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EDITORIAL: HURTLING TOWARD
EUGENICS...AGAIN

C BEN MITCHELL, PHD

Preimplantation genetic screening is the latest assault against a truly human
future. According to a report in the 27 February Journal of the American Medical
Association, a 30-year-old woman has chosen to use the technique because she
carries the rare gene for early onset Alzheimer’s disease. This particular variety
of Alzheimer’s reportedly affects adults by the time they are 40 years of age.

The unidentified woman had a baby girl who is allegedly free from the
Alzheimer’s gene because she was selected from a number of embryos, some of
whom presumably had the gene and were therefore destroyed.

Prenatal Screening

Prenatal genetic screening may be performed either before implantation or in
utero. In preimplantation screening, embryos are tested for certain genetic
conditions and either implanted or destroyed depending on the wishes of the
prospective parents. In post-implantation screening, unborn children are tested in
the womb to see if they are carrying deleterious genes and either carried to term
or aborted.

Previously, almost all prenatal genetic screening was used in connection
with abortion decisions. Since there are so few genetic therapies, prospective
parents are faced either with the knowledge that their child will carry a disease
gene when he or she is born or may decide to terminate the pregnancy through
abortion. Some parents who would not choose embryo selection or abortion may
refuse prenatal genetic testing, since they intend to bring a child to term
regardless of genetic condition. Others may find the information important as
they prepare for a child who may have disabilities.

In this case, embryos were created using in vitro fertilization techniques, and
the embryos were genetically screened. “Acceptable” embryos were implanted
and “undesirable” embryos were destroyed or may have been used in research.
But who decides what is a disease gene and what is merely a different genetic
condition? Who decides who is a “desirable” or “undesirable” embryo?

Rutgers University sociologist Marque-Louisa Miringoff has observed:

In the pursuit of good health, we have begun to tread a fine line in “human
selection.” We often choose to rule out certain diseases or, more accurately,
certain human beings with those diseases. In some cases, as with Tay-Sachs
disease, an as of now invariably fatal illness in early childhood, such a
decision may be motivated by compassion. From many viewpoints, there is
little quality of life in any sense traditionally understood, and great anguish
and tragedy. )

Other diseases, however, challenge our logic more severely; our sense of
balance between cost and benefit is not clear. Huntington’s chorea is a case
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in point. Would a Woodie Guthrie be born today? Would his parents, as car-
riers of the disease, bear a child with the known risk? Could we now or soon
screen him out prenatally? If the pace of genetic intervention continues, such
an individual would not be born. Yet, I for one, am glad that he lived,
although I mourn the anguish of his later life. One wonders, too, whether
some perception of his coming illness contributed to the extraordinary cre-
ativity of his life.

Clearly, it is a just and meaningful desire to prevent fatal and
debilitating diseases. Yet in pursuing this goal, we pay unobserved costs. In
eliminating individuals with unwanted diseases, we also create a mind-set
that justifies the process of human selection. We thus move into the ques-
tionable arena of human worth, and to some degree eugenic thought. We
forgo the idea of therapeutic change (i.e., dietary change or other forms of
treatment) and opt instead for elimination. Individuals are seen as flawed. It
is easier and more desirable to prevent their existence than to work for their
survival.!

Who knows who the other “Alzheimer’s children” might have grown up to
be? Might they have been the next Woody Guthrie, Beethoven, Mozart, or Bach?
Might they have been the brilliant scientists who discovered the cure for
their own disease? We will never know because they were selected out as
an “undesirable.”

The New Eugenics

“Eugenics” is a compound word from two Greek words meaning “good” and
“genes.” The eugenics movement began at the turn of the last century in England
and the United States. Under the leadership of social engineers such as Francis
Galton and Charles Davenport, the eugenics movement became a powerful social
force.

So-called “Fitter Families” contests were held across the United States in the
1920s and 1930s. Fitter families were families with fewer incidences of physical
and mental disability. Their ethnic heritage also had to remain intact. Racial
intermarriage disqualified families. Thus, the fitter families were exclusively
Caucasian. Mary T. Watts, co-founder of the first contest at the 1920 Kansas Free
Fair, said: “While the stock judges are testing the Holsteins, Jerseys, and white-
faces in the stock pavilion, we are judging the Joneses, Smiths, and Johns.”
Winners were given a medal inscribed with the slogan, “Yea, I Have a Goodly
Heritage.”

The eugenics movement tried to create “better humans through better
breeding.” Yet breeding was not the only way to achieve the desired goals. In
order to prevent “undesirables” from reproducing, mandatory sterilization laws
were enacted. The “feebleminded,” “indolent,” and “licentious” were sterilized
either without their consent or against their wills. So-called “eugenical steriliza-
tions” increased from around 3,000 in 1907 to over 22,000 in 1935. By the 1930s
most states had mandatory sterilization laws. In one well-known case, a young
mentally retarded girl named Carrie Buck was given the “choice” either to be
sterilized or to be returned to her asylum. Because both her mother and
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grandmother had been mentally retarded, the famous jurist Oliver Wendall
Holmes declared of Carrie Buck, “three generations of imbeciles is enough” and
mandated that she be sterilized. For information and hundreds of pictures from

the American eugenics movement see www.eugenicsarchive.org/eugenics

With the power of genetic technology, a new eugenics has emerged. A 1993
March of Dimes poll found that 11% of parents said they would abort a fetus
whose genome was predisposed to obesity. Four out of five would abort a fetus
if it would grow up with a disability. Forty-three percent said they would use
genetic engineering if available simply to enhance their child’s appearance.

