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Editorial
In this issue we focus our a en on on maternal‐fetal conﬂict, an issue that some mes is
debated in the public arena and even becomes a factor in poli cal campaigns in the West.
It is a statement of the widespread ramiﬁca ons of sin fragmen ng human rela onships,
that it has not even spared a mother from her own baby. Some mes the term maternal‐
fetal conﬂict might be an over‐simpliﬁca on for all that goes on there. It is a conﬂict within
a human heart, between a man and his partner, between the woman and the members of
her larger family and in‐laws, between parents and the trea ng medical fraternity,
between opposing worldviews… We hope that as you read these ar cles you will
appreciate the diﬃcul es and intricacies involved in this ethical dilemma.
Is it surprising that when God is not the founda on of ethics, then invariably ethics
becomes a ma er of convenience? And always, it is the defenseless and the voiceless who
are the vic ms. As children of the Almighty who is always a defender of the defenseless, let
us remember that our default posi on may be to ﬁght for the rights of the unborn. As you
will read on, you will recognize the myriad of fundamental values that are involved in this
conﬂict – sanc ty of life versus quality of life, might versus right, autonomy versus
beneﬁcence….. Have we as a human race moved on from deﬁning ourselves as human
“beings” to human “doings”? Is the worth of a human being arising from the fact that he is
in the image of God or is it deﬁned by abili es?
Dr Sa sh Thomas

Chairman's address
The current issue of the Bioethics Bulle n focuses on an important Bioethical area – the
issue of Maternal –Foetal conﬂict. A long held concept was that the maternal foetal dyad
was one complex pa ent and therefore the distribu on of beneﬁts and burden between
the maternal and foetal components was not ethically relevant. However, this medical
model of a dyad underwent a major shi from unity to duality thus raising several ethical
issues and bringing in conﬂict. Foetal care has become complicated especially in situa ons
where what is required to beneﬁt one member of the dyad will cause an unacceptable
harm to the other.
It has also raised ques ons about rights of both the foetus and the mother, the role of the
courts in enforcing compliance and other equally complicated scenarios.
It is my hope that the ar cles in this bulle n will not just give clarity but also a Chris an
dimension to our response to this complex situa on.
Dr. Sunil Anand
Execu ve Director, The Leprosy Mission India

ABORTION
ETHICS
‐ Dr Beena Sam

Children are God's precious gi s to us.

Psalms 127.3 says, 'Behold, children are a gi of the Lord,
The fruit of the womb is a reward.' The unborn fetus has life from the
me of fer liza on and is therefore a life whose author and owner is
God himself. And deﬁnitely He and He alone has the authority to take
it.
In my 23 years of medical prac ce as an Obstetrician, countless
couples have come to my outpa ent department with the request for
a termina on of their pregnancy as it was unplanned and therefore
unwanted. I have taken me to pa ently counsel them regarding the
sanc ty of life and the equivalence to murder which this involves, if
the pregnancy was aborted. I have encouraged them with my
personal experience of the blessedness of being given a precious gi
from God at the me that He thought ﬁt, at forty when chances of
chromosomal anomalies were quite high.
As a student of OBGYN in India, God gave me the courage to request
my Professor to exclude me from the MTP clinic and God, honoring
my decision, gave him the turn of mind to grant me such an 'unheard
of' permission in a government college. But to my dismay at the viva
exam, at the end of the postgraduate course, one of the ques ons
asked me by the external examiner was, 'Now tell me how many
MTPs have you done during your postgraduate course?' I was sure to
fail my exam as I had not done any. Infuriated, he purposely asked me
many more 'diﬃcult to answer' ques ons, none of which I could
answer. But God over ruled and I cleared the postgraduate exam.
Abor on is deﬁnitely never the right solu on to an unplanned
pregnancy. By oﬀering compassionate, nonjudgmental support we
can seek to bring Christ's love into a desperate situa on and enable
each woman to consider all her op ons. O en I have pa ents
approach me, deeply distressed about termina ons more than
twenty years ago, unable to forgive themselves and living in guilt. We
can only help them mourn the loss of their child, help them ﬁnd
forgiveness in Jesus Christ, keeping in mind that 'mercy triumphs over
judgment.'
Quote from Triple Helix No 35, Spring 2006 –
“The serious, but usually treatable, acute complica ons of surgical
abor on are haemorrhage (incidence0.1%) and uterine perfora on
(incidence 0.4 ‐2%). The risk of infec on (incidence 10%) greatly
increases when Chlamydia or Neisseria are present.‐ upto 23%
develop pelvic inﬂammatory disease(PID) within four weeks. PID can
cause infer lity and future pregnancies have a greater risk of placenta
praevia, about 7 to 15 mes increased risk. The chances of preterm
labor in the next pregnancy is increased which in turn can lead to
chronic lung disease and cerebral palsy in the child.
Women who have abor ons are much more likely to commit suicide
within a year of the event than those that give birth. Thus abor on
seriously threatens a woman's mental health whilst undisturbed
pregnancy o en improves it. Medical abor ons have the risk of
incomplete expulsion of the products of concep on, sepsis and
haemorrhage and also the a ermath of guilt and mental ill health.”

