased support, as well as
complete and accurate information, is essential be-
cause it can help the patient to fully understand
the information communicated and, consequently,
enable her to reach a fully informed decision [25].
Indeed, in the case of MPR, the reasons for request-
ing this procedure (which is, as shown, non-se-
lective and therefore not linked to possible foetal
pathologies/ malformations) are frequently asso-
ciated with psychological and/or socio-economic
issues [22]. Specifically, multiple pregnancies often
result in «the need for additional childcare, great-
er household and medical expenditures, and the
possibility that one of the parents will be unable to
return to the workforce. There also are significant
medical costs associated with multiple gestations.
As compared with singletons, estimated health
care expenditures are quadrupled for twins and
are 10 times higher for triplets» [26]. These social,
financial, and economic implications can increase
the risk of severe parental stress and compromise
their quality of life - to such an extent that high-
er divorce rates have been observed in parents of
multiples [27]. Moreover, there also is an increased
risk of maternal depression and child abuse in
families raising multiples, particularly when one
or more of the children has special needs [26].

In this perspective the doctor-patient relationship,
decision-making support [24] and psychological
counselling are therefore extremely relevant, all
tools that must be made available to women who
faces an abortion and, moreover, due to its speci-
ficity, MPR [26].

2) Potential risks for the mother and surviving foe-
tus(es): existing literature does not identify any
particular health risks for women undergoing the
MPR procedure or for the surviving foetuses.
Specifically, as for maternal psychological health,
no particular symptoms of depression or attach-
ment problems emerge for women who had MPR
compared to woman who had normal pregnancy
[28], and some follow-up studies on psychologi-
cal consequences related to this procedure do not
report any negative effects, even though the im-
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portance of psychological support is recognized in
couple who require MPR [22]. Although, as men-
tioned, multiple pregnancies can be highly stress-
ful for couples, MPR seems to be psychologically
well tolerated. According to some studies, sadness
and guilt may persist for some time after MPR, es-
pecially if there are other particularly problematic
conditions, but normal maternal bonding (and the
achievement of parenthood goals), facilitate the
resolution of grief and the large majority of couples
overcome the trauma to preserve the lives of their
living children [29].

As regards the psychophysical health of the sur-
viving foetus(es), unlike single intrauterine death
(sIUD) of a foetus in a monochorionic multiple
pregnancy, which has profound consequences for
the surviving twin, including a 30-50% risk of death
or neurological damage (severe neurological injury
was reported to be between 18% and 24% of mono-
chorionic sIUD survivors) [30], MPR of dichorionic
diamniotic twin pregnancy to singleton prevents
preterm birth and low birth weight, without increas-
ing the risk of miscarriages [31]. Evans, who studied
the implications of MPR in the United States since
the early 1980s, has found that a reduction of triplets
to twins reduces the risk of miscarriage from 15% to
4%, from triplets to a singleton from 15% to 6% and
from twins to a singleton from 8% to 3% [28].
Lastly, some of the arguments against MPR have
focused on the remaining child’s distress for grow-
ing up with the knowledge that he /she might have
had a twin, but there are no empirical studies on
long-term psychological effects for the remaining
child following MPR, that can endorse this argu-
ment [28].

To date, we can therefore conclude that there are
no significant risks of physical and/or psychologi-
cal harm to women who undergo MPR, nor to sur-
viving foetuses, either directly related to the inter-
vention or subsequently.

3) Ethical considerations regarding the choice: the main
difference between MPR and a full pregnancy ter-
mination (in both single and twin pregnancies) is
the need to identify criteria to decide which foe-
tus(es) to reduce.

Once again, it is important to underline that, for
the purposes of this contribution, reference is made
to criteria used for non-selective foetal reduction
according to Italian law: limiting the analysis to
non-selective foetal reduction implies taking into
account only the case in which the foetuses are all
healthy, thus excluding the possible presence of
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malformations or clinical indications that might
concern a particular foetus; limiting the analysis to
the Italian legal system means on the other hand
taking into account those criteria that would be
feasible in the current Italian legal scenario.
Criteria identified in the following paragraphs are
therefore those considered not only ethically justifi-
able, but also consistent with provisions of Law no.
194 /78, whose rationale is to protect both women'’s
health and maternity, and provisions of Law no.
40/2004, which in art. 13 letter b) prohibits “any
form of selection for eugenic purposes of embryos
and gametes” or interventions that do not pursue
exclusively therapeutic and diagnostic purposes.

HOW TO CHOOSE? CLINICAL AND NON-
CLINICAL CRITERIA

Clinical criterion

The criterion that was considered most satisfactory
to identify the foetuses to be reduced is the tech-
nical accessibility of the foetus and position of the
amniotic cavity in the uterus on ultrasound.

In the absence of anatomic features that would in-
crease the risk of a potentially abnormal foetus, in-
cluding large nuchal translucency, significant dis-
crepancy in crown-rump length (smaller embryo),
markers of aneuploidy (absent nasal bone, abnor-
mal tricuspid and ductus venosus flow), the foetus
most technically accessible and furthest away from
the cervix should be selected for reduction.

The clinical criterion relating to the procedure can
be used in line with provisions of Italian legal sys-
tem since is based on two assets protected by Law
194/78: women's health and maternity. On the one
hand, it causes the least possible danger/damage
for women who undergoes the intervention; on
the other hand, it protects the woman’s desire to
carry on pregnancy of one or more foetuses. Fur-
thermore, by using the clinical criterion there is no
risk of circumventing prohibition referred in art.
13 letter b) of Law 40/2004 which prohibits, in the
context of IVE, any intervention aimed at selecting
embryo based on genetic heritage (except in cases
provided by law).