Increasingly, college age women are being solicited for their donor eggs on
the basis of their desirable genetic traits. In the summer of 2000, the Minnesota
Daily, the student newspaper of the University of Minnesota, ran an ad for egg
donors. Preferred donors were women 5 foot six inches or taller, Caucasian, with
high ACT or SAT scores, with no genetic illnesses, and extra compensation was
offered to those with mathematical, musical, or athletic abilities. The ad stated
that acceptable donors would be offered as much as $80,000 for their eggs.

Preimplantation genetic screening is another weapon in the eugenics arsenal.
This case puts our feet more than half way down the slippery slope. Selection of
our offspring has never been easier. Embryonic death has never been more
acceptable in our culture. This is eugenics with a vengeance.

Our culture’s emphasis on the genetically “fit” and our difficulty in
embracing those who are “less fit” fuels this new eugenics mindset. We must
resist the new eugenicists if we are to preserve a truly human future. e&m

1 The Social Costs of Genetic Welfare, Rutgers University Press, 1991: 159-160.

C Ben Mitchell, PHD, is senior fellow of the Center for Bioethics & Human Dignity and editor of the

journal Ethics & Medicine: An International Journal of Bioethics.
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GUEST COMMENTARY: TOWARD A
COMMON LANGUAGE OF HUMAN DIGNITY

WILLIAM P CHESHIRE, JR, MD

Speaking from the White House on April 9, President Bush chose these words
to frame his statement in support of legislation to ban experiments in human
cloning: “As we seek to improve human life, we must always preserve human
dignity.”

The noble aspiration to preserve human dignity has broad appeal. And yet
this language of consensus is also a language of nuanced plurality. For example,
what the coalition Do No Harm means by “the essential dignity of every human
being,” is altogether different from what is implied in the Oregonian political
slogan, “death with dignity.” The latter places dignity within an extreme
interpretation of individual autonomy, while the former imputes dignity to all
people, including those too vulnerable to exercise autonomy. Whether to promote
death or protect life, both march beneath the banner of dignity, tugging it at times
in opposite directions.

Contradictions in usage by no means invalidate all possible interpretations.
Nevertheless, some have questioned whether “human dignity,” an emotionally-
laden phrase used to dignify various political causes, is sufficiently well-defined
to serve as a useful term in bioethical discourse. Its colloquial use is often vague.
A more rigorous attempt at a precise definition might risk dividing public
discourse and dismantling consensus where unity is desirable.

It would hardly befit the dignity of human beings, however, to settle for a
consensus that tolerates contradictions when the basis in truth for a deeper, more
satisfying consensus lies, for those who will accept it, within reach. Now that
society has approached the brink of human cloning, the need for a valid
understanding of human dignity is unprecedented. It is also urgent.
Biotechnology has already begun to supply the tools capable of altering the basic
genetic structure and familial relationships of human beings. If human dignity is
to be preserved, we must hold fast also to the language of human dignity.

What is human dignity? Is dignity an arbitrary cultural construction
conditioned by the times and pragmatically tied to preferences for this or that
agenda? No, dignity touches on something more profound. There really is such a
thing as human dignity.

The Oxford English Dictionary defines “dignity” as “the quality of being
worthy or honourable.” Human dignity thus denotes that particular dignity
which human beings uniquely possess. It is not that all human actions are
morally praiseworthy, but humans are, by their nature, worthy of a special level
of respect fundamentally above that of nonhuman animals and beyond that of the
most intelligent computers.

At stake in defining human dignity is not the question of when a human

Ethics & Medicine, 18:2 (2002):7-10.
© 2002 by William P Cheshire
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being acquires dignity but whether human beings have intrinsic dignity.
A frequent mistake is to equate dignity with certain functional capacities such as
intelligence, abstract reason, language, creativity, ability to feel pain, empathy,
awareness of personal biography over time, health, or beauty. In contrast to
abstract dignity these capacities at first glance seem more clear in that they are
visible, tangible, and measurable.

Beware of substitutions. If a measurable attribute were to supplant the idea
of dignity, which human beings would no longer measure up to the preferred
standard? If a quantifiable marker, then which men and women, whose grand-
parents, whose children, would come up short? Since functional capacities accrue
with age and by degrees, many people possess them in slight degree, and others
may lose some of them altogether. A concept of human dignity contingent on
functional capacities is very attractive to proponents of utilitarian theory because
from measurements come direct comparisons. Human life, to be sure, does not
belong on the balance scale with property. The utilitarian calculus coldly
authorizes violating human dignity in cases where a greater good for the greater
number is anticipated. Such thinking eventually calls into question the rights and
worth of the most vulnerable members of society. And all of us at one time or
another are vulnerable and potentially eligible for exclusion.

Thinking in terms of disposable dignity is very near to imagining disposable
people. One feature that constitutes the most tangible limit of dignity is that one
rightfully responds in moral outrage whenever that dignity in others is
threatened or denied. Sadly, the capacity for moral outrage is also subject to
attenuation and distraction. The systematic designation of a class of living human
nonpersons of unproven dignity would portend a grave moral crisis.

Cloning, for example, threatens human dignity because it would instrumen-
talize and commodify human beings, deny them individuality, and treat them as
products to be designed and manufactured according to another’s specifications.
Cloning for purposes of reproduction would confound natural familial
relationships and their accompanying moral responsibility. Cloning for purposes
of research would require the destruction of nascent human lives grown simply
to become the means to others’ ends.

