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ZIGNEGO COMPANY, INC.

W226 N2940 DUPLAINVILLE ROAD « WAUKESHA, WI 53186 ¢ Phone: (262) 547-4700 = FAX: (262) 547-4508
“Celebratiné %0 %’egt’% of. %uality Concrete!”

Friday, October 17, 2003

Wisconsin Legislators
Re: AB 67 and AB 63
Dear Legislators,

Please find a little gift enclosed. The booklet, prepared by very eminent physicians,
merely points out that birth control itself will cause a woman to abort.

AB 67 and AB 63 are two versions of the “Pharmacist Conscience Bill” being currently
considered in Madison.

AB 67 would try to force pharmacists, against their religious and ethical beliefs to
distribute the pill, which kills babies in the womb.

On the other hand AB 63 is a true protection for those who have a moral and ethical
problem distributing the pill. Please support AB 63, not AB 67.

Very truly yours,

WUW

Thomas V. Zignego
President

TVZ/kp

cc: All WI Legislators

EQUAL OPPORTUNITY EMPLOYER
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Type Infant Homicides

Low Range | High Range

10,000,000 }Oral Contraceptives 600,000 3,000,000
: 1,500,000 |Intrauterine Device | 3,825,000 3,825,000
1,500,000 | Depo-Provera 1,800,000 N\uoo\ooo”
1,000,000 |Norplant 330,000 2,100,000
1,300,000 |Surgical Procedure 1,300,000} 1,300,000F

50,000 | Prostaglandin 50,000 100,000
& Saline

15,350,000 JTOTALS 7,905,000 | 13,025,000 f

“...Contraceptives themselves are
homicidal drugs and devices. They

“The potent steroids in OCs affect all vital organs of
. . f the OC user to one degree or another. Should the
are more widely lethal than the § 1l OC user conceive and not chemically abort, all the
comm 0:_< known m:quOQ_ forms of organs mq Emﬁmamwoﬂz child are affected as well,
o . , , : especially in the first three months of pregnancy
killing unborn children. . .’ , 11 when differentiation and organogenesis occurs.”

— Father John A. Hardon, S.J. (insiDe Front cover) B ,, —lnfant Homicides Through Confraceptives, page 11




Commentary by Spiritual Direc*ors
and Commission Members

Gﬁ Kuhar's study will be a revelation to many
people. He shows that the abortion plague is far
more devastating than most of us realize. He con-
clusively proves that contraception is not only a self-
ish practice that leads to abortion. Contraceptives
themselves are homicidal drugs and devices. They
are more widely lethal than the commonly known
surgical forms of killing unborn children.

Please God, this study will awaken the conscience of
our nation. My prayer is that Infant Homicides
Through Contraceptives will help to stem the global
genocide of our day.

John A. Hardon, S.].

Danmnmwmos is the defining evil of our time. Its
legitimization leads inevitably, not only to abortion
and euthanasia, but to a host of other evils, includ-
ing promiscuity, divorce, pornography and homo-
sexual activity. Dr. Kuhar provides abundant and
authoritative detail on this modern plague. As he
demonstrates, the contraceptive movement is based
on exploitation and lies, including the lie that many
abortifacients are “merely” contraceptives. Its foun-
dational lie, however, is its claim that man, rather
than God, is the arbiter of whether and if so, when
human life will begin. The contraceptionist denies to
god the right to be God. In this light the contracep-
tive movement is diabolic, a replay of the original

Genesis script.
Charles E. Rice
Professor of Law
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Abortifacient Drugs and Devices:
A Short Review

By Bogomir M Kuhar, PharmD, BS Pharm, FASCP

[ ] L [ ]

Introduction

This booklet is the fourth edition of a project
begun in 1992 by the Ad Hoc Commission to
Study Abortion Deaths, chiefly through the de-
termined efforts of Commission secretary Will-
iam J Smith. The author is forever grateful to Mr
Smith for his persistence, guidance, gentle cor-
rections and wholly true sensus fideis. The input,
suggestions and corrections of the Commission
members as well as other interested profession-
als has helped bring the final product to frui-
tion.

Infant Homicides Through Contraceptives is not
meant to be a detailed, exhaustive treatise on
the subject, but rather a survey review of re-
search and literature clearly and unequivocally
providing the conclusion that all steroid-based
so-called “contraceptives” and many other
products are abortifacient in some instances, of-
ten more than has been surmised previously.

3




4

Using statistics from the pharmaceutical manu-
facturers of these abhorrent chemicals and the
US federal government’s own agencies, it con-
servatively estimates the horrific numbers of
preborn children silently slaughtered in their
most early days.

In establishing the truth which the intellec-
tually honest scientist and layman will easily
perceive when the mind is open to that truth,
Infant Homicides conclusively lays to waste the
disingenuous denials of health professionals
who should, or could, know better. Having
swallowed the poisonous lies of the pharmaceu-
tical manufacturers and their financiers — such
as the ubiquitous Rockefeller Foundation, Ford
Foundation, Warren Buffett and all their fellow
travelers — many even so-called “pro-lifers”
have fallen prey to the “contraceptive mental-
ity” which most often leads to the “abortion
mentality”. With this fourth edition of this little
work, the Commission hopes to lay out in pris-
tine, scientific form what the human heart al-
ready knows when seen in the eyes of the Faith.

The author is humbly thankful for all assis-
tance given near and far for items included in
this edition, as well as for the prayers of those
who having read the truth herein have had the
“scales fall from their eyes.”

Bogomir M Kuhar, PharmD, FASCP
Powell, OH
June 1998 A.D.

Part I
Oral Contraceptives

So-called oral “contraceptives” (OCs) are
commonly referred to as the “Pill” and it is gen-
erally agreed that OCs have three — possibly
four — mechanisms of action. Two of these are
“contraceptive” in nature that they prevent fer-
tilization and do not cause demise of a new hu-
man life. OCs act by: (1) preventing ovulation
by suppression of the critical area of the hypo-
thalamus which controls the cascade of events
leading to ovulation; (2) causing changes in the
cervical mucus which prevents or delays migra-
tion of sperm into the uterus [womb]; and (3)
preventing implantation/nidation of the newly
conceived baby onto the lining (endometrium)
Om ﬂrm gOﬂTQH\w SOB@.?@\ 11, 17, 20, 24, 25, 102, 103, 104, 105
Research into the molecular biology of OC ef-
fects has recently elucidated and again con-
firmed OCs prevent implantation by altering
cell adhesion molecules called integrins, chemi-
cal receptors which are crucial for uterine recep-
tivity of the newly conceived human being.1%

It has been estimated by various sources that
the third — the abortifacient — mechanism of

5
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action comes into play anywhere from 2 to 10%
(and at times higher) of female cycles per year.’®
This figure does not account for those times
when other confounding factors would reduce
likelihood of ovulation (e.g. hormonal varia-
tions from month to month and woman to
woman, secondary disease states, nutritional
status, other ingested drugs, etc.).?- 4041, 5