Francis Schaeﬀer wrote, “Abor on does not end all the problems; it
o en exchanges one set for another”.
There is another situa on which o en The Lord has let me be a part
of. There have been occasions where I was faced with reported lethal
anomalies in the baby, especially with previous caesarian sec ons,
where further growth of the babies to term could necessitate repeat
caesarian sec on without any hope of a viable baby. These same
fetuses could have been delivered or aborted vaginally at an earlier
gesta onal age especially in a scarred uterus.
Recently I was entrusted with the care of a mother with
Monochorionic Diamnio c (MCDA) twins with severe Twin to Twin
transfusion Syndrome (TTTS). At 20 weeks the fundal height was
almost 36 weeks and a single deep pocket of the stuck twin was less
than 0.5 cm and that of the other twin was more than 10 cm .Everyday
the liquor kept on increasing causing respiratory embarrassment to
the mother . The twins just 210 grams each would not survive outside
nor inside. So the termina on was indicated medically as is in the
cases of severe preeclampsia before the period of viability. To save
the life of the mother we were forced to terminate the pregnancy. In
medically indicated instances we have to take the diﬃcult decision to
terminate live pregnancies for the sake of the mother.
The other situa ons that I come across are when imaging studies
show a lethal anomaly incompa ble with life. Termina on becomes
more and more hazardous as the gesta onal age increases. A year ago
I had a pa ent who went through her pregnancy uneven ully and had
a normal delivery, but the baby had mul ple anomalies to which she
succumbed a er a month. The emo onal trauma which the couple
went through during the me they took care of the baby is
indescribable. They had to daily see their newborn baby struggle to
suck, had to see her aspirate whenever the baby tried to drink milk.
Watching your baby struggle to live each moment without being able
to help out even to breathe is an experience no parents would ever
want to go through.
In instances of anencephaly, severe neural tube defects and in severe
hydrocephalus with vaginal delivery becoming more and more
diﬃcult with the increasing diameter of the foetal head, one has to
decide between destruc ve vaginal deliveries or even caesarian
sec ons causing more morbidity to the mother than if the pregnancy
were terminated at an earlier gesta onal age.
There also have been instances where some, who trus ng in The Lord
decided to con nue the pregnancy in spite of the lethal anomaly. I
have supported them with all my heart and have gone all the way with
them. This was especially when the mother's life was by no means
endangered.
As those entrusted with the wholesome care of those who are send to
us, let us do His bidding not according to The Law but with grace and
mercy. At a me when people go through such severe pregnancy crisis
with diﬃcult decisions, let us be with them and bring the comfort of
God to them and be providers of medical care such that the very thing
which came to crush them becomes an opportunity for the Lord to
display His Glory. That was the case with the parents of the MCDA
twins with Stage 3 TTTS. As Chris ans who wanted to follow The Lord
all the way, their ini al response on the heartbreaking news was not
to interrupt the pregnancy even if it cost the life of the young mother
with an older 5 year old. But with prayerful counseling, they could see
the presence of God and the hand of God at every step in their 'ﬁre'. It
was amazing to see them go through their pregnancy crisis with
courage and grace and be led to desire to adopt two children at the
earliest.
As obstetricians working together with God and for the expansion of
His kingdom, let us give ourselves to understand the mind of God as
He entrusts each pa ent to us. He will give us His wisdom to give the
best medical care and support to each of them.
Dr. Beena Sam is an Obstetrician in Tiruvalla.