Randomized criterion

If no clinical reasons to prefer one foetus over another
are present, the randomized criterion can be used.
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To justify the ethical acceptability of this criterion,
the following example is proposed as an analogy.
Assume that there are two patients who need inten-
sive care, but only one bed in the intensive care unit
(ICU) is available. In this case, a broad body of liter-
ature argues that priority should be given to those
who are most likely to survive and, assuming the
same probability of survival, other proposed crite-
ria are 1) life expectancy, 2) age, and 3) quality of
life. However, if there were no significant differenc-
es between patients also in relation to these aspects,
many authors believe that it would be appropriate
to use so-called lottery or coin toss criteria, two
randomized criteria that in this specific case led to
the same outcome. Others believe that randomized
criteria take priority over a) b) and c¢) which should
not even be considered. The defense of randomized
criterion is based on fact that this allows everyone to
be treated identically and it has the virtue of not ex-
acerbating pre-existing disadvantages and inequali-
ties. In fact, in the presented example, both patients
would have an equal opportunity to benefit from
treatment and thus to survive.

Even in the case of MPR, whose aim is to reduce
the number of foetuses because the mother feels
she does not have the psycho-physical resources
to carry a multiple pregnancy; it is possible to con-
sider the request as a matter of allocation of scarce
resources and consider the two foetuses as two pa-
tients competing for a bed in the ICU. In this sce-
nario, given the equal probability of survival, life
expectancy, age, and expected quality of life, the
randomized criterion should be considered ap-
propriate. Therefore, if it is not possible to use the
clinical criterion, the randomized criterion could
be used to identify the foetus to be reduced with-
out making a selective choice. In fact, using other
criteria, such as sex selection or selection against
disability, would turn the case into a selective ter-
mination, which is not the subject of this reflection.

DISCUSSION

According to our findings, it is possible to argue
that the request for an MPR can be accepted when
the conditions established by Law no.194/78 are
met. Consequently, women requesting an MRP in
Italy should have timely access to appropriately
regulated services.

The essential clinical prerequisites for delivering
these interventions are detailed counselling, care-
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ful choice of operative technique and appropriate
gestational age. It is also recommended that MPR
be provided only within a referral foetal medicine
service, with expertise in foetal procedures, with an
adequate case workload to maintain competence.
Moreover, since most of the excess perinatal mor-
bidity and mortality associated with multiple ges-
tations is directly related to the consequences of
preterm birth but, to date, no effective interventions
have been shown to prevent preterm delivery in
twin pregnancy, current efforts should continue to
focus on reducing the overall incidence of multi-
ple pregnancies, with increasing priority for reduc-
ing the twin rate. To this end, several strategies are
available to reduce the multiple gestation risk in in-
fertility treatments. The most direct way to limit the
risk of multiple gestation from ART is to transfer a
single embryo, and strategies to improve live birth
from single embryo transfer have primarily focused
on maximizing embryo selection and endometrial
synchrony. Strategies aimed at limiting the risk of
multiple gestation in ovulation induction and ovar-
ian stimulation treatments are also recommended.
Conversely, in naturally conceived multiple gesta-
tion, the prevalence of dizygotic twinning varies
with ethnicity, is associated with increased maternal
age, greater parity, and a maternal family history
of twinning, while the rate of monozygotic twins is
relatively constant, although genetic predisposition
may have some influence. Obviously, in these cases,
all these risk factors are not amenable to change.
When dealing with complex medical procedures
such as MPR, in addition to medical expertise,
knowledge of the relevant ethical and legal impli-
cations is important.

MPR s a procedure that certainly has peculiar char-
acteristics compared to the interruption of a single
pregnancy (or the full interruption of a multiple
pregnancy), as regards both the aspects relating to
the definition of the case from the clinical point of
view, its legal framework and, finally, the ethical
issues which, independently of general consider-
ations about the moral justification of abortion, are
specifically linked to its implementation.

From a legal point of view, based on the analysis
of national legislation, as well as of the doctrinal
and jurisprudential production and evolution on
the subject, it seems possible to conclude that MPR
request can be accepted - both in the case of IVE,
and of spontaneously conceived pregnancy -, if
the conditions established by Law no. 194/78 are
met. These include, especially in recent years, the
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woman’s personal economic, social and family
conditions, which, if they affect - and pose a se-
rious danger to - her psychological and physical
health, justify the request for and implementation
of voluntary termination during the first 90 days
of pregnancy. Moreover, also according to Law
No. 194/78, the MPR can be requested (and car-
ried out) even after the first 90 days if “pregnancy
or childbirth involve a serious danger to woman’s
life” (ex art.6, 1. a).

From an ethical point of view, the problem seems to
be more complex, and mainly concerns the difficul-
ty of choosing which foetus to reduce. The identi-
fied and described criteria, i.e., the clinical criterion,
which is considered preferable, and the randomized
criterion, are those that not only can be considered
ethically justifiable, but are also consistent with the
provisions of current Italian legislation.

In fact, the working group’s effort was to merge eth-
ical considerations and normative indications, in or-
der to identify criteria that may be useful to health
professionals in deciding which course of action and
method to adopt and through which procedures.

CONCLUSIONS

Although, based on the findings presented in this
contribution, it can be argued that MPR is, under
certain conditions, legally permissible, and although
clinical and non-clinical criteria have been identified
to address the ethical issues raised by the request for
- and implementation of - this procedure, given the
peculiarity and complexity of the issue, the authors
conclude that a clarifying policy-makers interven-
tion is desirable, as well as a broader reflection on
the ethical issues raised is desirable.
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