The abortifacient potential of OCs is further
magnified in users who concomitantly take cer-
tain medicines which decrease ovulation suppres-
sion effectiveness. This includes all anti-convul-
sants (except valproic acid, clonazepam and
gabapentin), rifampin, griseofulvin, barbitu-
rates, sprinolactone and virtually all classes of
antibiotics and the azole antifungals. It should
be noted antibiotic/antifungal use among OC
users is quite common since such women are
more susceptible to bacterial, yeast and fungal
infections secondary to OC use. With continu-
ous suppression of the hypothalamus-pituitary-
adrenal (HPA) axis by constant, daily doses of
these potent steroids, such infections mimic
people who are on immunosuppressive steroids
for bona fide medical reasons. The HPA axis con-
trols some of the immune system responses
which handle infectious-type assaults on the hu-
man WQQ%.»@ 41,54, 64, 65

Other known drug interactions include, but
are not limited to: benzodiazepines, tricyclic an-
tidepressants, corticosteroids (oral, inhaled and
injected), metoprolol, theophylline, clofibrate,
dantrolene, oral anticoagulants (e.g. warfarin),

7

bromocriptine, sulfonylureas, acarbose, met-
formin, troglitazone, protease inhibitors [used
for HIV infection] and nucleoside/non-nucleo-
side reverse transcriptase inhibitors [use for
HIV infection].

There is increasing research and theorizing
that the immune suppression acted out by OCs
is a contributing factor in the increased inci-
dence of heterosexually-contracted HIV infec-
tion.%

While systematically convincing Western
women since around 1960 that OCs are the
“perfect birth control,” the pharmaceutical com-
panies — the New Abortionists — have merely
downplayed, but not denied, the deleterious
and — at times — life-threatening side effects so
common with chronic ingestion of the potent
steroids found in OCs, even the newer, so-called

“safer” low dose multi-phasic combinations.>*
23,27,28,30

Of the multitude of side effects noted over
almost 40 years of experience with OCs, five
very serious risks are associated with OC use:
increased incidence of sexually transmitted dis-
eases; pelvic inflammatory disease; infertility;
cervical and breast cancer; and ectopic preg-
nancy. There are also well known dangers of
endometrial atrophy (shrinking of the womb)
and permanent sterility. Extensive documenta-
tion of the plethora of adverse experiences ema-
nating from OC use has been reviewed in schol-
arly fashion by Wilks.'?”

RO




Three significant events point to the very
real dangers of using OCs.** One was the death
of a 19-year-old British secretary in May 1988.
She stepped out of her car on the way to work,
fell down suddenly and was dead on arrival. At
autopsy, her death was directly linked to using
the low dose OC called Femodene by Schering
Ltd. An embolism (blood clot) was the cause of
death.” * Another British girl, Christina
Robinson, was only 17 years old when she “died
from blood clots after taking a contraceptive
pill.”*® She was using the product Dianette to
help control “mild acne of the face, arms and
back.” She was taken to a hospital but died 3
hours later, according to news reports.

Thirdly, the safety of OCs was put into seri-
ous question by the September 1986 exposé of
the “serious deception” in Prof. Michael Briggs’
research into the risk of heart and arterial dis-
ease among long-term OC users.”” * An Austra-
lian citizen, Prof. Briggs’ “fudged data on oral
contraceptive safety” was spelled out in great
detailed accounts in the London Times and the
Dundee Courier, but mysteriously never reported
in the United States or in any of the pharmacy
trade and research magazines. Briggs’ research
was done mostly on trinordiol, made by drug
giant Wyeth Laboratories (now known as
Wyeth-Ayerst Laboratories, a subsidiary of
American Home Products [AHP]) under license
from Schering AG of Germany. Wyeth-Ayerst is
part of the AHP conglomerate which along with
Whitehall Laboratories, AH Robins, Lederle/
American Cyanamid, ESI and Genetics Institute

9

form a formidable worldwide pharmaceutical
and chemical concern. AHP is maker of such
products as Anacin, Inderal, Ismo, Isordil,
Orudis, Premarin, Minocin, Stuartnatal, and
SMA formula as well as abortifacients Ovral,
LoOvral, TriPhasil, Nordette, Ovrette and
Norplant, among others.

Quite naturally, Briggs’ 55 research papers
within 10 years’ time were heavily cited by fur-
ther researchers so that a pyramid of lies and
deception built up until some honest, critical
scientists questioned how it was Briggs was able
to find so many ideal, healthy, young female
subjects for his numerous experimental trials.

Other common drug-induced diseases re-
ported for various OCs include: thromboembo-
lism, coronary artery disease, cerebrovascular
disease, hepatic adenomas, gall bladder disease,
cholestatic jaundice, cancer (breast, uterine and
vaginal), endometriosis, hypercalcemia, por-
phyria, uterine fibroids, migraines, headache,
cycle irregularities, mental depression, vaginal
infections, decreased libido and vaginal bleed-
ing inter alig 1% 12

According to the 1995 AHP Annual Report,
the global OC business grosses manufacturers
$2.6 billion annually. The estimated 1996 US
sales figure was $1.3 by the report and is ex-
pected to rise to $2 billion by the year 2000.1 Of
that amount, the following are the breakdown
in percentages of estimated US market share:
American Home Products (27%); Johnson &
Johnson [Ortho Pharmaceutical] (28%); Mon-
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santo [GD Searle] (12%); Warner-Lambert
[Parke-Davis] (11%); Akzo-Nobel [Organon]
(6%); Schering AG [Berlex] (5%); Bristol-Myers
Squibb (4%) and others [mostly generic ver-
sions] (8%).

The progestin-only type OCs (POC) have
been formulated to market OCs to those women in
whom use of estrogen is contraindicated or risky.
Often POCs are given to postpartum women who
are breastfeeding on the mistaken assumption
POCs are somehow safe to use for neonatal
sucklings. In fact, besides being abortifacient,
POCs have shown deleterious adverse effects
on breastfed babies including lower infant
weight gain, decreased milk production from the
mother, and decreased composition of nitrogen
and protein content of human milk."® Masculin-
ization of female preborns has been associated
with POCs. An increased risk of malformation
has been shown including increased frequency of
cardiovascular defects and hypospadias. One re-
searcher observed two infants, one with spina
bifida and one with hydrocephalus.!?

Since progestins are poor at suppressing
ovulation, they are more often reliant on the
other 2 mechanisms of action for their so-called
“efficacy.” This is equally evident in the proges-

tin-only products Depo-Provera® and Nor-

plant®, which clearly show high levels of ovu-
lation, especially as time progresses from initial
dose.

Finally, it is important to note OCs send a
chemical message to the rest of the body, giving

11

it the impression the OC user is constantly preg-
nant, twelve months out of the year, year after
year of OC use. Surely the female anatomy was
not intended to experience such unrelenting
hormonal assault by its Maker. The potent ste-
roids in OCs affect all vital organs of the OC user to
one degree or another. Should the OC user con-
ceive and not chemically abort, all the organs of
the preborn child are affected as well, especially
in the first three months of pregnancy when dif-
ferentiation and organogenesis occurs.