Human dignity is at its core an ontological reality irreducible to perceptual
esthetic categories. The word “dignity” is thus appropriate to beings who are
substances and not mere collections of properties. Dignity bespeaks something
inseparable from human nature, something placed there, something shared by all
people. One comprehends dignity less through reason and more through
intuition, in a way that is comprehensible to human reflection universally. No
scientist or physician has ever observed human dignity; it is an inference. Forever
escaping the nets of scientific measurement, dignity defies devaluation.

In the same way that human dignity precedes the actualization of important
functional capacities, the writer of Hebrews commented, “By faith we understand
that the worlds were framed by the word of God, so that the things which are
seen were not made of things which are visible.”(Hebrews 11:3, NKJ). For the
Christian, the notion of human dignity is rooted in the biblical text which records
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that men and women are created in the image and likeness of God (Genesis 1:26,
9:6). This imago Dei is not attached to any functional characteristics of humans
but is simply identified with that which is human. Invisible and indivisible, the
special value in human dignity comes through God’s own vesting, for he has
made human beings especially for fellowship with himself.

God supremely affirmed the dignity of human life by becoming in Jesus
Christ a man and dwelling with us (Isaiah 7:14; Luke 1:30-31, 41; John 1:14).
Jesus, now resurrected, retains his humanity and calls us to lives in which our
human dignity may be perfected in him.

Even though the authority of Holy Scripture is not everywhere welcomed,
the phrase “human dignity” coincides with the biblical ideal of worthiness due
respect and lays an ethical foundation for treating fellow human beings in a
manner pleasing to God. The words “human dignity” also provide a secularly
accessible language on which a pluralistic society can find common moral
ground. This is not an exclusively Christian ideal. Elaborating on Genesis 1:26,
Plaut’s Jewish commentary on the Torah explains that humanity’s likeness to the
Divine, “stresses the essential holiness and, by implication, the dignity of all
men, without any distinctions.”

Recognition of intrinsic human dignity extends, furthermore, beyond
religious traditions. Cumulative human experience having found dignity to be a
valid moral principle, it is also a hallmark of civilization. Article 1 of the 1948
Universal Declaration of Human Rights stipulates that, “All human beings are
born free and equal in dignity and rights.” Likewise, the principle of individual
autonomy preeminent in much bioethical discourse is grounded in the respect for
persons that flows out of a robust appreciation of human dignity. Although an
explicit definition of human dignity is seldom offered, its significance is assumed
in the practical outworkings spelled out in the language of human rights and
autonomy. These basic human rights make sense only if moral right and wrong
are grounded in transcendent relationships.

The founders of the American government recognized human dignity to be
the basis of the rights and liberties due moral, rational beings. For example, the
Society of the Cincinnati, a fraternal association founded by the officers of the
American Revolution, in 1783 advanced the following “immutable” principle:
“An incessant attention to preserve inviolate those exalted rights and liberties of
human nature, for which they have fought and bled, and without which the high
rank of a rational being is a curse instead of a blessing.”

Human dignity deserves a place as part of our common language only as
long we appreciate that all people hold this dignity in common. A pluralistic
society will inevitably hold this standard in tension with competing ideas about
what constitutes human dignity. That is why there is a continuing need for
dynamic translation of the biblical principles underlying dignity into the
common language. Successful translation also requires that Christians lead lives
consistent with those principles.

Language can define human dignity but imperfectly. The most rigorous
terminology can acknowledge it but cannot explain its origin. Vocabulary can
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address it but cannot own it. Words can comment upon it, note its triumphs and
failures, and gesturing through metaphor point beyond themselves, but they cannot
lay hold of the thing itself which is human dignity. Once all opinions have been
voiced and doubt has exhausted its last breath, human dignity remains, authentic yet
inexpressible, a wondrous unanalyzable mystery.

A suggested definition of human dignity is as follows: The exalted moral status
which every being of human origin uniquely possesses. Human dignity is a given
reality, intrinsic to the human substance, and not contingent upon any functional
capacities which vary in degree. Evidence of this status may be found in such
faculties as abstract reasoning, language, conscience, and free will, which human
beings have the capacity to develop and exercise unless limited by disease, coercion,
or the will. The possession of human dignity carries certain immutable moral
obligations. These include, concerning the treatment of all other human beings, the
duty to preserve life, liberty, and the security of persons, and concerning animals and
nature, responsibilities of stewardship. A Christian understanding of human dignity
will add to this the obligation to worship and magnify the Lord God, whose mercy
endures forever. e&m

William P Cheshire, JR, MD, Assistant Professor of Neurology at Mayo Clinic in Jacksonville, Florida, is a
Fellow at the Center for Bioethics and Human Dignity.

CALLING ALL PHYSICIANS

AND MEDICAL STUDENTS!

The Center for Bioethics and Culture (CBC) announces a Hippocratic Dinner the weekend
of the big debate between Nigel Cameron and Peter Singer, on What It Means to be Human.
CBC Executive Chairman, Nigel M. de S. Cameron Ph.D. will give the keynote address and

preside over the Hippocratic Ceremony. Plan early on attending this very special weekend!

