A Life-and-Death Decision:
The Lakeberg Twins

BY CHARLES J. DOUGHERTY, PhD

o one can fail to sympathize with the
difficult choice Kenneth and Reitha
Lakeberg faced after the birth last
June 29 of their conjoined twins, who
shared one liver and one heart. People of good-
will everywhere hope for the best possible out-
come for the survivor, Angela Lakeberg. But the
decision to separate the twins raises several dis-
turbing ecthical questions. Was justice served by
allocating so much money for such a small chance
of success? What was the quality of the informed
consent involved? And what is the moral starus of
an operation whose direct result was the death of
the other twin, Amy Lakeberg?

The twins were born and cared for initially at
Loyola University Medical Center in Chicago.
Loyola physicians said the twins had no chance of
surviving conjoined, but one twin might have a 1
percent chance of survival beyond infancy if they
were separated surgically. Because the doctors at
Loyola advised against such surgery, the
Lakebergs took the twins to Children’s Hospital
of Philadelphia. Surgeons there separated them,
reconstructing the liver and heart for Angela.
Amy died.

The bill for seven weeks of care at Loyola—
before the Philadelphia operation—is reported to
be more than $300,000. The total bill will easily
reach $500,000 and likely much more. This is an
exceptional cost—not for Angela’s life, which is
priceless—but for the 1 percent chance of survival
past the few months any similar twin has ever
lived after this kind of operation.

A Just ALLocaTioN OF RESOURCES?
The fact that the Lakebergs are uninsured is not
the issue. Nor does the central problem lie in the
fact that Kenneth Lakeberg has admitted illegal
drug use and diversion of funds donated for the
twins. The consequences of a father’s faults
ought not to fall on his children.

The central problem is that it is inconceivable
that any national plan to ensure healthcare for all
Americans would cover this great an expense for
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this small a chance for success. Justice in the allo-
cation of limited resources would forbid it, since
the nation has too many unmet basic healthcare
needs. How many low-birthweight deliveries
could be prevented, for example, if the money
spent on the Lakebergs went to fund more ade-
quate prenatal care? Just now such a linkage
between one healthcare investment and another is
tenuous; universal coverage will make it explicit.
Perhaps surgical research funds or private dona-
tions will be available for such high-cost, high-
risk procedures in the future. But they could not
be covered in any reasonable national benefits
package. That would be unjust.

AoequATE INFORMED CONSENT?

There are problems too in determining—especial-
ly from a distance—whether the informed consent
given by the Lakebergs was adequate. Did they
fully appreciate the experimental character of the
operation? While declining to offer any estimate
of the odds for survival, the cardiac surgeon in
Philadelphia was quoted to this effect: “If there is
long-term survival [for Angela], this would be
unique.” But he refused to call the operation
hopeless. He told reporters, “If we thought there
was no chance of reconstruction, we would not
have made this an option to the family.”
Presumably, then, any chance whatsoever repre-
sented a medical option for the family—an impos-
sible standard for surrogate decision making,.

VaLip CoNsENT?

There is also a deeper issue of consent that leads
to the third major problem. Can parents give
morally valid consent for an operation that direct-
ly causes the death of one of their children?

The same operation that gave Angela her small
chance rook her sister’s life. This result was not
an accident; it was part of the plan of the surgery.
Before the operation, nurses painted Angela’s fin-
gernails pink but left Amy’s unpainted, a
poignant symbol of who was to be given a chance
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HEALTHCARE COMPETITION

Continued from page 23

ursuit
of the low-cost strategy
can mean disaster for
a hospital.

ronment in hopes of retrieving valuable
information early enough to effect
appropriate responses to threats and
opportunities.

PRESCRIPTIVE ADVICE

The use of textbook approaches to
gaining competitive advantages in a
typical manner may lead healthcare
managers astray. For example, much of
conventional managerial wisdom is
built on the cost-benefit analysis. The
common make-or-buy decision is a
variation of this analysis. This concept
underpins traditional competitive
strategies regarding the outsourcing of
all services too costly to handle inter-
nally. This economic-based directive
assumes that a firm’s production pro-
cess can be easily disaggregated to min-
imize costs in each functional area.
Such an assumption is ridiculous in the
healthcare setting. Healthcare adminis-
trators must consider the interrelation-
ships of many factors that do not lend
themselves to economic analysis.
Pursuit of the low-cost strategy can
mean disaster for a healthcare institu-
tion.

Conventional competitive strategy
also includes typologies to help man-
agers organize their thinking and for-
mulate competitive responses in the
marketplace. One such popular typolo-
gy is the Defender/Analyzer/Pros-
pector/Reactor model developed by
R. E. Miles and C. C. Snow.? Although
healthcare institutions were used in the
formulation of this model, its conven-
tional use can exacerbate preexisting
problems for healthcare administrators.
The hazard in the use of this diagnostic
system is the implicit assumption of a
one-dimensional competitive prospec-
tive. Consideration of the three-dimen-
sional outlook can result in apparently

contradictory answers, But such con-
tradictions may, in fact, be the most
accurate assessment of a firm; that is, a
defender profile may be apt in one area
of the institution, whereas some other
profile best describes another area.