TABLE I: Some abortifacient oral contraceptives®

Product Estrogen (mcg)® Progestin (mg)c  Costd
Combination Type®

Ortho Cept (0) EE (30) DG (0.15) 26.29
Loestrin 1/20 (PD)  EE (20) NEA (1.0) 36.92
Estrostep-21 (PD) EE (20, 30, 35). NEA (1.0) 27.72
Alesse (WA) EE (20) LN (0.1) 26.06
Desogen (OG) EE (30) DG (0.15) 22.89
Loestrin 1.5/30 EE (30) NEA (1.5) 36.92
Levlen (BX) EE (30) LN (0.15) 26.85
Nordette-21 (WA)  EE (30) LN (0.15) 26.86
Levora (H) EE (30) LN (0.15) 24.07
Lo/Ovral (WA) EE (30) NL (0.3) 27.82

Tri-Levlen (BX) EE (30, 40, 50) ‘LN (0.05,0.075,0.125) 25.62

TriPhasil (WA) EE (30, 40,50) LN (0.05,0.075,0.125) 26.06
Ortho Tri-Cyclen  EE (35,35,35) NG (0.18,0.215,0.25) 2630
Ovcon 35 (BMS) EE (35) " NE (04) 29.94
Brevicon (SX) EE (35) ~ NE(0.5) 26.57
Genora 0.5/35 (W)  EE (35) NE (0.5) 19.20
Modicon (O) EE (35) NE (0.5) 28.69
NEE 0.5/35 (LX) EE (35) NE (0.5) 10.25
Nelova 0.5/35 (WC) EE (35) NE (0.5) 15.05
Tri-Norinyl (SX) EE (35,35,35) NE (0.5, 1.0,0.5) 25.44
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Ortho-Novum?/7/7(0) EE (35, 35,35) NE (0.5,0.75,1.0) 2630

NEE 10/11 (LX) EE (35, 35) NE (0.5,1.0) 10.25
Nelova 10/11 (WC)  EE (35, 35) NE (0.5, 1.0) 15.05
OrthoNovum 10/11(O) EE (35, 35) NE (0.5, 1.0) 26.30
Jenest-28 (OG) EE (35) NE (1.0) 20.59
Genora 1/35 (W) EE (35) NE (1.0) 19.20
NEE 1/35 (LX) EE (35) NE (1.0) 10.25
Nelova 1/35(WC)  EE (35) NE (1.0) 15.05
Generic (DS) EE (35) NE (1.0) 12.99
Norcept-E (GP) EE (35) NE (1.0) Discontinued
Norethin 1/35E (R)  EE (35) NE (1.0) 12.00
Necon 1/35 (W) EE (35) NE (1.0) 19.20
Norinyl 1435 (5X) EE (35) NE (1.0) 25.75
OrthoNovum 1/35 (O)EE (35) NE (1.0) 26.30
Ortho-Cyclen (O) EE (35) NG (0.25) 26.30
Demulen 1/35 (SR) EE (35) ED (1.0) 28.05
Zovia 1/35 (W) EE (35) ED (1.0) 22.49
Ovral (WA) EE (50) NL (0.5) 42.59
Norlestrin 1/50 (PD) EE (50) NEA (1.0) Discontinued
Ovcon 50 (BMS) EE (50) NE (1.0) 33.04
Demulen 1/50 (SR}  EE (50) ED (1.0) 27.13
Novia 1/50 (W) EE (50) ED (1.0) 22.49
Norlestrin 2.5/50 (PD) EE (50) NEA (2.5) Discontinued
NEE 1/50M (LX) M (50) NE (1.0) 10.25
Genora 1/50 (W) M (50) NE (1.0) 19.20
Necon 1/50 (W) M (50) NE (1.0) 17.50
Nelova 1/50 (WC) M (50) NE (1.0) 15.05
Norethin 1/50M (R) M (50) NE (1.0) 12.00
Norinyl 1+50 (SX) M (50) NE (1.0) 25.75
OrthoNovum 1/50 (O)M (50) NE (1.0) 26.30
Enovid 5mg (SR) M (75) ND (5.0) n/a
Enovid 10mg (SR) M (150) ND (9.85) n/a
Progestin-only

Ovrette (WA) none NL (0.075) 28.04
Nor-QD (8X) none NE (0.35) 20.11
Micronor (O) none NE (0.35) 30.54
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Legend:

a) Different progestins cannot be compared on a mg for mg
basis. Some products are available in 28-day regimens at a
slightly higher cost.

b) Estrogen abbreviations: EE= ethinyl estradiol; M=
mestranol.

c) Progestin abbreviations:, DG= desogestrel; ED=
ethynodiol diacetate; LN= levonorgestrel; ND= norethyno-
drel; NE= norethindrone; NEA= norethindrone acetate;
NG= norgestimate

d) Cost to the pharmacist for one cycle, based on average
wholesale price (AWP) listings per Drug Topics’ Red Book
1998, Mar 1998 RB Update, and Medi-Span price updates
through Mar 1998.

e) Pharmaceutical manufacturers/distributors abbrevia-
tions: BMS= Bristol-Myers Squibb; BX= Berlex (Schering
AG); GP= GynoPharma; H= Hamilton (generic division of
Syntex/Roche); LX= Lexis (Schering AG); O= Ortho Phar-
maceuticals (Johnson & Johnson); OG= Organon (Akzo-
Nobel); PD= Parke-Davis (Warner Lambert); SR= Searle
(Monsanto); SX= Syntex/Roche; W= Watson Laboratories;
WA= Wyeth-Ayerst (American Home Products); and WC=
Warner Chillicott (Warner Lambert).
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Part II
Other abortifacients

Anti-Progesterones

The anti-progesterones include the products
mifepristone (RU 486), onapristone, lilopristone
and other analogs, and epostane.* The anti-
progesterones act by various mechanisms of ac-
tion, but primarily prevent uptake of natural in-
house progesterone by the developing child
from the mother. Sufficient deprivation of
progesterone at this portion of pregnancy
causes a withering of the placenta and child and
sloughing off, resulting in what is perceived as a
heavy menstruation by the mother.

Mifepristone is the much-publicized French
abortion pill manufactured initially by Roussel-
Uclaf, whence it derives its initials “RU” in its
common name. RU is a subsidiary of Hoechst
AG of Frankfort, Germany and a sister company
to its US subsidiary, Hoechst America, now
known as Hoechst Marion Roussel of
Somerville, NJ. The French socialist government
owned about 36% of RU, partly explaining why
it ordered the abortifacient back onto the French
market after a stormy entrance and exit in Sep-
tember-October 1988. The parent German com-
pany has reportedly bought up that portion.

15

e




16

About 54% of RU was owned by Hoechst AG,
one of the spin-off companies from chemical gi-
ant IG Farben. Farben produced the deadly
Zyklon B gas for the Third Reich’s “final solu-
tion” death camps during World War II.

RU has reportedly sold any rights to
mifepristone to one of its top officers, Dr
Eduard Sakiz, apparently in response to increas-
ing pressure from right to life groups world
wide, but especially in the US. Legal wrangling
over rights in the US as well as the discovery of
a felony conviction of the main contractor with
the Population Council, the Rockefeller Founda-
tion subsidiary which reportedly owns produc-
tion rights to mifepristone in the US.