Date: Saturday, June 8, 2002
Time: 6:00pm
Place: The Bellevue Club Oakland, CA

For details contact Jennifer Lahl at, Jennifer@thecbc.org or visit our website www.thecbe.org




Vol 18:2, Summer 2002

THE ORAL CONTRACEPTIVE PILL AND THE
PRINCIPLE OF DOUBLE EFFECT

SISTER RENEE MIRKES, OSF, PHD

The question of whether the low-dose combined estrogen and progesterone oral
contraceptive pill (OCP) is an abortifacient has evoked considerable discussion®
within the pro-life medical community. The main lines of the debate bifurcate
between one contingent of pro-life physicians who oppose abortion and
contraception and another who oppose abortion but not contraception.?

Some clinicians and ethicists in the first group object to the combined OCP
based on good indirect evidence that it could cause the death of an early embryo.*
Others in this group broaden their moral opposition to include the primary effect
of the OCP: direct suppression of fertility for procreative (family-planning)
purposes. For the latter, moral objection to the OCP would continue even if it
were proven that it was not an abortifacient.’

Pro-life physicians in the second group morally oppose abortion but, because
they view hormonal contraception as an effective method of family planning that
also has impressive health benefits, do not take moral issue with the low-dose
combined oral contraceptive (COC) and, therefore, prescribe it to their female
patients. Furthermore, these physicians maintain that, given the lack of direct,
and compelling indirect, evidence for its abortifacient character, prescription of
the OCP is morally justified.

Background

In a previously published article in Ethics & Medicine 17:1, Joel Goodnough,
M.D. weighs in on the abortifacient question and its implications for obtaining
informed consent from OCP-users.® He concludes that the most commonly
prescribed oral contraceptive, the COC, is designed and intended to suppress
ovulation and, therefore, to prevent conception. Though he admits that the COC
has the potential for failure due to user error or decreased absorption, he also
maintains that, if such a failure were to occur and result in the death of the
embryo, it would be an unintended adverse side effect. Goodnough argues that,
while physicians may want to inform their patients of this possibility in
obtaining their properly informed consent, the most reasonable way of dealing
with the moral ambiguity is not to discourage the use of OCPs altogether but to
encourage, instead, responsible pill-taking.

Goodnough bolsters his thesis, first, with scientific documentation from the
primary research of pertinent studies in the literature and, second, with moral
corroboration from the principle of double effect.” Using the latter, he concludes
that, in the act of the prescription or use of the COC, the good of conception
control is what the physician-prescriber (or the COC-user) intends (directly wills)
while the evil of the possible death of the embryo is what the moral agent accepts
as an unintended side effect and, therefore, what lies outside his/her intention.

My contribution to the ongoing debate outlined above is twofold: first, to

Ethics & Medicine, 18:2 (2002):11-22.
© 2002 by Sister Renee Mirkes
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advance data from relevant medical/scientific literature which calls into question
and encourages re-examination of Goodnough’s conclusion that indirect evidence
for the COC’s post-fertilization effects is negligible (part one); second,
to challenge his use of the principle of double effect to morally justify the
prescription of the COC (part two).

Part One: Critique of the Scientific Evidence

No direct evidence; no substantive indirect evidence: “[1]t is not possible to say
that the combined OCP causes abortions.”® Goodnough insists that, first, there is
no direct evidence for the abortifacient character of the COC and, second, the
indirect evidence for such a position is inconclusive and/or negligible and based
on “unfounded fears.”’

Response: I certainly agree that there is no direct evidence that the COC
causes abortions. And if its post-fertilization effects (its anti-implantation
mechanisms operative pre-, peri-, or post-implantation) were studied directly, it
would either involve techniques and procedures that are immoral by virtue of
destroying early embryonic life or involve studies that would be moral but
non-definitive since they would include indicators such as the Early Pregnancy
Factor (EPF) [a pregnancy-associated immunosuppressive protein detected in
maternal sera by rosette inhibition assay that, to date, provides a less than
acceptable accuracy index]. However, in the rest of this segment, I hope to
substantiate that there is good indirect evidence that post-fertilization effects play
a small, yet not negligible, role in loss of embryonic life induced by the COC. The
principal deficiency of the indirect evidence is a paucity of published data that
prevents the quantification of that risk in absolute terms.

A) Ovulation rates on the pill: Goodnough argues that there is no evidence to
support the occurrence of ovulation in excess of that of the pregnancy rate for
normal use of the OCP (3% for 100 woman years)." The pertinent studies he cites
show that, while there is evidence of ovulatory or ovarian activity among
COC-users, there is no evidence of ovulation. Only studies that include proges-
terone only pill (POP)-users along with COC-users show breakthrough ovulation.

Response: It is relevant to point out that evidence of ovarian activity on the
OCP does not necessarily include normal ovulation. Nevertheless, pertinent
literature demonstrates that, to determine whether ovarian activity does include
ovulation, it is critical to study more than three cycles. The available evidence
suggests that breakthrough ovulation may become more common with increas-
ing duration of OCP use. In investigations involving 4 or more cycles, ovulation
did occur. Breakthrough ovulation was more likely in women using OCs with
lower doses (or no dose) of estrogen and with women whose use of the OCP is
imperfect rather than perfect. Ovulation rates (ORs) for COC-users ranges from
1.7%' to 28.6% per cycle.”” The former figure comes out of a 6-cycle study
(Grimes et al.) that, because it is based on ultrasound investigation, supplies
incontrovertible evidence for ovulation; the 28.6% figure is based on a 4-cycle
study (Chowdhury et al.) that, although it provides less conclusive evidence since
it is hormonally based, does demonstrate that, with imperfect or normal use, 10
out of 35 women ovulated by the fourth cycle and, with perfect use, 10% or 1 out
of 10 women showed a rise of progesterone suggesting ovulation. ORs for
POP-users for 6 or more cycles range from 33% to 65%'° per cycle.
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As for failure of the hormonal contraceptive to prevent pregnancy, it is
necessary to account for the underreporting of elective abortions. If this is
considered, the rates of pregnancy on the OCP are estimated at 4% for “good
compliers” and 8% (increasing to a possible 29%) for “poor compliers.”'®
Logically, these adjusted pregnancy rates must be taken into account in
attempting to make the best estimate possible of breakthrough ovulation rates
on the OCP.