Dr Roopa Jewel

Babies?
Custom Made

A few weeks ago when I got an opportunity to a end a Gynecology conference there was
a par cular topic which caught my interest ‐ latest trends and observa ons in the ﬁeld of
early trimester scanning. Almost 5 min into the talk I realized it was teaching us as to how
easily we can detect simple abnormali es and document it so as to abort babies without
much whims or fancies.
The ﬁeld of prenatal Gene cs has changed li le over the past 25 years with regard to
non‐invasive tools available to assess the developing pre‐born infant like
ultrasonography, maternal triple hormone screening, and family histories. Even when
used in combina on, these methods lack speciﬁcity and sensi vity to the point of being
almost worthless clinically. A empts to clarify the results of these measures through
invasive means have caused severe suﬀering, unneeded anxiety, and the destruc on of
untold numbers of normal children. Prenatal gene c tes ng allows scien sts to test
established pregnancies for gene c defects that then could be avoided by abor ng the
pregnancy. Pre‐implanta on gene c diagnosis allows mul ple embryos to be tested and
inserted into the mother only if certain desirable traits are present. This possibility noted
that the me might soon arrive when pre‐implanta on screening will be used to pick
desirable traits even in the absence of par cular gene c disorders. In the coming years,
human genome research will delineate gene clusters associated with increased
intelligence, athle c ability, and musicality to name a few. “As the technology has
developed, there are these really big ethical issues that are emerging and most clinicians
are not ready to deal with them”
Our culture has generally considered parents to be the best judges of the welfare of their
oﬀspring, but even this has limits. Children are weak and vulnerable; they require
protec on from abuse and negligence. The ability for parents to choose which oﬀspring
die and which live and what traits they will manifest is an awesome responsibility.
Innova ons in maternal—fetal medicine must not only respect the autonomy of the
woman but must also be beneﬁcial and unlikely to cause serious harm. The balance
between beneﬁt and harm can be es mated prospec vely but, very importantly, can
also be measured retrospec vely by the methods of audit that are part of evidence‐
based medicine. Discussion of ethical issues and legal regula on has followed rather
than led the developments in maternal—fetal medicine. The autonomy of the woman
and the moral status of the fetus are central to the debate. Western secular ethics gives
priority to personal autonomy, but in ma ers of sex and reproduc on society persists in
assigning more autonomy to men than to women. Men o en force their partners into
undesired sexual ac vity. Unintended pregnancy is dispropor onately harmful to
women yet their default behavior is expected to be acceptance both of the pregnancy
and of the obliga on to care for the child. Full autonomy for women means equality in
sexual behavior and complete personal authority over the fetus. There are prac cal
diﬃcul es in respec ng the autonomy of the pregnant woman when providing the poten al
beneﬁts of maternal‐fetal medicine. The woman's view of pregnancy as a rewarding natural
process diﬀers from that of the health professionals who are primarily mo vated to minimize the
risks to her and her fetus. The oﬀer of screening and antenatal diagnosis of fetal abnormality
disturbs the woman's posi ve view of her pregnancy, but she may have diﬃculty in refusing what
appears to her to be a rou ne part of antenatal care—something she does not fully understand,
and that she cannot easily discuss in the crowded minutes she spends with the professionals in
the antenatal clinic. She tends to accept the tests on oﬀer and only later becomes truly aware of
their posi ve and nega ve value for her. Techniques such as ultrasound imaging and fetal heart
rate monitoring bond the clinicians to the fetus and create the illusion that the fetus is a person, a
pa ent, for whom they are directly responsible. The clinicians' rela onship with the woman can
deteriorate and become adversarial when their view of what is good for the fetus diﬀers from
hers. Such disagreement has two causes: the ﬁrst is correctable by eﬀec ve educa on and results
from lack of accurate knowledge and understanding by the woman; the second has to be
accepted and is a consequence of deeply condi oned cultural diﬀerences between the woman
and the healthcare providers. This may result in an adverse outcome that was poten ally
avoidable; but experienced obstetricians know that adverse prognoses are some mes
disproved—and that a woman who ini ally rejects necessary interven ons will o en accept the
recommended management once me has passed and it has become clear that disaster looms.
Ethical care should aim at ensuring that the woman remains responsible for herself and her fetus
and that she retains her trust in the health professionals providing her care: it is not right to
a empt to use the courts to force a competent woman to have treatment against her will.