Mifepristone, onapristone and lilopristone
and similar congeners under investigation pre-
vent uptake of the female natural progesterone,
a hormone vitally necessary for continuation of
pregnancy until the 8" or 9" week of pregnancy.
Hence, the anti-progesterones are abortifacient
only until about 63 days post start LMP (49 days
after fertilization). It has become common prac-
tice to use mifepristone with a synthetic pros-
taglandin (PG) to increase abortifacient “effec-
tiveness” in the 90-98% range. The PG can be
given by injection, vaginally or orally. The
present drug of choice in the PG category seems
to be misoprostol (Cytotec®, GD Searle/
Monsanto).”> ¥ A PG is used to cause uterine
contractions and help expel the progesterone-
starved child out of the mother’s womb.
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The anti-progesterones cause severe and, at
times, prolonged bleeding in some women up
to 42 days post discontinuance. About 0.1% of
users have needed transfusions from the severe
bleeding. Other side effects noted include diar-
rhea, nausea, vomiting, cramping and incom-
plete abortion. Long term side effects have not
been studied well, but some experts predict dire
consequences owing to the chemical similarity
of mifepristone and diethy! stilbesterol (DES) as
well as consistent negative outcomes from long
term use of fertility steroidal analogs. Several
women have died post mifepristone use.” 8848

Mifepristone has been approved for use in
France, communist China, Great Britain, Swe-
den and the United States. The US Food and
Drug Administration (FDA) , regulatory arm of
the government, all but invited RU to submit a
new drug application after the victory of radi-
cally pro-abortion Bill Clinton in 1992. Fearing a
possible reversal of pro-abortion activism at the
FDA should Clinton lose a second term, the
FDA wuse its “fast track” authority to ram the
approval of mifepristone through in July 1996.
After testing over 2000 American women as
guinea pigs at some 20 sites around the US, the
FDA approved mifepristone only to find there
were no takers for manufacture of what has
been termed the “human pesticide.” A Hungar-
ian firm, Richter Gedeon, was exposed as the
proposed manufacturer after a series of embar-
rassing events and legal wrangling between
various pro-abortion factions including the

A
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Rockefeller Foundation’s front operation, the
Population Council (PC) and a California dis-
barred lawyer who was convicted of a felony
while he lived in North Carolina. At press time
(early 1998) there is no current known manufac-
turer or distributor of mifepristone for the US.
Inordinate secrecy over the mifepristone approval
process by the PC as well as the FDA has brought
a whole new meaning to “open government.”

Epostane is an experimental anti-progester-
one owned by Sanofi, formerly known as
Winthrop-Sanofi, a subsidiary of the French
firm Sanofi SA. Before bought by Sanofi,
Winthrop was a Rockefeller pharmaceutical
firm, named after one of the family’s patriarchs.
Epostane was originally an Eastman-Kodak
patent holding before being sold to Winthrop
after much pro-life pressure. Epostane has a dif-
ferent mechanism of action than the other anti-
progesterones, but with the same net effect of
sloughing off of the developing child from the
endometrium.”

The other anti-progesterones (onapristone,
lilopristone, etc.) have been found to be even
more potent than mifepristone, thereby allow-
ing use of small doses of the drug as well as
lower doses of concurrent PG. They have also
shown a more favorable side effect profile vis-a-vis
mifepristone.

Schering AG’s subsidiary, Berlex (cf. Part I
of this booklet) had tested Onapristone in the
US at Jesuit-run Georgetown University Hospi-
tal under the pretext of a possible treatment for

19

breast cancer. All reputed “medical” uses for
mifepristone and the other anti-progesterones
have proven to be universally dismal failures,
despite a well-orchestrated campaign of public
relations puff pieces extolling all the “break-
through” uses for these powerful steroids. To
date, only elective chemical abortion has shown
to be the sole effective use of anti-progesterones.
On 25 January 1993, a few days after Clinton’s
inaugural, four pro-abortion congressmen —
Ron Wyden (D-OR), Henry Waxman (D-CA),
Patricia Schroeder (D-CO) and Joe DeFazio (D-
OR) — introduced legislation authorizing the
National Institutes of Health to conduct tests on
all potential uses for anti-progesterones, accord-
ing to the pharmacy journal Drug Topics.

Progestins

Depo-Provera (depot medroxyprogesterone
acetate, DMPA) is made by the original “Mer-
chant of Death”, Upjohn of Kalamazoo, MI, now
merged into the Swedish company known as
Pharmacia & Upjohn. DMPA was originally ap-
proved for treatment of endometrial cancer and
the FDA had consistently denied Upjohn’s ap-
plications for Depo-Provera as a “contracep-
tive” until 29 October 1992. Although available
for many years as a contraceptive/abortifacient,
it was now legal for doctors to prescribe it for
what was previously an “off label” use.

Like other progestins, DMPA has the same
mechanism of actions: poor suppression of ovu-
lation, change in the cervical mucosal consis-

AT A s



20

tency to prevent migration of sperm, and alter-
ing the endometrium from a proliferatory to a
secretory consistency so as to render implanta-
tion/nidation very difficult if not impossible. "
It is the latter mechanism which is abortifacient.

DMPA is given as an injection of 150mg of
the drug intramuscularly (IM) every 3 months.
Irregular bleeding is troublesome in most studies
conducted and after one year’s use, most women
are amenorrheic, a source of much apprehension
and reason for discontinuance in the Third World
countries where WHO, IPPF and their fellow
travelers have imposed this Western contracep-
tive imperialism on a less than receptive popu-
lace, many of whose cultures see fertility as a
badge of honor and a very desirable thing.!>”!

Long term safety of this chemical weighs
against it. There has been an increased risk of
breast, hepatocellular and cholangio carcinomas.
Serum lipids and glucose tolerance have also been
altered. It also causes unfavorable blood pressure
and cardiovascular changes as well as altered
moods in some women, severe at times. Other
known side effects are: irregular bleeding, edema,
weight or cervical changes, cholestatic jaundice,
thromboembolic events (including stroke), de-
pression, pyrexia, insomnia, nausea, somnolence,
breast tenderness, galactorrhea, acne, hirsuitism
alopecia and rash.'* A few case controlled stud-
ies showed no increase in breast cancer.5

The pursuit of this chemical abortifacient’s
approval by the then-Upjohn can only strengthen
the boycott resolve of pro-lifers against the early
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proponent of PG abortions. As far back as 1886,
Upjohn was promoting drugs made from plants
to be used to bring on menses i.e. as abortifa-
cients. Over 110 years later and despite 25 years
of self-inflicted bad repute, Pharmacia &
Upjohn continues to disregard reasonable pleas
to get out of the blood money business. The
pleas fall on deaf ears and thus the boycott con-
tinues (cf. Prostaglandins in Part III).

Norethisterone enanthate (NET-EN, Nori-
stat) is somewhat less widely used than DMPA
and is not marketed in the US yet. Like DMPA,
however, it has also been imperialistically im-
posed on unsuspecting Third World women by
population control groups such as WHO,
UNFPA, IPPF and others. The Wall Street Journal
(2 Feb 1993) reported WHO was conducting an
internal investigation of awarding such con-
tracts, owing to financial irregularities long ago
detected and reported by other international or-
ganizations. WHO chief, Hiroshi Nakajima, or-
dered an internal probe as well as an indepen-
dent, outside audit. WHO sources stated the al-
legations centered on favoritism in awarding
contracts to research institutes.