B) Prevention of Implantation: Goodnough enlists four arguments to defend his
position that the OCP’s effects on the endometrium do not cause the loss of the
embryo.

First, he agrees that it makes sense to postulate that the endometrium
during an anovulatory cycle on the OCP is less normal, but that it does not make
sense to argue the same during an ovulatory cycle. Due to the active presence of
endogenous sex hormones associated with ovulation, the endometrium of an
ovulatory cycle on the OCP would be more normal and proportionately less
likely to be hostile to implantation.'”

Response: Where are the peer-reviewed data to support Goodnough’s
postulate regarding the state of the endometrium during ovulatory cycles on the
OCP? Just from a common sense perspective, does it seem reasonable to hypoth-
esize that, after perhaps prolonged OC use and its corresponding deleterious
effects on the endometrium (average endometrial thickness in OCP-users is 1.1
mm),'® the same endometrium, following breakthrough ovulation, will
immediately spring back from its atrophied, decidual state to that of a normal,
non-pregnant (non-secretory) state or even to a normal pregnant (secretory)
state? Some IVF studies demonstrate that implantation following embryo trans-
fer does not occur in an endometrium that is less than 6 mm thick.®

Second, Goodnough insists that the claim that the OCP-induced changes in
the endometrium actually prevent embryo implantation is speculative. While the
literature describes the OCP as effecting an endometrium that is inhospitable to
implantation, “[n]o literature actually shows that death of the embryo results.”
Whatever embryo loss occurs following breakthrough ovulation and
fertilization, “despite seemingly hostile changes in the endometrium,” occurs
“at the same rate as the embryo implants and survives in non-OCP users.”?"

Response: As I already noted, I agree that there is no direct evidence for
OCP-induced embryo loss. However, in the definition of the mechanisms of the
OCP’s action (contraception), it is clear that the COC’s efficacy is guaranteed by
a combination of the pill’s effects from both its estrogenic and its progestational
agents (that is, from the pill’s pre- and post-fertilization effects).? In the
first place, the COC prevents a clinically recognized pregnancy by the
estrogenic/progestational effects of its primary mechanism: inhibition
of gonadotropin secretion via an effect on both pituitary and hypothalamic cen-
ters. The progestational agent suppresses luteinizing hormone (LH) secretion
and the estrogenic agent suppresses follicle-stimulating hormone (FSH) secretion
via the prevention of the selection and emergence of a dominant follicle. In the
second place, the COC assures “good contraceptive efficacy” (translated: prevents
a clinically recognized pregnancy) by effects of the pill’s (progestational)

13
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secondary mechanisms: changes in the endometrium (creating “a decidualized
bed with exhausted and atrophied glands”) which make it unreceptive to ovum
[sic] implantation; changes in cervical mucus so that it becomes thick and
impervious to sperm transport to the uterus; and, changes in the secretion and
peristalsis within the fallopian tube that alter embryo transport (and that provide
“possible . . . additional contraceptive effects”).

It is well known clinically that, during use of OCPs, the regular withdrawal
bleeds (“menstrual” bleeds) are lighter than natural menses. A lighter menses
indicates a thinner endometrium. Further, once a woman discontinues the use of
OCPs, it takes more than one cycle for her menstrual flow to return to the
normal level of flow that occurs without OCs. This is clinical evidence that the
endometrium does not return immediately to its full thickness when the OC
is discontinued altogether. It seems far less likely that it could return to
full thickness during a cycle in which the OC is still being taken, albeit,
perhaps irregularly.

Due to the COC’s almost perfect rate of contraceptive effectiveness during
perfect use, Speroff et al. go on to say that the occurrence of a clinically
recognized pregnancy while on the pill is most likely not due to any failure of
the pill to act as it is estrogenically and progestationally designed, but to
extrinsic factors that have nothing to do with the action of the OCP. When taken
correctly, the COC approaches 100% contraceptive efficacy, that is, it is almost
100% effective in preventing a clinically recognized pregnancy. Contraceptive
failure is most likely due, then, to failure of its users to strictly adhere to the
prescribed regimen (such as missing days), to interference from other
medications, or to pill-use accompanied by “vomiting and diarrhea.”*

Furthermore, does not the claim that the embryo implants and survives at
the same rate it does in non-OCP users, despite “seemingly” OCP-induced hostile
endometrium, imply that all embryo loss following breakthrough ovulation on
the pill is due completely to natural causes and has nothing to do with the effects
of synthetic hormones? Does not such a claim run directly contrary to the author-
itative conclusion of gynecological textbook authors that the COC’s efficacy in
preventing a clinically recognized pregnancy is due to the comprehensive action
of its pre- and post-fertilization effects? Is it not disingenuous to argue that, if a
pregnant COC-user, under the perhaps prolonged influence of synthetic
estrogenic and progestational steroids and their post-fertilization effects, experi-
ences any early embryo loss, it will only be the result of spontaneous abortions
and at the same rate as that of a pregnant woman not on the OCP? Again, where
is the evidence to support this argument?