This is a serious ethical concern. Should a child be created speciﬁcally to, or should a child be welcomed and loved
uncondi onally regardless of his or her instrumental value in helping someone else? This is important not just from a
Chris an perspec ve. Philosophers of ra onalism, felt that human beings should always be treated as ends in
themselves and not as the means for another person to a ain his or her ends. But it goes beyond gene c abnormali es
or gender, it's everything. What would you like to know about your baby – sports ability, physical appearance,
intelligence? And what if your baby doesn't have the characteris cs you had hoped for?
New screening tests have been developed that allow parents to ﬁnd out their child's sex even earlier than with
ultrasound. Some fetal DNA test‐manufacturers are trying to discourage sex selec on by not selling it in China and India,
but the simplicity of the tes ng may make it tough to regulate. “If you can send oﬀ a blood sample to a laboratory and
ﬁnd out the sex of the baby and go somewhere else to request a pregnancy termina on – no one will ask why”
Taking inten onal measures to end the life of a newborn baby is commonly regarded as a viola on of the duty to protect
the life of the pa ent. This applies even when that baby's condi on is intolerable, with no prospect of survival or
improvement. The professional obliga on of doctors is to preserve life where they can. To permit doctors ac vely to end
the lives of seriously ill babies would compromise in a nega ve way the rela onship between parents and doctors. In
par cular, parents may lose trust in the impar ality of the advice from doctors, which is central to the decision‐making
process.
The implica ons of this technology are likely to be profoundly troubling. The (always tragic) decision to have an abor on
has most o en been driven by the personal desire of one or both parents to end the pregnancy, with no serious regard
for the poten al of the child. The expanded ability to iden fy mul ple varia ons within an individual's gene c makeup
reverses this concept. That is to say, the decision to carry or abort a pregnancy will increasingly be based on an infant's
ability to rise to a predetermined standard of acceptability, a standard that is determined either by the parents or
society. The new view of abor on will be characterized as "prenatal euthanasia," carried out for the good of the parents,
child, and society.
To be "fearfully and wonderfully made" (Ps.139:14) is not to be perfectly made. As ﬁnite beings, we cannot understand
the breadth of God's crea ve abili es. Could it be that in His accoun ng, the character and gi s that are a part of the (for
example) Down syndrome persona are especially precious to Him? It is easy to characterize those with obvious
disabili es as less than normal. But in these characteriza ons, do we not promote eli sm while carrying our own defects
hidden from all but the Almighty? It is o en argued that we should prize these individuals for what they can teach us.
More importantly, however, they are precious if only for the reason that they represent another aspect of the Inﬁnite
Creator who formed us all. May we hold fast to this truth‐ and pray that others will be guided by it‐ as technology
presents us with new tempta ons to destroy fellow human beings.
The tempta on to redeﬁne parenthood to include choosing par cular characteris cs in their children, as opposed to
uncondi onally accep ng oﬀspring as a gi of God, is something we all need to think and argue about not just as doctors
who deal with it but also to put ourselves as individuals who might need to face it one day or the other………I guess just a
small thought to ponder upon.
Dr. Roopa Jewel is a Gynecologist working in Landour Community Hospital of Emmanuel Hospital Associa on
This is a photograph of a neonate born in … hospital. The parents were advised to abort the child as the child looked
abnormal in an ultrasound report …….They did not know what exactly was wrong with the child. They were told that the
child was malformed and so cannot survive. The mother reached our hospital at 35weeks of gesta on with abrup o
(condi on in which the pa ent has severe bleeding due to the placenta separa ng on its own). We treated her as we
would treat any other pa ent and she delivered a live male child, 2.1 kg ….Yes the child had abnormali es, he did not
have all 4 limbs but was deﬁantly a ﬁghter for life ………in no way a person who does not deserve a chance to live and try
life ……..if only the people around him also understand the same concept…..

When does
human
life
begin?

- Dr Jameela George

In 1983 the world was challenged in a new way. Mario and Elsa Rios who were
millionaires died in a plane crash, leaving behind 2 frozen embryos. The ques on
that arose was, “Did frozen embryos have property rights?” Do embryos have a
right to life?
When does a “young one” come into existence? Is it at concep on? at
implanta on? When the heart starts to beat at 22 days? When the embryo takes
on a human form? When does the life of a new member of the species Homo
sapiens begin? This is a frequently asked ques on which has led to numerous
debates and arguments in Bioethics. This is very vital, as one's convic on about
when a new human en ty begins has its implica ons on a number of bioethical
issues such as abor on, female fe cide, infan cide, assisted reproduc ve
technologies, human embryo experimenta on, embryonic stem cell research,
prenatal screening, cloning, contracep on etc.
A number of terms are used to describe various stages of the intrauterine
development of the human life. Zygote is the diploid cell, formed from the union
of two haploid cells. Embryo refers to the stages from fer liza on to the
forma on of the embryonic disc un l 8 weeks a er fer liza on. This
corresponds to 10 weeks of LMP. A er 8 weeks of gesta on, the en ty is called a
fetus. The transi on from zygote to embryo to foetus is a ma er of terminology.
In addi on to these, legal deﬁni ons include embryos as persons, embryos as
property or objects, and embryos as a unique category.
It is strange that we can be so unsure about when and how we began. There are
various theories put forward which explain when an embryo has moral status.