NET-EN is associated with disruptions in
the menstrual cycle and irregular bleeding —
like DMPA — and like DMPA it also incites
changes in the endometrium which, according
to IPPF, “play a role in reducing fertility.” That
fertility reduction is via chemical abortion.®

About 0.5% of users experience heavily
vaginal bleeding requiring therapeutic interven-
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tion. Women using NET-EN are less likely to
experience amenorrhea as opposed to DMPA,
as well as to have fewer changes in biochemical
functions (cf. DMPA above).

Currently, two combined injectables (Cls)
are available but are not approved in the US:
Cyclo-Provera (depot medroxyprogesterone ac-
etate 2mg + estradiol cypionate 5mg) and HRP-
102 (norethisterone enanthate 50mg + estradiol
valerate 5mg). Cyclo-Provera is close to ap-
proval in the US while HRP-102 remains inves-
tigational. Both are given once every 28-30 days
by IM injection. Cyclo-Provera is a Pharmacia &
Upjohn product while HRP-102 is by Hoechst
Marion Roussel Pharmaceuticals (formerly
Hoechst Roussel Pharmaceuticals, hence the ini-
tials HRP in the name). The CIs attempt to
mimic OCs but using a once a month regimen
instead of daily tablets. There is limited clinical
experience with CIs but the mechanisms of ac-
tion remain the same as the OCs and include the
prevention of implantation/nidation, the aborti-
facient one.% 7!

Long term studies of the deleterious effects
of CIs and Norplant have yet to be conducted.
Prudence would presume in favor of avoiding
use in possibly pregnant or nursing mothers,
even if passage of these potent steroids in
mother’s milk is minimal as preliminary indica-
tions show.” The increased rate of feminizing
characteristics in male offspring as well as fall-
ing counts of sperm production in otherwise
healthy adult males shows a correlation be-
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tween the increased ingestion of potent steroi-
dal sex hormones and the negative effects found
in males.'?

Lastly among the progestins is that which
initially spread quickly in use and disrepute in
the US; Norplant. The Norplant System consists
of six one-inch polymeric silastic capsules im-
planted subdermally in the woman’s arm. It
claims to have a so-called “contraceptive” effi-
cacy for up to 5 years. Norplant has shown time
and again in numerous studies to be minimal in
suppressing ovulation (11-70%) while showing
high levels of ovulatory activities and follicular

development with subsequent menstrual
mca}\m.ﬁ. 88-96, 113-115

Increasing anecdotal and scientific reports
continue to surface as to the side effect difficul-
ties experienced by US and Latin American us-
ers. Some women, especially in the Third World
or welfare recipients in the US, have found it
difficult to have implants removed promptly
and without additional exorbitant fees. Nor-
plant has an average wholesale cost (AWP) to
the pharmacist of about $500 and insertion and
removal physician fees can range from $150 up
to $1000.%

Several states have taken action which
would make Norplant either mandatory and/or
coerced by juridical, psychosocial and/or eco-
nomic inducements. Cases have been litigated
in California, Kansas and Oregon as well as sev-
eral class action suits in Chicago and Georgia, as
well as a civil action of 6 women in southern
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Texas.'® 16 Case law continues to unfold in the
area of Norplant but the eugenics goal of man-
datory chemical eunuchs doesn’t seem so unreal
or far away as it may have not that long ago. In
Ohio, a bill in the 1991-92 assembly (HB 819)
would have required state enforced sterilization
or Norplant inserts for Medicaid females who
didn't “acquire the knowledge to provide
proper parental care” without defining what the
latter means. Although it didn’t make it out of
committee, the issue resurfaced in May 1995
where it was defeated again.

The US maker of the PC-owned Norplant is
Wyeth-Ayerst (American Home Products). It
does not admit of the abortifacient aspect of
Norplant but the latter is confirmed by numer-
ous studies done on Norplant in Europe and the
Third World since its introduction in Finland in
1975. A letter from Wyeth-Ayerst’s associate di-
rector of clinical development, Margaret Weber,
MD had stated: “While it is true progestins do
alter the endometrial lining, this should be con-
sidered an irrelevant by-product of progestins”

There continue to be problems with the
Norplant System. Women are suing Wyeth-
Ayerst in the several class action and individual
civil suits. Besides a civil suit of six women in
Texas recently — subsequently dismissed as a
mistrial — approximately 50,000 American
women alone are suing Wyeth-Ayerst and the
Population Council “claiming multiple and se-
vere side effects from the use of Norplant. Some
of the side effects included headaches, depres-
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sion, hair loss, facial hair [hirsuitism], acne,
amenorrhea [no bleeding], dizziness, severe
bleeding, and large bleeding clots.”** In the
above-mentioned TX civil trial, a leading Cana-
dian scientist avered that the defendents “did
more than deceive the US Food and Drug Ad-
ministration, women, and their doctors about
the contraceptive’s [sic] side effects. It comes
closer to a conspiracy.” Sales have plummeted,
resulting from bad press, lawsuits and negative
pharmaceutical reports. One such report stated:
“The FDA also stated Norplant may be related
to stroke, bleeding problems and intracranial
hypertension.”4 100,116

Anti-hCG vaccines

Being developed on at least two different
fronts are the bioengineered recombinant vac-
cines known most commonly as anti-human
chorionic gonadotropin (anti-hCG) abortifa-
cient vaccines which program the body’s im-
mune system to respond to the newly conceived
child as a “hostile” outside element. The vac-
cines — anti-hCG beta peptide vaccine (AHBP)
and the trophoblastic antigen vaccine (TBA) —
represent a new intrusion irito the delicate fertil-
ity biochemistry of humans by the eugenics/
population control extreme elements.

The key target of the various anti-hCG vac-
cines is the hCG produced by the growing em-
bryo (baby). This hormone, specifically the beta-
peptide, signals to the mother’s body that the
baby exists and that her usual monthly cycle
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stop until the baby comes to term, and that the
pregnancy continue. The focus on the beta-pep-
tide chain came because the remainder of the
hCG molecule is identical to leutinizing hor-
mone (LH) and shares much commonality with
thyroid stimulating hormone (TSH) and follicle
stimulating hormone (FSH). All 3 hormones are
critical in the normal female cycle, as well as in
other areas. The hCG is present in as little as the
day after the missed cycle (about 14-15 days af-
ter fertilization). Most home pregnancy tests are
sensitive to 25-50 mIU of hCG. The baby pro-
duces the most amount of hCG around the 3%
month of gestation, giving the mother a serum
level of 1000-50,000 mIU. After that time the
level reduces somewhat and plateaus until
term. ¥ 17 The hCG sends a message to the
corpus luteum to begin producing progester-
one, a hormone needed to sustain the preg-
nancy, especially in the first 8-9 weeks of gesta-
tion.

The first generation of anti-hCG vaccine re-
search was led by Dr Vern Stevens at Ohio State
University and Dr GP Talwar at the National
Institute of Immunology in New Delhi, India.!’8
Both continue to be active in such vaccine re-
search. Since at least 1976, support for such re-
search has come from the World Health Organi-
zation (WHO), fueled by funds from the US
government as well as anti-baby foundations
such as the Robert Wood Johnson Pharmaceuti-
cal Research Institute, Sandoz Pharmaceuticals,
the International Development Research Centre
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of Canada and the Rockefeller Foundation —
directly and via its subsidiary the Population
Council—just to mention a few.

