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My wife reminded me of another image of manhood that
comes from the sight of the Belgian Miner’s Pilgrimage
to Lourdes. The short, strong miners turn up in their full
regalia with polished brass mining lamps and the works.
And as the Blessed Sacrament processes past, they kneel
humbly before Our Lord. In humble submission and

adoration of Him. Perhaps that love and respect is a very
central part of manhood.

Finally, St Joseph must also be the great example of
manhood. Quietly sticking by his wife Mary despite the
scandal of her virgin birth, he was a solid rock, protecting,
defending and keeping the Holy Family safe. Imagine St
Joseph during the Flight into Egypt. He must have been
exhausted. And, as a man, slept peacefully beside his wife
Mary and Our Blessed Lord. Protecting, vigilant but
fast asleep. Orazio Gentileschi worked that out. In his
painting “The Rest on the Flight into Egypt” we see
St Joseph exhausted and flat out beside Our Lady and
Our Lord. He has fed the donkey, protected his family
and sleeps, beside his wife. He is fleeing from Herod to
another country resting close to the heart of his Saviour.
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Exhausted and a true refugee. As a man giving everything
to protect and provide for his wife and family.

We cannot publish this picture by Orazio Gentileschi as we cannot afford
Jfor the fees for permission to do so.

Manhood is a concept that has become obscured by our
present civilisation. The loss of that concept cannot be
good. Without it, our mental and physical health are
placed at risk. As St John Paul said “The Future of
Humanity Passes by Way of the Family”. Manhood is
central to the family. Womanhood is also, of course, utterly
crucial. But we should neglect neither. Medicine and
society need to be helped to celebrate and to understand
the unique and special charisms which come with being
men and women. If and when diversity theories obscure
those differences, those theories may be deeply harmful.

We would welcome insights, images and vignettes from
others which might give us further clues as to what
manhood and womanhood are.
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WORLD MEDICAL ASSOCIATIONTO DEBATE ENDING ITS

OPPOSITIONTO EUTHANASIA

The World Medical Association is to debate a change
sought by doctors from Canada and the Netherlands
calling on the WMA to adopt a neutral position on
euthanasia and / or assisted suicide as opposed to the
current position of outright opposition. The revised
official position deletes the statement that the act of
deliberately ending the life of a patient, is unethical.

Here is the CMA (UK)'s response.
WORLD

C \ MEDICAL
WAMNA ASSOCIATION

The World Medical Association (WIMA) was founded in
1947, in the aftermath of World Ward II and the subse-
quent Nuremberg Trials. At that time, the role of doctors
in the participation of crimes against humanity had come
under the spotlight. The crimes committed and
condemned included experimentation on human subjects
without consent, the torture, inhumane treatment and
murder of civilians and prisoners and participation in the
infamous Nazi Euthanasia Programme.

After the initial WMA formation, the Declaration of
Geneva was formulated by the Association and approved
by its General Assembly in Geneva in September 1948.
It was considered a modern version of the traditional
Hippocratic Oath and indeed was written in the format
of a solemn Oath, ending with the declaration “I make
these promises solemnly, freely and upon my honor”.

The Oath begins with the words “At the time of being
admitted as a member of the medical profession: I
solemnly pledge myself to consecrate my life to the service
of humanity.” Of particular note and relevance, the eighth
pledge in the original Declaration read “I will maintain
the utmost respect for human life from the time of
conception; even under threat, I will not use my medical
knowledge contrary to the laws of humanity”. In October
1949, at the third General Assembly held in London, the
Declaration of Geneva was reiterated in the International
Code of Medical Ethics by the declaration that “a doctor
must observe the principles of the Declaration of Geneva

approved by the World Medical Association”.

Even after a minor amendment relating to maintaining
patient confidentiality after a patient’s death, the revised
Oath in August 1968 still contained the pledge that the
doctor would maintain the utmost respect for human life
from the moment of conception. This promise was made
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in the same year that the Abortion Act of 1967 came into
force in the UK.