Self‐ Consciousness is an acute sense of self‐awareness that one exists as an individual being. According to this,
“an organism possesses a serious right to life only if it possesses the concept of a self as a con nuing subject of
experiences and other mental states, and believes that it is itself such a con nuing en ty” Michael Tooley.
According to contemporary ethicists (such as Peter Singer) human beings are nothing but the product of ma er,
chance and me; merely highly specialised animals. Life without consciousness is no worth at all. A period of 28
days should elapse before a new born is aﬀorded a right to life. Developing embryo and foetus are non‐ persons
because they lack consciousness of self. This theory condones abor ons and research and procedures that
destroy embryos
Poten al for Self‐Consciousness states that moral status ought to be based upon the mere poten al for self‐
consciousness. So developing embryo and foetus would be extended the rights and privileges of a human adult,
as the former will be the la er. The fer lized ovum maintains con nuity of iden ty with the human adult that it
is becoming. This theory supports acknowledging a human being's right to life from the moment of concep on.
Sen ence is the “capacity for feeling or perceiving”. Sen ence is acquired some me during the 2nd trimester.
According to this theory, a foetus should be aﬀorded moral standing late in the 2nd trimester or early 3rd
trimester. Therefore, embryos would not have a right to life.
Viability
The unborn individual acquires a right to life at a stage when it can survive outside of the mother's womb,
with some ar ﬁcial means of assistance. Viability serves as the dividing line between a women's right to
self‐determina on and the state's “compelling” interest in protec ng the inborn individual's right to life.
The fact is that viability depends on access to appropriate technology. So it is a measure of technology only.
Similarity
Carson Strong states that a right to life is incrementally conferred upon the developing embryo/foetus as it
progressively a ains an overall degree of physical similarity to normal adult human beings. Infant,
advanced foetus, intermediate foetus, early foetus, embryo and early embryo – the en ty is aﬀorded a
progressively lower moral status
Ra onality states that human embryos are not human beings worthy of respect because they lack ra onality or
capacity for rela onship

Scriptural Theories
One theory is that as Adam became “a living being” at the moment he received breath, so all humans
gain a right to life at the moment they take their ﬁrst breath – at birth. This cannot be accepted as Adam
was an adult when he was formed, which is not the case since then. Also, since concep on the new
human life receives oxygen.
Another theory is that the embryo has the full moral status of a human being, complete with a right to
life, from the moment of concep on. The image of God is imparted to human beings at the beginning of
the process of fer liza on, and the right to life is, therefore conferred at the ini al moment of
concep on. Human embryos possess the very nature, value and dignity of being the Image of God. They
ought to be regarded as having a right to life.
Religious views
All major religions a ach special meaning to embryos. Signiﬁcant disagreement exists about the details
of embryo status. The Va can considers embryos to be persons from concep on and it rejects IVF
because it separates sex and reproduc on. Conserva ve and Orthodox Judaism both a ach greater but
varying signiﬁcance to embryos a er the 40th day of concep on (ensoulment)
According to the Caraka Samhita, (a Hindu medical text), the soul is already joined with ma er in the act
of concep on. Garbha Upanishad claims that ensoulment takes place in the seventh month. Both the
Sunni and Shia branches of Islam believe that ensoulment (the condi on for being a person) occurs
around the fourth month of gesta on. Protestant Chris an views vary widely, considering personhood
to arise anywhere from concep on to birth.
Equal moral status view of the human embryo
This is known among moral philosophers. According to this, all human beings are equal, and ought not to
be harmed or considered to be less than human on the basis of age or size or stage of development or
condi on of dependency. Fer liza on "produces a new and complete, though immature, organism" that
possesses "the epigene c primordia for self‐directed growth into adulthood with its determinateness
and iden ty fully intact”. Although not all fer liza on events lead to an adult, we were all once embryos
in the blastocyst stage of development
Conclusion
Fer liza on is a decisive process by which a new, gene cally dis nct human life is formed when the
chromosomes of the male and female gametes blend in the oocyte (egg). As a result of this irreversible
event, a new, gene cally unique, single‐celled en ty, zygote, is created. It possesses all of the gene c
materials needed to inform and organize growth. It is a human being at the earliest stage of its
development which is a con nuous process. There is no special moment when human life suddenly
becomes worthy of respect and human rights. Humans, irrespec ve of their stages of development
deserve full respect by virtue of the kind of en ty they are – that worth is intrinsic. It is not determined by
acquired characteris cs or abili es, which we all hold in varying degrees even once fully grown. Hence it
is fair to say that the fer lising ovum is the beginning of human life.
Dr. Jameela George is the Execu ve Director of the Centre for Bioethics
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