In lieu of conventional competitive
approaches, we recommend that
healthcare managers begin with a
three-dimensional competitive analysis,
focusing on consumers, customers,
and clients. Following this, traditional
typologies and management theory can
be useful, bur with the vital caveat of
simultaneons consideration of hospital
strengths and weaknesses in each com-
petitive arena. Resources should be
focused on the strengths of an institu-
tion, but the goal should be an optimal
mix of resource allocation among all
three arenas. o
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ETHICS
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to live and who was to die.

During the operation, the single liver
and six-chambered hearr the twins
shared were taken from Amy and
refashioned for Angela. When the
shared heart was divided, Amy died.
The operating tcam—six surgeons, four
anesthesiologists, eight nurses, and one
technician—did not pause to acknowl-
edge the event. “We were aware at that
phase what was happening,” comment-
ed one of the surgeons. “But minutes
really count, and you have to press
ahead as fast as you can.”

To see the ethical issue here more
clearly, imagine a slightly altered sce-
nario. Suppose that identical twins are
born. They are not conjoined, but both
have severe heart defects—each has a
failing three-chambered heart. Doctors
determine that both will soon die. But
they offer one long shot. If the heart is
removed from one child—not after her
death, but while she is living—it could
be used to repair the heart of the other.
Wouldn’t such a suggestion be rejected
out of hand as a clear case of killing one
patient to try to help another? Wouldn’t
such an operation be a clear violation of
the parents’ and doctors’ duties to the
child whose heart was taken? How dif-
ferent is this from what was done to
Amy Lakeberg?

It is not sufficient to reply that the
end justifies the means, that both twins
would have died had Amy not been
killed. Patients die every day, and we
do not countenance killing others to
buy them more time. Nor is it accept-
able to say that Amy was not really a
person because she shared vital organs
with her sister. She had her own name,
her own personality (reportedly the
feistier of the two), and she was buried
alone—all marks of an individual
human person.

DousLe-EFFecT ANALYSIS
Can double-effect analysis avail in this
situation? Perhaps the directly intended
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goal of the operation was saving
Angela, and Amy’s death was only a
foreseen, but unintended, conse-
quence.

Burt this analysis will not work. Three
other criteria must be met in addition
to having the proper intention. First, a
valid double-effect analysis requires
that the act itself be morally good or
neutral. This act, the reconstruction of
the shared heart for Angela alone,
could hardly be construed as morally
ncutral from Amy’s point of view. It
took a beating heart from her chest and
in that act caused her death. Second,
on double-effect grounds the evil
effect—Amy’s death—cannot be the
means for the good effect, Angela’s
chance at life. But Amy’s death ar the
moment of the removal of her share of
the single heart was the means for
Angela’s survival. Finally, depending
on Angela’s fate, there may not be a
proportional relationship between the
good and evil created. Angela’s life may
still be short, and possibly harder than
it might otherwise have been. Double-
effect analysis cannot justify this opera-
tion.

AccepTing DeATH

What should have been done for Amy
and Angela? Certainly, the Lakebergs
faced a terribly difficult situation—a
Sophie’s Choice—that properly evokes
public sympathy. But, in my opinion,
they should have taken the advice of
their doctors at Loyola University
Medical Center. The twins should
have remained together. They should
have been kept as comfortable as pos-
sible. Their deaths should have been
accepted. This would have meant
choosing to lose a very small, exorbi-
tantly expensive chance of giving
Angela more time. But this choice
would have reflected an informed con-
sent sensitive to the interests of both
patients. And it would have been far
more respectful of Amy. o
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Attention to detail has earned
W.A. Baum Co., Inc. its reputation
for designing and producing
World Standard Blood Pressure
Equipment for more than
seventy-five years.

The details found in every Calibrated®
V-Lok® Cuff assure correct fit, ease of
application, accurate, repeatable blood
pressure readings and long service life.

The Calibrated® V-Lok® system immediately
and clearly indicates whether or not the
correct size cuff is being used. Any of our
six sizes can be applied with equal ease
and effectiveness on either right or left limb.

The cuff has an additional flap of fabric

to prevent bulging of the bladder as it is
inflated and cuff seams are double stitched
at critical points for long wear.

The cuff material is a special urethane
coated, heat set, dacron polyester fabric
treated with an effective antimicrobial agent.
It is stain resistant and dimensionally stable.

Genuine Velcro® hook and loop fasteners,
woven to our specifications, are precisely
positioned and evenly matched in holding
strength to provide the optimal number of
open-close cycles.

The Calibrated® V-Lok® Cuff - a World
Standard...in every detail.

Available through better-known medical
equipment dealers worldwide.

BLOOD PRESSURE STANDARD
THE WORLD OVER
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W.A. Baum Co., Inc., 620 Oak Street
Copiague, NY 11726, U.S.A.
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