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Introduction
Progress towards understanding the importance of freedom of conscience for
health care workers is not infrequently hindered by rhetorical minefields,
conveniently illustrated by the titles of two publications: “Infant Homicides
Through Contraception,” a booklet written by pharmacist Bogomir Kuhar,1
and “Contraception Can Save Lives in Humanitarian Emergencies”from the
United Nations Population Fund.2
What follows is an attempt to clarify some of the points of dispute and identify
key issues. It introduces the term “embryocide” and specifies the meaning of
“abortifacient” and “contraceptive” based upon what is common to parties
who hold contrary views about abortion and contraception.

Abortifacients
Until 1965 it was agreed that pregnancy began at conception, and that
conception was the union of sperm and egg: fertilization. Pregnancy could be
prevented by a contraceptive: a device or drug that prevented conception - the
union of sperm and egg. Condoms, diaphragms and cervical caps acted as
contraceptives by imposing a physical barrier to prevent fertilization. Birth
control pills that suppress ovulation act as contraceptives because fertilization
cannot occur in the absence of an egg.
However, in 1965 the American College of Obstetricians and Gynecologists
introduced new definitions of both conception and pregnancy. “Conception”
was redefined by the ACOG to mean implantation of the early embryo in the
lining of the uterus and identified implantation as the beginning of pregnancy.3
So, from that point, while the ACOG has continued to assert that “pregnancy
begins at conception,” its meaning is, in fact, that pregnancy begins at
implantation. Rather than a “moment,” it began to be argued, conception
should be seen as a “process,” beginning with fertilization and ending, several
days later, with implantation, when, according to ACOG usage, pregnancy
begins.4
This change in terminology has not been universally accepted. In fact, over
60% of 1800 American obstetrician-gynaecologists surveyed in 2011 hold that
pregnancy begins with fertilization.5 However, there is no dispute that the
early embryo will implant in the lining of the uterus six to twelve days after
fertilization,6 and that disrupting a pregnancy after this point is an abortion.
The Project restricts the use of the term “abortifacient” to products that may
have this effect.
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Health care workers who object to abortion for reasons of conscience will also object to the use of
abortifacients, drugs like RU486, marketed under names like mifepristone and mifeprex, and used in
conjunction with misoprostol. These products are meant to induce ‘medical abortions.’ If they fail
to achieve this outcome, the patient is expected to have a surgical abortion because of the risk of fetal
deformity.
While mifepristone is officially intended to be used within 50 days of implantation,7 the literature
indicates that it is being used for medical abortions up to 23 weeks gestation.8 Again, product
information states that a patient must visit the physician’s office three times during the treatment,
which seems to presume that the successive doses of mifepristone and misoprostol will be
administered by the same physician.9 In fact, the use of abortifacient drugs in a two-part treatment
sequence frequently involves a wider range of health care professionals, such as pharmacists, nurses
and other non-physician health care workers.
Women given mifepristone by a physician (or nurse or other health care worker) may be sent home
with misoprostol, which they self-administer two days later. After bleeding starts they may present
at a hospital with an incomplete abortion, expecting the attending physician to complete the abortion
begun by someone else.
If the fetus is dead, to assist the patient raises no ethical problem for conscientious objectors, though
evacuating the uterus may be distressing. A much more serious situation arises when the fetus is still
alive, especially if the gestational age is nearer 23 weeks than 50 days. This is a classic example of
rising expectation colliding with reality, and it has been a problem for some time in South Africa. A
survey conducted of Western Cape physicians found that almost half of them would not continue the
abortion at this point:
This is of course often in direct conflict with what the woman wishes and can
precipitate heated exchanges leaving both the woman and doctor on call frustrated
and emotional. Given that the reason for the terminations is often socio-economic (a
reason for which most doctors would not do TOP’s), these women present problems
of conscience for many doctors.10