It was not until the next revision in October 1983 that the
Declaration of Geneva omitted any pledge to protect
human life from conception. The revised version from the
35th World Medical Assembly in Venice included the
watered-down pledge that “I will maintain the utmost
respect for human life from its beginning even under
threat and I will not use my medical knowledge contrary
to the laws of humanity”. This position was maintained
with the next revision published after the 46th WMA
General Assembly meeting in Stockholm in September
1994,

A further revision of the Declaration was approved at the
170th Council Session of the WMA in May 2005 at the
organisation’s headquarters in Divonne-les-Bains, France.
By that stage, the original promise to respect human life
from conception was long forgotten as the accepted word-
ing in that section of the Declaration now became “I will
maintain the utmost respect for human life”. This aspect
of the current Declaration was further approved most
recently at the 68th General Assembly in Chicago in
October 2017. It is now known as “The Physician’s
Pledge”.

By omitting, in the later versions of the Declaration of
Geneva, any mention of respecting human life from
conception or even from the more ambiguous “from its
beginning”, the WMA is, of course, giving approval to the
practice of abortion, now carried out on a widespread basis
throughout the world by people who continue to call
themselves “doctors”. A more consistent and ethical
approach would have been to continue with the position
that human life was worthy of the utmost respect from
the moment of conception and that anybody entering the
medical profession, and wishing to be recognised as a
physician, must uphold that tradition. The practice of
abortion should have remained condemned as a crime
against humanity and an act of professional misconduct
just as it was considered in 1947 and also as it was
considered at the time of Hippocrates in the fourth or
fifth century BC (“I will not give to a woman a pessary to
cause abortion”).

A solemn Oath is meant to be sacred, unchanging, eternal.
Changing the wording of an Oath to suit changing
political ideas and changing fashions renders the Oath
meaningless and greatly discredits the organisation that
claims to abide by it. It brings the organisation and its
members into disrepute. It is difficult to take the World
Medical Association and its empty promises seriously at
this stage of its existence despite the claim that it
represents ten million doctors worldwide. Yet the
organisation is taken seriously by many in political power.

It is another cause for major concern that some factions
within the WMA are attempting to soften the Associa-
tion’s longstanding opposition to euthanasia, even though
it was originally founded on the principle that euthanasia
and other similar atrocities must never be allowed to
happen again and that physicians must never collaborate
with forces that seek to advocate euthanasia programmes.
A motion was brought to the General Assembly meeting
in Reykjavik, Iceland in October 2018 by delegations from
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Canada and The Netherlands, calling on the WMA to
adopt a neutral position on euthanasia and / or assisted
suicide as opposed to the current position of outright
opposition. The motion was fortunately withdrawn due to
a perceived lack of international support. If passed, it
would not be long before enthusiastic support for
euthanasia would become the norm if lessons are to be
learned from the abandonment of “the utmost respect for
human life from conception” and the gradual widespread
acceptance of abortion.

We now learn that an alternative motion is to be put
torward for the forthcoming WMA Council meeting in
Santiago, due to take place April 25th to 27th this year.
'The current official position of the WIMA on these issues
is as follows:

“Euthanasia, that is the act of deliberately ending the life
of a patient, even at the patient’s own request or at the
request of close relatives, is unethical. This does not
prevent the physician from respecting the desire of a
patient to allow the natural process of death to follow its
course in the terminal phase of sickness.” And, in relation
to physician-assisted dying,

“Physician-assisted suicide, like euthanasia, is unethical
and must be condemned by the medical profession.
Where the assistance of the physician is intentionally and
deliberately directed at enabling an individual to end his
or her own life, the physician acts unethically. However
the right to decline medical treatment is a basic right of
the patient and the physician does not act unethically even
if respecting such a wish results in the death of the
patient.”

The proposed amendment reads “The World Medical
Association is opposed to euthanasia and physician-
assisted dying. Euthanasia is defined as the voluntary act
of deliberately ending the life of a person at his or her own
request. Physician-assisted dying refers to cases in which
a physician deliberately enables a patient to end his or her
own life by prescribing or providing medical substances
whose sole intent is to cause death. It is not the task of
the physician to participate in euthanasia or deliberately
enable a patient to end his or her own life. No physician
should be forced to participate in euthanasia or assisted
dying, nor should any physician be obliged to make
referral decisions to this end. However, the right to decline
medical treatment is a basic right of the patient and the
physician does not act unethically even if respecting such
a wish results in the death of the patient”.