While data demonstrate that women who experience a clinically recognized
pregnancy while on the OCP experience subsequent spontaneous abortions at
rates similar to those of women not on the Pill, to argue this way in reference to
unrecognized pregnancies cannot be substantiated. As Stanford and Larimore
point out, “ .. available evidence suggests that the mechanisms of early
establishment and maintenance of pregnancy and later maintenance

“of pregnancy are qualitatively and substantially different.”*

Third, it has been shown that even if the endometrium is in a less receptive
state when the human embryo reaches it, the embryo could still implant (and
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obviously does sometimes implant as evidenced in women who get pregnant on
the pill). In humans (in contrast to some animals) there are several days—a
window of days—when the embryo could successfully implant, including a time
before and after the optimal time for implantation. As Leon Speroff argues, the
use of drugs that, speculatively, could provide contraceptive efficacy by
accelerating tubal transport of the embryo would be “of doubtful value in the
human because perfect synchrony is not required.”?* In other words, the arrival
of the human embryo to the implantation site and an optimally receptive state of
the endometrium need not be synchronous and, as a result, accelerating the
embryo’s transport through the tube would not contribute to the COC’s efficacy
due to the flexible window of implantation in humans.

Response: That some embryos do implant in the endometrium of women
taking COCs is obvious from those women who get pregnant on the pill. But this
says nothing about whether an embryo is more or less likely to implant in
endometrium that has been decidualized and atrophied from the COC compared
to implantation in normal endometrium in a woman not taking COCs. The
Chowdhury et al. study (cited above) showed that, in women who ovulated
secondary to missing two low-dose COCs, the lutenized endometrium was found
to be nonsecretory. Such evidence strongly suggests that fewer embryos will be
likely to implant in this situation.

Fourth, Goodnough insists that integrin studies showing an appreciable
decrease of integrin expression in the endometrium of OCP-users are relevant to
the question of the anti-implantation possibility of the pill only if the data
originate from ovulatory cycles on the pill.

Response: Somkuti et al. report “significant alterations in cycle-dependent
integrin expression” in the endometrium of OCP-users, but they do not specify
whether the women tested are in ovulatory or non-ovulatory cycles on the pill.*
But if, for argument’s sake, one concedes that decreased integrin expression only
occurs during anovulatory cycles on the pill, how reasonable is it to claim that a
COC-user who conceives during an ovulatory cycle will move from a grossly
altered level of integrin expression to one that is normal in such a brief period of
time? Certainly, there are no data to support such a complete recovery within one
follicular phase. Furthermore, would Somkuti et al. have concluded that this
diminishment of integrin expression contributed to the pill’s efficacy, that is,
prevention of a clinically recognized pregnancy, if they were not referring to
integrin expression during ovulatory cycles on the combined OCP?

C) The Incidence of Ectopic Pregnancy: Goodnough points out that one of the
benefits of OCP-use is “less chance of ectopic pregnancy.”?® He points out that
certain studies®** demonstrate an increased risk of ectopic pregnancy on the
OCP for several reasons. For one, they include POP-users along with COC-users.
Since the POP slows down the transport of the embryo, it would naturally lead
to higher incidence of tubal pregnancies. If a study consisted of COC-users only,
Goodnough argues, the results would vindicate his claim that the COC protects
against ectopic pregnancy at least as well as it prevents uterine pregnancy.

Response: Stanford and Larimore point to two large studies®* whose
participants are COC-users only, one conducted in seven maternity hospitals
in Paris, France, the other in three Swedish hospitals. Collectively these
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investigations, involving 484 women with ectopic pregnancies and 289 pregnant
controls, suggest that “at least some protection against intrauterine pregnancy is
provided via postfertilization effects,”® namely, via ectopic pregnancy.

Since risk of ectopic pregnancy also involves varying degrees of health risk
for the women involved, it is important, from the perspective of obtaining
adequate informed consent and respecting individual beliefs, to determine, as
accurately as possible, the OC’s absolute risk of causing extrauterine pregnancy.
Adapting the model of Franks et al.,* and assuming an odds ratio (relative risk)
for an extrauterine pregnancy for a OCP-user of 1.1 to 13.9, Stanford and
Larimore predict that a woman on the COC has an absolute risk of an ectopic
pregnancy due to postfertilization effects “ranging from 0.7 . . . to 19.9 . . . per
1000 women-years.”** For POP users, presuming an odds ratio for an
extrauterine pregnancy of 79.1, one could predict an “absolute risk of 4 to 99
ectopic pregnancies per 1000 woman-years.”>*

D) The Definition of the OCP: Goodnough states, “[b]y design, by intent, and by
primary function, the OCP, when properly used, is in essence a contraceptive.
The fact that it may fail to act as it was designed does not change its essence.”*
And “ . .. a medication that is used to prevent conception is not an abortifacient
even if it sometimes causes abortion.”*® The way physicians can “render the risk
to the embryo tolerable”® and morally justify the prescription of the OCP is to
encourage its responsible use and, on the part-of the physician, to prescribe it
continuously rather than cyclically, eliminating the pill free interval.

Response: Goodnough defines the combined OCP in the literal, more narrow
sense of that which is contra or against conception. In this view, the practice of
contraception is conception control, not birth control. But in defining the OC
narrowly, Goodnough sets himself outside the more comprehensive, mainstream
definition of the OCP—prevention of a clinically recognized pregnancy—
assigned to it by users, designers/researchers and physician-prescribers.

