TESTIMONY OF
JOSEPH CASTELLI, M.D.
TO THE PENNSYLVANIA HOUSE OF REPRESENTATIVES
HEALTH COMMITTEE

APRIL 8, 2021
Madam Chair Kathy Rapp and Chairman Dan Frankel and Members of the
Committee:

Thank you for the opportunity to present testimony concerning fetal development
and public policy.

I have been invited to address the topic of fetal development from the perspective of
a board -certified obstetrician / gynecologist whose primary concern is the safety and
wellbeing of all patients. My comments are limited to my training, personal
experience, and opinions in regard to my specialty.

I practice general obstetrics and gynecology in King of Prussia, PA and have 33 years
in practice with treatment of low and high- risk pregnancies and general gynecology.

Specifically, I would like to testify to issues of fetal pain, viability at increasingly
earlier gestational ages, and best practices in the case of medical emergencies.

Fetal pain
Pain is a signal from the nervous system that something is wrong. It is a protective
mechanism to signal that tissue is being injured. Pain is considered to have two
components, physiologic and emotional. The physiologic component is that
unpleasant sensation when tissue is damaged. But, in our conscious state, our
emotional response to pain affects our perception. This is why people can respond
differently to the same injury or why soldiers do not remember feeling pain with
traumatic amputations in the heat of battle. Fetuses and newborns only experience
the physiologic component. They have no frame of reference. But make no mistake,
physiologic pain is real pain.

In order to feel pain, there must be neurological connections between the spinal
cord, thalamus and cerebral cortex. The concept that fetuses do not feel pain before
25 weeks is based on the assumption that these connections are not complete until
that gestational age. While a fetus's early neural pathways differ from those present
after full development, sensory fibers are abundant, a functional spinal reflex exists,
and connections to the thalamus are present by 17 to 20 weeks. At as early as 12
weeks gestation there are the first projections from the thalamus into the cortical
subplate, with intensive differentiation by 25 weeks. Additionally, this cortical
subplate can function as the cortex to transmit the impulses of noxious stimuli, thus
the perception of pain. Therefore, connections are in place by 17 weeks that make
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pain possible, and increasingly so as the weeks pass. Thus, most now agree that the
fetus’s perception of pain exists well before 25 weeks.

Scientific examination requires empiric evidence, not conjecture. That is why we
have protocols to test drugs, test equipment, test treatment regimens. As scientists
we demand hard evidence that something is beneficial or harmful. All of us recently
experienced the application of this scientific concept with the development of the
COVID vaccines. However, we cannot ask the fetus whether it feels pain. However,
we do have evidence that noxious stimuli does cause secondary changes in vital
signs such as the acceleration in the fetal heart rate, an increase in fetal movement
and EEG changes. All of this current neuroscientific evidence supports the
possibility of fetal pain well before 25 weeks. That is, we have observable and
documentable evidence that these secondary changes are a direct response to the
painful stimuli.

I have delivered many babies between 22 and 25 weeks gestation that have been
admitted to the neonatal intensive care unit. Every care is taken to provide a pain free and stress-free environment to these tiny babies, because they do feel pain and
do thrive when stress is avoided.
Also, as an obstetrician, you all know, I see many women in pain . And sometimes we
administer procedures such as forceps to the delivery that may increase that pain.
But, when weighing the benefit against the cost to these women, the pain is
considered a necessary ill, and they provide full consent.
However, the fetus that is the subject of an abortion has nothing to gain and nothing
to look forward to. There is no upside to the pain they are put through, as the
abortion’s purpose is to end their life.
With the lack of hard scientific evidence that fetuses do not feel pain and the
information provided above that a fetus likely experiences pain as early as the early
second trimester, there should be a premium to taking precautions to avoid fetal
pain during gestation. The medical precept of non-maleficence, "above all do no
harm," dominates our decisions. This is why anesthesia enough to protect the fetus
is provided during fetal surgery.

With all this in mind, we should be thoughtful in crafting humane policies affecting
fetuses in the womb.
Viability
At the same time that the medical community is learning more about fetal pain, we
as physicians are having success in moving the age of viability to younger and
younger gestational ages. The age of fetal viability is defined as that gestational age
after which, with or without extra measures, a baby will survive when delivered . At
this time, with all the technological support available, that age is considered by most
to be 23 weeks 0 days. That said, there are countless cases when babies thought to
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be 22 or even 21 weeks gestation have survived. The standard of care in the Main
Line Health system is to offer resuscitation to babies born at 23 week 0 days.

Babies that never would have survived if born in 1989 when Pennsylvania's current
Abortion Control Act went into effect can survive outside after delivery at 23 and
even at 22 weeks. The survival rate is still low, and some children born this early
can face disabilities. However, it is an unfortunate aspect of Pennsylvania’s law that
as we in the medical community work with babies born between 20 and 24 weeks
to either keep these preemies alive or at the very least to ease their pain as we
would any other human being, the law would allow them to be targeted for abortion
if still in the womb.

Standard of Care for Medical Emergencies
Pennsylvania law permits abortions up until 24 weeks gestation, and even allows
abortions later in pregnancies where necessary to protect the mother's life or
protect against a significant irreversible impairment to the mother's major bodily
function.

There are obstetric situations when there is an indication to terminate the
pregnancy. And by that, I do not mean with a purpose to end the life of the fetus.
Terminating a pregnancy is intentionally ending the pregnancy before spontaneous
labor leads to delivery, something all obstetricians do when labor is induced.
However, there are very few cases when the pregnancy must be terminated with the
expediency of an extraction abortion, with the inherent potential surgical
complications of that procedure, when otherwise an induction of labor could have
been accomplished that protects the mother and the baby, even at very early
gestational ages.
I thank the committee for the opportunity to testify today, and I call upon
lawmakers to consider this knowledge and perspective in evaluating how best to
serve pregnant women and unborn children in the Commonwealth.
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