In some versions of the anti-hCG vaccines,
other antigens are linked to the immuno-modu-
lating hCG to act as alternate carriers of the
hCG-based vaccines. This is done since about
15% of studied women in the Third World de-
veloped carrier-based immunosuppression
when repeatedly immunized with the same car-
rier. Some favorite carriers are diphtheria toxoid
(DT), tetanus toxoid (TT) and cholera toxin
chain B (CHB). In the Philippines and in Latin
America, women were given these experimental
vaccines repeatedly and falsely told the vaccines
only contained the bacterial antigens. In the
former, 3.4 million women of child bearing age
from 12 to 44 years old were vaccinated without
informed consent before the outcry from the
public, led by the Catholic Church, forced a stop
to that heinous program in 1995.1

It is not unreasonable to conclude given the
secretive and dishonest methods employed in
experimenting with these vaccines in the past,
and the public pronouncements of its research-
ers, forced chemical sterilization/abortion could
be a powerful weapon in the hands of any gov-
ernment hostile to human life, especially the
preborn in their earliest days of existence.
Talwar has stated clearly what his objective is
for such a vaccine: “A cheap birth control vac-
cine amenable to large-scale production. .. ca-
pable of preventing [sic] pregnancy. Last but
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not least, such a vaccine would be very afford-
able. ... "%

The RW Johnson Foundation is involved in
the vaccine research for Johnson & Johnson’s
drug subsidiary, Ortho Pharmaceuticals. Ortho
is very much involved in producing
abortifacients under the veneer of “contracep-
tive” and this foray into abortifacient vaccines
gives it a new avenue for revenue from chemical
abortion. Its vaccine is reported to be taken ei-
ther orally or by injection. It is claimed to be
“effective” for 2 to 5 years. It has been used in
clinical trials on baboons and human trials are
underway, according to John Herr, MD, associ-
ate professor at the University of Virginia
School of Medicine. Herr is a researcher for the
J&J vaccine.

Other players vying for anti-hCG vaccines is
Aphton Corporation, a California vaccine re-
search biopharmaceutics firm and Zonagen, a
Texas biopharmaceutical firm whose current
main revenues come from Vasomax®, an oral
treatment for male erectile dysfunction.
Zonagen is “conducting studies in collaboration
with the Shanghai Family Planning and Re-
search Institute to develop an hCG contracep-
tive [sic] vaccine” according to its web site.?!
Zonagen is also developing a “contraceptive”
vaccine called ZonaVax®. ZonaVax® is re-
ported to prevent sperm from binding to or pen-
etrating the female ovum and is alleged to be
“effective” up to a full year. Aphton will likely
take on the anti-hCG vaccine being developed
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by Pasteur Merieux Connaught (PMC), produc-
ing it in the US for the Connaught affiliate,
Bristol-Myers Squibb, in line with its multiple
PMC alliances on other therapeutic vaccines.
Anti-hCG vaccines are reported to be “effec-
tive” from 3 to 6 months.®

The other type of abortifacient vaccine, the
TBA, aborts the embryo by focusing on a “select
antigen on the trophoblastic layer of the human
embryo”, specifically the outer layer of the tro-
phoblast called the trophoectoderm.'? Research
aimed at obtaining this vaccine would eventu-
ally require dissecting developing embryos (mi-
snamed pre-embryos to make their destruction
palatable), a practice deemed acceptable by the
Ethics Committee of the American Fertility Soci-
ety, a Rockefeller-founded front for scientific
credibility. The National Institutes of Health ad
hoc committee on Human Embryo Research
also recently concluded it can support human
embryo research for the development of “birth
control” vaccines.!?

Vaccines could prove to be a popular
weapon by the New Abortionists as they are
more readily acceptable in Third World coun-
tries where contraceptive/abortifacient imperi-
alism from the eugenics driven West is always
suspect given past experience. Vaccines have
the outward appearance of being medicinal and
therapeutic, quite realistically chosen for
economy, ease of production and acceptability,
as well as length of “effectiveness”.
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TABLE II: Some abortifacient anti-progest-
erones, progestins and vaccines

Genericname  Trade name Manufacturer Statusf

Anti-progesterones

Epostane n/a Sanofi E
Lilopristone n/a Berlex/Schering AG E
Mifepristone Mifegyne/RU 486 Population Council As
Onapristone n/a Berlex/Schering AG E
Progestins

DMPA* Depo-Provera  Pharmacia & Upjohn A
DMPA + EC! Cyclo-Provera  Pharmacia & Upjohn E
NET-EN/ Cyclofem Schering AG E
NE + EV¥ HRP-102 Hoechst-Roussel E
l-norgestrel Norplant! Wyeth-Ayerst A

Norplant-2

Vaccines

Anti-hCG n/a Ortho Pharmaceutical  E
Anti-hCG n/a Aphthon E
Anti-hCG n/a Zonagen E
Anti-hCG n/a Connaught Labs E
TBA™ n/a NII (India) E
Legend:

f) A = approved for us in the USA; E = experimental/
investigational in the USA, but may be approved in other
countries. )

g) Approved for use in the USA in July 1996, but manufac-
turer has not yet been selected due to legal entanglements
and withdrawal of Gideon Richter as the designated
manufacturer as of this writing.

h) Depot medroxyprogesterone acetate 150 and 400mg in-
jection.

i) Depot medroxyprogesterone acetate 25mg + estradiol
cypionate 5mg injection.
j) Norethisterone enanthate.

k) Norethisterone enanthate 50mg + estradiol valerate 5mg
injection.

31

1) Available as 6 implantable silastic rods about 1”7 long
each (Norplant) and as 2 implantable rods (Norplant-2).

m) TBA=trophoblastic antigen-based vaccine

Prostaglandins

The category of anti-life chemicals which"
caused the most initially intense opposition
from the pro-life movement were the prostag-
landins, who prime originator was the Upjohn
Company, now merged into Pharmacia &
Upjohn, of Kalamazoo, MI.*

Prostaglandins (PGs) discussed here are:
misoprostol (Cytotec®) by GD Searle, prostag-
landin E, (Prostin E2 ®), and carboprost
tromethamine (Hebamate ®), the latter two are
by Pharmacia & Upjohn.® All three are avail-
able in the US and many other countries. A
fourth PG, gemeprost, by Rhone-Poulenc SA, is
available in Europe and had been used in con-
junction with mifepristone in France in the past.
Rhone-Poulenc SA has an American subsidiary,
Rhone-Poulenc Rorer, one of the larger Ameri-
can pharmaceutical firms. RP was also a former
long-time shareholder of Roussel-Uclaf, maker
of mifepristone, until 1997.