If queried, users would probably not define the OCP as a pharmacological
drug that prevents them from ovulating, but as one that prevents them from
getting pregnant. N. Van der Vange addresses this point in his study of ovarian
activity with the use of selected low dose COCs:

Pearl-Index data, claimed by the manufacturers of these low-dose
preparations, indicate that protection against pregnancy is indeed
maintained. The present study may introduce some doubts about these
figures (his study found a relatively large number of ovulatory cycles with
the low-dose COC: triphasic LNG [30 mcgs EE; 50 mcgs levonorgestrel]).
However, the mode of action of these OCs is not only based on ovulation
inhibition, but other factors are involved such as cervical mucus, vaginal pH
and composition of endometrium (italics mine).*®

The action of accessory contraceptive mechanisms just alluded to gives credence
to the definitional accuracy of the vernacular term, the “birth control pill,” when
referring to the OC. Women who take the pill for family planning purposes do so
to avoid getting pregnant. Abortion statistics substantiate that fact by revealing
that half of the women who have an abortion were on the pill when they got
pregnant.*® In other words, when the OCP fails to do what it is intended to do
and what it is designed to do, namely, prevent a clinically recognized
pregnancy, many women “rectify” the contraceptive failure with abortion.



Vol 18:2, Summer 2002 Oral Contraceptive Pill and PDE

Standard texts describing the mechanism of the COC and professional inserts
written by pharmaceutical designers that accompany the pills corroborate this
populist definition. The COC acts both to suppress ovulation and to prevent
uterine implantation. Its dual end is realized not only by the primary estrogenic
mechanism of anovulation but by its secondary progestational mechanisms that,
besides preventing the surge-like release of LH necessary for ovulation, also
prevent sperm transport to the uterus, alter fluid secretion and peristalsis of the
fallopian tubes, and alter the uterine endometrium in a way that makes
implantation of the early embryo less likely. When the contraceptive nature or
essence of the pill is defined in this broader, more comprehensive sense, it is clear
that the way the OCP is designed to act—in a pre-fertilization and
post-fertilization manner—corresponds exactly to the commonplace definition of
the OCP’s essential nature: the prevention of a clinically recognized pregnancy or
the control of birth.

Part Two: Is Prescription of the COC Morally Justified by
the Principle of Double Effect?

Because of its implications for moral analysis, Goodnough is right to home in on
the correct definition of the COC. First, by defining its design and intent as the
suppression of ovulation, he suggests that the moral object of the action of pre-
scribing the COC—precisely what the physician is intending in that action—is a
morally good one and one that could be done for a good motive. What the physi-
cian is doing, i.e., what he intends, is the suppression of ovulation (its
content) chosen under the guise of the good (its form). In short, according to
Goodnough’s analysis, to offer the COC-user temporary, reversible infertility is a
good thing and, therefore, the moral object of the act of prescribing the
hormonal contraceptive is a good one. Second, defining the essence of the COC
as suppression of ovulation, Goodnough also implies that the principal motive of
the physician for prescribing it, to prevent conception, is also morally good. The
physician intends the act’s foreseen good effects (prevention of conception) and
only permits or accepts its foreseen but unintended evil effects (prevention
of implantation).

Third, it is impossible, from a moral perspective, to define what it is that one
wills or intends in the action of prescribing the oral contraceptive unless and
until one understands the pill’s intended effects versus its unintended side
effects. If, as Goodnough argues, the COC is essentially defined as an anovulant,
that is, that its principle effect is to prevent conception by suppressing ovulation,
then what he or any other physician intends (in se intentum) by prescribing the
combined OCP is the good of the suppression of ovulation. However, Goodnough
considers the COC’s side effects, like that of the risk of death of the early embryo
in the event of breakthrough ovulation and fertilization, lie outside the intention
(praeter intentionem) of the physician. By not intending but only accepting the
foreseen evil side effect of a possible abortion, Goodnough appears to be arguing
that the physician is fulfilling his duty to avoid those evil effects as far
as possible.

Fourth, understanding the “nature” of the COC alerts the physician to the
morally ambiguous nature of the act of prescribing it. Goodnough defines the
COC as a medication that, in essence, prevents conception, but one that also has
the potential for failure that could result in the death of the early embryo. Hence,
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a physician-prescriber is able to foresee that the action of prescribing the COC has
both beneficial (morally good) and harmful (morally bad) effects: the foreseen
good effects—the prevention of conception and other health benefits, and the
foreseen bad effect—the risk of the loss of early embryonic human life. Whether
prescription of the pill is a morally good thing to do—in the presence of this
morally evil effect—is the question that the principle of double effect can help to
answer.

Given Goodnough’s definition of the COC and its implications for the way he
would define the moral object of and motive for the action of prescribing it, the
following is a suggested specification of his employment of the principle of
double effect:

1) The intended object of the act of prescribing the COC—the suppression
of ovulation—is a morally good one, i.e., it facilitates the patient’s fami-
ly planning goals, facilitates genuine gynecological health and, there-
fore, contributes to human fulfillment of the COC-user.

2) The motive of the prescribing physician—to prevent conception of a new
human being—is a morally good one (i.e., it advances human fulfillment
since it conforms with the woman’s plans to, say, avoid unplanned
pregnancies). The physician’s motive is to will the foreseen good effect
while only permitting or accepting the foreseen (but rarely occurring)
evil effect (risk of the death of the early embryo).