Contraceptives
A definition of contraceptive as “that which prevents pregnancy” caused no problems while
pregnancy was acknowledged to begin at conception, and conception was understood to mean
fertilization. We have seen that the American College of Obstetricians and Gynecologists introduced
new definitions of conception and pregnancy in 1965, so that conception, in the new usage, was
extended to include the entire period beginning with fertilization and ending with implantation six to
twelve days later.
If one thus expands the definition of conception, one also expands the definition of contraceptive,
from a product that prevents the union of sperm and egg (fertilization) to a product that prevents
either fertilization or implantation. Changing definitions in this way does not affect the underlying
biological realities, but it can significantly complicate discussion of the ethical issues involved (see
below: Embryocides).
For the purposes of addressing the freedom of conscience issues that have arisen in this context, the
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Project bases its position on what is not in dispute. The union of sperm and egg forms a zygote, a
unicellular human embryo.11 Preserving the customary and embryologically correct terminology, we
refer to this event as fertilization or conception, and confine the use of the term “contraception” to
mean the prevention of fertilization.
Some practitioners may decline to prescribe or dispense contraceptives to people who are unmarried,
on the grounds that to do so would implicate them as parties to wrongful conduct. Others, adhering
to Catholic doctrine, or who happen to have similar beliefs, will facilitate contraception only in cases
of rape.12 Articulating the reasons for conscientious objection to contraception faces some
significant obstacles.
First: contraception is not, in the popular mind, associated with causing the death of a human embryo
or fetus, and so is not seen as raising any significant moral issue. Second: contraception is widely
practised all over the world, and people have become accustomed to thinking of it not only as
morally acceptable, but praiseworthy. In fact, young people are drilled with the notion that the
failure to use contraceptives is stupid and irresponsible, so that mothers of large families in Canada,
for example, are frequently subjected by complete strangers to snide comments and condescending
or disgusted looks. Third: the role of health care workers in contraception is often indirect. They
provide contraceptive counselling and the drugs or devices, but the actual use of the products is
usually in the hands of the patient. Finally, if one assumes that the attitudes of the general population
are mirrored in the health care community, one must assume that many health care workers are
practising contraception.
Without doubt, then, conscientious objectors to contraception form a minority within the health care
professions, and it is probably true that it is a much smaller minority than minorities opposed to
abortion. This does not, however, create a new situation. Conscientious objectors will always be in a
minority position, and to deny them freedom on that basis would emasculate the very concept of
freedom of conscience.

Embryocides
Some products may either prevent fertilization (thus preventing an embryo from coming into
existence), or prevent implantation (which causes the death of an existing embryo). One cannot be
morally certain, in advance, which of these mechanisms of action will be in play at any given time,
even if one is more probable than the other.13 Those who have adopted the 1965 ACOG terminology
usually refer to these products as contraceptives.
Nonetheless, to prevent an embryo from coming into existence is one thing; to cause the death of an
existing embryo by preventing implantation quite another. It is more akin to abortion, in that it
causes the death of an embryo or fetus. The use of the term ‘abortifacient’ in this context can be
supported,14 and the term continues to be used in this sense by many who object to causing the death
of an embryo. However, the description of these products as abortifacients is highly controversial
because of widespread use of the 1965 ACOG definitions of conception, pregnancy and
contraception.
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This controversy makes it extremely difficult to discuss the exercise of freedom of conscience in
health care in relation to products that may cause the death of an embryo. The Project originally
described these as potentially abortifacient, an expression that was meant to capture the uncertainty
that existed with respect to the method of action, as well as the morally significant possibility of
doing greater harm by causing death. However, even this approach was unsatisfactory.
Once more attempting to resolve the problem of terminology by reference to what is not in dispute,
the Project adopted the term potential embryocide to describe products that, like the IUD, may cause
the death of an embryo before implantation.15 However, it was later noted that drugs or devices are
marketed as contraceptives - not potential contraceptives - even though it is acknowledged that there
may be some doubt about the mechanism of action.
For the sake of simplicity and consistency, then, the Project describes products that may cause the
death of an embryo before implantation as embryocides, though it is frequently desirable to
acknowledge that a product may act either as a contraceptive or embryocide. This maintains a clear
distinction between such products and abortifacients (which, it is universally admitted, act after
implantation), while keeping attention on one of the issues that is of concern to conscientious
objectors: the possibility of causing the death of a human embryo.