While this new proposed wording seems quite benign as it
clearly reiterates that the WMA “is opposed to euthanasia
and physician-assisted dying” it nevertheless represents a
definite softening in this opposition. It is very likely that
this softened approach is designed to appease the
Canadian Medical Association whose leadership made the
decision to resign from the WMA in 2018, allegedly due
to ethical concerns over plagiarism in the inaugural speech
made by the new WMA President. It is possible, however,
that the Canadian resignation may have been
related to frustration or anger over the WMA not
supporting its position on euthanasia. It could represent an
effort by Canada to bully the WMA into gradually

continued on page 12 bottom right
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rates up to 77% if the pregnancy has already advanced to
9 weeks. If the abortion pill is taken at an early stage of
less than 5 weeks gestation the chance of foetal survival is
25%, even with Progesterone therapy.

Potential objections addressed

Objections have been raised, largely by pro-abortion
groups, about the use of “abortion reversal” treatment.
Each of these objections is easily refutable. It has been
claimed that there is no scientific basis for Progesterone
therapy in preserving pregnancy after Mifepristone has
been taken. Progesterone has, however, been used for
several decades in trying to help women preserve their
pregnancy from suspected miscarriages and it is also used
in many fertility units to help support pregnancy in
assisted fertility management (in-vitro fertilisation).
Furthermore, a well-designed animal study from Japan
clearly demonstrated the efficacy of Progesterone in
inhibiting the effects of Mifepristone.* In that experi-
ment, a control group of pregnant rats was administered
Mifepristone while the other treatment group received
both Mifepristone and Progesterone. In the control group
that received Mifepristone only, 33% of the rat pups
survived. In the treatment group that received
Progesterone in addition to Mifepristone the pup survival
rate was 100%. This study importantly demonstrated that
Mifepristone blockage of Progesterone receptors was
reversible by simple administration of Progesterone. The
success rates reported in human studies from the US also
support the use of Progesterone as “abortion pill reversal”
therapy.[*!

Some have questioned the safety of Progesterone in preg-
nancy for both the mother and the developing foetus.
There is no evidence of any risk to either mother or
developing child, especially if the use of Progesterone is
short-term. The risk of birth defects in children born
where Progesterone has been administered to save their
lives is exactly the same as the risk of birth defects
occurring in children born after completed pregnancies in
the general population.t!

There is no increased risk to the mother where Proges-
terone has been administered in the early stages of
pregnancy and neither is there any increased risk of
prematurity.

Recommended treatment regimens
Progesterone treatment is already available and is inex-
pensive. It can be administered in a variety of ways. The
recommended Progesterone treatment regimens from the
US studies are as follows:

Progesterone micronized capsules by oral administration:
400mg as soon as possible after Mifepristone ingestion
followed by 400mg twice daily for three days and
subsequently 400mg each night until the end of the first
trimester; or alternatively Progesterone 200mg by
intramuscular (IM) injection as soon as possible after
Mifepristone ingestion followed by 200mg IM injections
on days 2 and 3 followed by 200mg IM injections on
alternate days until 7 injections in total have been
administered.>

Drug-induced abortions in the USA are licensed up to 10
weeks gestation but are allowed in the UK in later stages
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of pregnancy. The exact duration of oral Progesterone
treatment in abortion pill reversal requires adaptation in
each individual case in this country, if the pregnancy has
already advanced beyond the first trimester.

The Catholic Medical Association (UK) is keen to
promote the use of Progesterone therapy for women who
change their minds after taking Mifepristone and who
seek help to save the life of their unborn. Submissions
have been made to the Royal College of Obstetricians and
Gynaecologists and to the Royal College of General
Practitioners and also to NHS England seeking support
in this area. Formal replies are awaited. In the meantime,
it is important for doctors, nurses, midwives, pharmacists
and the general public to be aware that such treatment is
available, that it is safe and, in many cases, that it can be
effective in helping to save the lives of unborn children.
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WMA continued
accepting that euthanasia may not be so abhorrent after all.

It is particularly surprising and perhaps sad that the
proposed amendment is being brought forward by
representatives from the German Medical Association.
Of all the nations affiliated to the WMA, the last one to
consider any move that could lead to acceptance that
euthanasia or physician-assisted dying is anything other
than unethical should be Germany, considering the
lessons that should have been learned seventy odd years
ago.

The Catholic Medical Association (UK) is of the firm
opinion that maintaining current opposition to and
outright condemnation of the practices of euthanasia and
physician-assisted dying is the only ethical position that
the World Medical Association should pursue. There is

no need to change current policy relating to these issues.
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