3) The foreseen good effect of the action—the suppression of conception
along with other health benefits—is realized not by means of the
foreseen -action’s bad effect—the possibility of the death of the early
embryo, but by means of the introduction of synthetic sex steroids that
alter events of the ovulatory and menstrual cycle. [In other words, the
death of the embryo is not the means to the suppression of ovulation; the
action of the synthetic sex steroids is.]

4) The foreseen good effects of the action—an effective, convenient, and
safe method of conception control and a host of health benefits—are
equal to or greater than the foreseen but rare occurrence of the death of
an embryo.

5) The physician has no other effective means than the use of COCs to real-
ize the ends of conception control and other pill-specific health benefits.

Response: As I outlined above, Goodnough defines the COC in a literal,
narrow manner that fails to encompass its broader, more comprehensive
mechanisms of action and essence, viz., the prevention of a clinically recognized
pregnancy. With an inaccurate understanding of the essential nature of the COC
in place, his definition of the moral object of the act of prescribing the OC will
also necessarily be faulty. Objectively speaking, then, what the physician-pre-
scriber intends in the act of prescribing the COC is the prevention of a clinically
recognized pregnancy. And directly willing the prevention of a clinically
recognized pregnancy means that the physician wills that the pill achieve that
end through its primary and secondary mechanisms of action, i.e., through both
its pre- and post-fertilization effects.

Understood correctly, then, the moral object of the act of prescribing the COC
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is evil, not good. It is critical to this discussion to note that directly intending to
prevent a clinically recognized pregnancy by the prescription of the COC is
illicit based on two distinct immoral acts, risk of abortion and suppression of
fertility. First, one ought never to prescribe a medication that could directly risk
causing the death of another human being, and second, one ought never
prescribe a medication that works against the good of the patient by suppressing
rather than promoting, specifically, the human procreative good and, by
extension, overall physical and psycho-somatic health and human fulfillment.

Of course, if the act of prescribing the COC is immoral by virtue of
its directly intended object (even if you define it, as Goodnough does, as
suppression of ovulation only), one cannot proceed to the subsequent conditions
of the principle of double effect without incurring moral inconsistencies.
Referencing my previous construction of Goodnough’s appeal to the principle of
double effect, and presuming for illustrative purposes that the directly intended
object of the act is suppression of ovulation only, these contradictions would
include the following:

1) The object of the act of prescribing the COC, suppression of ovulation,
is described as moral when it is immoral,;

2) The motive for the act, the control of conception, could be morally
acceptable given the presence of psychological, financial, and health
reasons justifying the spacing of children. (Keep in mind, however, that
a morally upright motive will not transform an action that is immoral by
virtue of its moral object into a morally good act);

3) The foreseen effect of the act—conception control—is evil not good, and
it is sometimes realized by the evil means of post-fertilization effects;

4) The “good” effect of conception control cannot be equal to or greater
than the evil effect of birth control since both effects—the anovulant and
abortifacient—are evil; and

5) The prescription of the OCP is not the only means of obtaining the end
of effective conception control; there is another means to avoiding
conception that is moral since it accords with the good of the human
beings involved, both providers and users, and it brings with its own set
of other health benefits.

Summary Response: Based on these contradictions, my objections to
Goodnough’s use of the principle of double effect (PDE) are threefold. First, in
his description of the requisites for the correct application of the PDE,
Goodnough opts to make explicit in his fifth criterion what is typically
unexpressed but always presupposed by the principle, namely, that “there must
be no other way of producing the good effect.” Since this criterion is central to
adjudicate legitimate appeal to the principle, it is appropriate to state it upfront.
It immediately restricts invocation of the PDE to cases where the good goal of the
agent can be achieved only through a morally mixed means, that is, through an
action that realizes both good and bad effects. In other words, if, in the case
under consideration, there would be an effective way to suppress ovulation or to
avoid pregnancy that does not bring with it the evil of an abortifacient effect, one
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principal norm against wnich we need to adjudicate any sort ot reproductive
technology, including “The Pill,” is whether it constitutes a fulfillment rather
than a “defilement of our given nature as procreative beings, . . .” (italics mine).*
The reality is that only with natural methods of family planning (as opposed to
steroidal hormonal methods) is a couple able to promote the truth of their
procreative nature, the truth of marriage as a community of love and life, and the
truth of their marital intercourse as acts that are at once life- and love-giving.

Second, even if for argument’s sake we concede, from one side, that one can
legitimately invoke the PDE in respect to the prescription of the OC and, from the
other, that the abortifacient effect of the OC is an unintended side effect, the
nature of the evil effect of the act, i.e., the death of an early embryo, would not
be outweighed by the good effects of a convenient method of family planning and
of ancillary health benefits. Or stated another way, the good effects of convenient
family planning and possible health benefits are not of a sufficient moral value
to justify the bad effect of risking the death of an embryonic human being. There
is a clear disproportionality between the good and bad effects of the act of
prescribing the OC and, as a result, Goodnough’s argument fails to fulfill the
proportionality requisite of the PDE.

Third, in assessing the moral object of the action of prescribing the OC, and,
again, conceding for argument’s sake that the “what” of the action is suppression
of ovulation as Goodnough defines it, it is necessary to analyze the moral nature
of the kind of act that suppresses ovulation. One cannot describe the suppression
of ovulation as a good unless one views fertility and the normally functioning
reproductive system as some sort of pathology. But, in what sense are a woman’s
natural menstrual and ovulatory cycles a disease? Should not working
cooperatively with a woman’s reproductive system so that it can function
optimally be a premiere goal of gynecological medicine?** And, if this analysis







































































































