Misiprostol, manufactured by GD Searle of
Skokie, IL, a subsidiary of Monsanto Chemical,
is approved for use in the US as a cytoprotective
for patients using non-steroidal antiinflamma-
tory drugs (NSAIDs) to treat conditions which
cause inflammation, especially in the joints (e.g.
arthritis). It has the potential to be abortifacient
in as little as one dose and has shown that effect
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in clinical trials while it underwent approval as
a cytoprotective as well as during trials in which
it was used as a co-abortifacient along with
mifepristone. It is the PG drug of choice as an
adjunct to mifepristone in Europe, Latin
America and North America.” Amid criticism
from many sides, Searle has issued statements
condemning the use of misoprostol as an aborti-
facient, although it has taken no active role in
preventing dissemination of its product for
chemical abortion. It has stated in part:

Cytotec® was discovered and developed
by Searle for the prevention of ulcers in
people taking arthritis medications. ...
Any other use of this product constitutes
its misuse. Searle strongly opposes any ef-
fort designed to approve its use either in
the United States or elsewhere for use with
RU 486 [mifepristone] in abortion. It is not
Searle’s intention or desire to become em-
broiled in the abortion issue. . . .

Searle’s handwringing notwithstanding, it
found no problem in the same communication
(as a letter to the editor of the Wall Street Journal,
March 1993) to justify its relabeling of the prod-
uct in France as a “limited exception permitting
use in this population [women of childbearing
potential] in specialized hospitals only.” Those
“specialized hospitals” were no less than dedi-
cated abortion mills. As to Searle’s being “em-
broiled in the abortion issue”, that was a deci-
sion the company made many years ago when it
began selling two types of intrauterine devices
(IUDs), mechanical devices which are abortifa-
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cient almost 100% of the time. Searle was also
the first drug firm in the US to breach the ta-
booed wall of making and selling OCs, when it
introduced Enovid on the US market in 1960
after years of experimenting guinea pig style
with Puerto Rican women. Searle can hardly
play coy and innocent when it stonewalled and
ignored letters and protestations from thou-
sands of pro-lifers over its abortifacient chemi-
cals and devices for decades.®

PGs are the body’s most ubiquitous active
biological substances and, in synthetic forms,
can be used to induce labor during a compli-
cated delivery or — in much higher doses —
induce second and third trimester abortions.*
The PGs in the so-called E and F series induce
the most violent uterine contractions and are of
greatest interest to the abortifacient manufactur-
ers, also known as The New Abortionists. PGs
are primarily used in second trimester abortions
from the 13™ to 22 weeks of gestation. It is not
uncommon for the abortionist using PGs alone
to be faced with the “dreaded complication” of
a live abortion i.e. a baby who survives the
chemical ordeal. Many times such a situation is
handled via infanticide or outright neglect. One
trade reference states “a pre-viable fetus [baby]
aborted by these agents [PGs] could exhibit
transient life signs.”*

PGs exhibit numerous side effects, many of
which are potentially dangerous and life-threat-
ening including, but not limited to: special risks
to patients with asthma; hypotension; hyperten-
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sion; cardiovascular, renal and/or hepatic dis-
ease; anemia; jaundice; diabetes; epilepsy; a
compromised [scarred] uterus; uterine atony;
hemorrhage; incomplete abortion; induced bone
proliferation; vomiting; nausea; diarrhea; pros-
taglandin hyperthermia; headache; flushing;
anxiety; chills; leg cramps; breast tenderness;
and many others.

Pharmacia & Upjohn (under the old name of
Upjohn Company) has been the subject of an
international boycott for over 13 years with
some apparent success: the company ap-
proached some pro-life leaders in 1994 to call off
the boycott and to equivocate on the abortifa-
cient properties of its long-acting Depo-Provera
(see section on Progestins; cf. Beginnings, Jan/
Feb 1993 AD). No serious-minded pro-life
group shows any sign of letting up on the
Pharmacia & Upjohn boycott until the latter —
the original “Merchant of Death” — makes a
serious show of stopping the manufacturing,
marketing and distribution of abortifacients in
the US and abroad.

Intrauterine Devices (IUDs)

Intrauterine devices (IUDs) are abortifacient
devices which kill preborn children by means of
copper or progesterone contained on them via
two mechanisms of action: interfering with en-
zymatic processes (as in the case of copper) or
interfering with implantation/nidation of the 5
to 14 day old embryo (baby) by chemical or me-

chanical inflammation of the endometrium.”” .
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The latter is stated in the literature as “alteration
of the uterine milieu to prevent nidation. * In the
case of a progesterone-laced plastic IUD (i.e.
Progestasert ®), the progesterone is slowly re-
leased and chemically suppresses proliferation
of the endometrial tissue, induces it to be in a
secretory phase and, thus, prevents the en-
dometrium from supporting the pregnancy.* '

The Dalkon Shield® fiasco, which bank-
rupted the AH Robins Company in the 1980s
and threw it into the arms of another New
Abortionist, Wyeth-Ayerst/American Home
Products, paved the way for near elimination of
these devices of death. In 1986, after many law-
suits and millions of dollars in settlement costs,
GD Searle (see above under Prostaglandins)
withdrew its Cu-7® and Tatum-T® IUDs from
the US market, but continues to sell and distrib-
ute these devices in Canada and other coun-
tries.”* For example, in the newly independent
country of Slovenija, a former satellite state of
Jugoslavija, with a nominal Catholic population
of 90%, at least 25% of women of childbearing
potential have been reported to use abortifa-
cient IUDs, some of them Searle products, ac-
cording to an International Planned Parenthood
Federation newsletter in 1988.

In recent years, IUD apologists have con-
cocted a new mechanism of action theory for
IUDs in which an IUD somehow (with no cred-
ible explanation) prevents fertilization of an egg
by a sperm — despite over 25 years of experi-
ence and research to the contrary. Since being
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approved on the US market all JUDs must be
labeled as interfering with enzymatic processes
and interfering with nidation [implantation]
based on the FDA regulations contained in the
Federal Register, the official publication of US
federal statute rules and regulations. This re-
quirement remains in force at the present time.
One recent pamphlet published by Ortho Phar-
maceuticals/Johnson & Johnson' states, “[the
IUD] is a highly effective contraceptive [sic] and
is thought to work by preventing sperm from
reaching or fertilizing the egg.” Yet no proof or
documentation is given to back up this falla-
cious assertion. IUDs mechanically or chemically
inflame the endometrial tissue, thereby severely
reducing its ability to maintain implantation and
the pregnancy. Likewise, the copper IUDs (e.g.
ParaGuard®, Cu-7® and Tatum-T®) interfere
with critical enzymatic processes in the blasto-
cyst stage of the preborn’s development.!" '

Women using the IUDs are at great risk for
serious adverse effects the most notable are pel-
vic inflammatory disease (leading many time to
sterility), perforation of the uterus, infection,
pelvic pain and ectopic pregnancy.”® Women
using TUDs are 1000% more at risk for develop-
ing ectopic (tubal) pregnancies which nearly al-
ways end with killing of the preborn or risk of
rupture and/or death of the mother if preg-
nancy continues.'?

Other side effects of IUDs include: sponta-
neous abortion in post-TUD removal pregnancies,
endometritis, septicemia and many others.**1%
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ParaGard® T380-A IUD was originally
made by GynoPharma on license from the
Rockefeller-funded Population Council. It is
now made and distributed by Ortho Pharma-
ceutical, no recent entry as a New Abortionist.
The PC also holds the patent rights to the aborti-
facients Norplant® and mifepristone (RU 486)
in the US.