Post-coital interceptives
“Emergency contraception”is the preferred marketing term for drugs and devices (the IUD) used as
post-coital interceptives, but the term is contentious. Many object to the notion that the possibility of
pregnancy is a medical emergency. Moreover, proponents of these drugs and devices and those who
object to them, citing various professionally acceptable sources - and sometimes the same sources agree that they may sometimes have an embryocidal effect, the probability of this in a given case
being a matter of conjecture.16 ‘Morning after pill’ is less contentious, as well as popular. However,
it is misleading, since there is more than one such drug, and they may be effective up to 120 hours
after intercourse.17
Since “post-coital interceptive” is unwieldly in popular communication and “emergency
contraception” a loaded and contentious term, the Project continues to use “morning-after pill” as a
generic term for birth control drugs used after intercourse.

Birth control pills
There is a growing awareness that some birth control pills may also have an embryocidal effect.18
This is causing more health care workers to question their involvement in prescribing or dispensing
them, and there is increasing acknowledgement that the principle of informed consent requires that
the potentially embryocidal nature of a product be brought to a patient’s attention.19
Questions about the potentially embryocidal effect of the morning after pill or birth control pills must
begin with an evaluation of scientific claims. The evidence on this point is somewhat unstable, and
those for whom such evidence is important must keep abreast of current research on the subject.20
However, disagreement, when it arises, is not usually about scientific findings, but about the correct
moral or ethical response to them. Typically, the central issue is whether or not the probability of
causing the death of an embryo is morally significant. Such questions cannot be resolved by appeals
to science because they are not scientific questions.
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Discourse between disciplines
Even when there is no dispute about a mechanism of action, scientists and moralists may use key
terms in different ways because of a legitimate difference in usage their respective disciplines. This
point is often overlooked and can contribute to serious misunderstandings.
Dr. Hanna Klaus, an obstetrician/gynecologist, warned a group of Catholic physicians that
discussion of the possibility of an abortifacient [i.e., embryocidal] effect of ordinary birth control
pills must be undertaken with special attention to terminology. She noted that ovulation occurred in
one third of the cycles of women in a Swedish study of triphasic oral contraceptives, but added that
the effect of even a low dose of progestin (10 micrograms) would make cervical mucus impenetrable
to sperm. Thus she believed that there is a “remote possibility” that an oral contraceptive can act as
an abortifacient [embryocide], but cautioned that it is incorrect to say the pill is an abortifacient
[embryocide] medically,” though “you can say that morally because if there is even a remote
possibility, you have an obligation not to try it”(emphasis added). She illustrated this point with a
familiar example:
. . . two hunters go out, separate, there’s a movement in the bush . . . one doesn’t
know if . . . the movement is due to a buck or to his fellow hunter. Is he allowed to
try to fire? The answer would be “no”. Is it likely the other hunter is there? Well, I
don’t know. But can you take a chance?21
Speaking to a mixed audience of laymen and physicians, she made the same point:
I’ve heard a number of people state flatly that the pill is an abortifacient [embryocide].
That has to be heard within the context of moral theology. If something has even a
remote possibility of acting as an abortifacient [embryocide], you may call it that. But
if you say that to a doctor they think you’re crazy. Or hysterical. That you’re
overdue. And I think that the doctors in the room will agree with me . . . [i]f you want
to maintain credibility you have to have not only qualitative but quantitative thinking
and vocabulary. If you explain that if there is even a 1% possibility that this may
cause an abortion, this is your intention, then say so. But don’t be surprised if the
medical group comes back and says, “Well, but 99% of the time it doesn’t, and any
time we get a p-value of p.05 we think we’ve got certainty, which means 95 times out
of a 100.”
. . . I hold no brief for abortion, but we’ve got to keep our language straight.
(Emphasis added)22

Summing up
To minimize controversies that complicate discussion of freedom of conscience in health care, the
Protection of Conscience Project uses terminology based upon what is not disputed even by those
who hold radically different moral positions.
!

There is no dispute that the union of sperm and egg forms a zygote, a unicellular human
embryo.
"

We refer to this event as fertilization or conception, and confine the use of the term
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“contraception” to mean the prevention of fertilization.
!

It is agreed by all parties that the early embryo will implant in the lining of the uterus six to
twelve days after fertilization, and that preventing implantation will cause the death of the
embryo.
"

!

The Project uses the term embryocide to describe products that may cause the death of
an embryo before implantation.

It is common ground that causing the death of an embryo or fetus by disrupting a pregnancy
after implantation is an abortion.
"

We restrict the use of the term “abortifacient” to products that may have this effect.

A product may have more than one mechanism of action, and that it may not be clear which is
operative in a given case.
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