TABLE III: Some abortifacient PGs and IUDs

Generic name Trade name Manufacturer
Prostaglandins (PGs)

Carboprost

tromethamine Hemabate Pharmacia & Upjohn
Gemeprost Sulprostone Rhone Poulenc Rorer”
Misoprostol Cytotec GD Searle®
Prostaglandin E, Prostin E, Pharmacia & Upjohn
Intrauterine Devices (IUDs)

n/a Cu-7 GD Searle

n/a ParaGard T380-A GynoPharma

n/a Progestasert Alza

n/a Tatum-T? GD Searle

n= not approved in the USA but readily available in Eu-
rope; originally the PG used with mifepristone

o= only approved as a cytoprotective in the USA and many
other countries

p=currently not available in the USA but readily available
in many other countries

Methotrexate (MTX)

Methotrexate is in the antimetabolite family
of antineoplastic drugs. It is also referred to by
the chemical name amethoptorin or the acro-
nym MTX.
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MTX acts by competitively inhibiting a key
enzyme necessary for normal cell growth,
dihydrofolic acid reductase.

Actively proliferating tissue such as malig-
nant cancer cells, bone marrow, fetal cells, buccal
and intestinal mucosa, and cells of the urinary
bladder are generally more sensitive to this ef-
fect of MTX.*

MTX is used for certain cancers, psoraisis
unresponsive to other therapy modalities, rheu-
matoid arthritis unresponsive to other therapy
modalities and for unlabeled uses of adjuvant
therapy in non-metastatic osteosarcoma, and to
reduce corticosteroid requirements in patients
with severe corticosteroid-dependent asthma.

In the “warnings” section of a highly re-
spected pharmaceutical reference book, it is
stated, “MTX has caused fetal death and con-
genital anomalies... women of child-bearing
potential should not receive MTX until preg-
nancy is excluded and they should be fully
counseled on the serious risk to the fetus [baby]
should they become pregnant while undergoing
treatment. . . . Do not administer to pregnant. ..
patients.” Other sources state similar warnings.*

Besides a laundry list of severe side effects
and precautions, MTX has the ability — like
many drugs used to treat cancer — to induce
cancer in a non-cancerous patient, even in as
few as one or 2 doses. The amounts used in
chemical abortion approximate the equivalent
of 30-50 tablets of MTX.
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MTX was initially used as an abortifacient in
the mid-to-late 1980s ostensibly for ectopic
pregnancies which could or would not resolve
naturally. Recently, a subset of physicians, who
otherwise would not perform surgical abortion,
are using the MTX/misoprostol combination to
kill the very young preborn baby at the cellular
level and then expulse it by the violent contrac-
tions induced by the prostaglandin misoprostol.

For less than $20 (at pharmacist’s average
wholesale price), the New Abortionists are rack-
ing up these early chemical abortions, charging
clients the same as the standard first trimester
surgical abortion. A number of tests have been
conducted with approval of the FDA in a vari-
ety of places. On 3 March 1998 it was reported
by a notorious Vancouver, BC abortionist at the
National Abortion Federation’s 20* annual
meeting in 1996 that “several other practitio-
ners. . . are using methotrexate in small commu-
nities. . . ."*¥

The innovator of MTX was Lederle Labora-
tories, formerly part of American Cyanamid
and now part of the American Home Products
conglomerate which includes Wyeth-Ayerst,
AH Robins and ES], inter alia. There are a num-
ber of generic versions of MTX. One uncon-
firmed inside source indicated Wyeth-Ayerst
had conducted meetings shortly after acquiring
Lederle, instructing its sales representatives on
how to market MTX as an abortifacient to recep-
tive physicians. If true, such a report does not
bode well for the vulnerable preborns.
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TABLE 1V: Methotrexate (MTX)4

Generic name Trade name Manufacturer

Methotrexate MTX, methotrexate Americal, Barr,
injection sodium, Quad, Adria,
assorted others DuPont, Mylan,
Lyphomed,
Cetus, Astra,
VHA Supply
Methotrexate Rheumatrex Lederle/Wyeth-

Ayerst, Barr
q= the number of chemical abortions cannot be estimated
at present due to lack of reporting mechanisms. Chemical
is an unapproved, but not illegal, use of MTX.

Part 111

Do the numbers add up?

This section will deal with the statistics and
numbers estimated by the author as to how
many chemical, mechanical and surgical abor-
tions there are annually in the USA alone. A
biostatistician and an environmental epidemi-
ologist from the University of Pittsburgh as well
as a technical consultant from Ohio State Uni-
versity assisted the author.

This section will discuss the various meth-
ods of chemical and mechanical assaults against
preborn life and will attempt to quantify the
estimated number of abortions which are due to
each form of abortion. These numbers are just
estimates and have been very conservatively
surmised based on the best information known
at the time of writing. They clearly lay out the
truth that many so-called “contraceptives” are,
in fact and deed, many times abortifacient.

A. Oral Contraceptives (OCs)

Oral contraceptives (OCs) have a three-fold
mechanism of action which has been elucidated
in numerous studies and papers: 1) they sup-
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press ovulation [a contraceptive effect]; 2) they
alter cervical mucus to reduce sperm migration
into the cervical os [a contraceptive effect]; and
3) they alter the biochemical milieu in the en-
dometrium resulting in prevention of implanta-
tion/nidation. The latter is an abortifacient
mechanism of action.

OCs have a breakthrough ovulation rate of
anywhere from 2 to 10%* This figures varies
from study to study. For example, one study by
van der Vange found an ovulation rate of 4.7%
using all low dose OCs, the only kind found in
the USA any longer.”® Various estimates are
given as to the number of women using OCs in
the USA (and elsewhere for that matter). The
most recent data available at time of writing
was the IMS America National Prescription Au-
dit run during November 1996.7% It is estimated
that 60 million new OCs prescriptions were
written in 1996 up from the 55 million written in
1991. A roughly equal number of refills can be
attributed to the same year based on figures
found in the Lilly Annual Report. This would
amount to about 10 million woman-years of OC
use in 1996. Due to discontinuance or non-com-
pliance during the year the total number of ac-
tual users may be slightly higher, as was re-
ported in the 1991 Ortho Contraception Re-
port.®

Using our estimates from above on ovula-
tion rates and number of women-years usage, a
2% ovulation rate yields 200,000 ovulatory
cycles. It is also known that in any given cycle,
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there is a 25% overall conception rate for “nor-
mally fertile couples of average sexual activ-
ity.”? Multiplying the two yields a result of
50,000 chemical abortions per cycle or 600,000
per annum.

A 10% rate yields 1,000,000 ovulatory cycles
multiplied by the 25% conception rate for a re-
sulting 250,000 chemical abortions per cycle or
3,000,000 per annum. Thus we have a range of
600,000 to 3 million chemical abortions per an-
num in the USA based on 1996 usage of OCs.

B) Intrauterine Devices (IUDs)

IUDs work by interfering with the enzy-
matic processes of the developing blastocyst
and by biochemically or mechanically inflaming
the endometrium whereby it is inhospitable to
implantation/nidation. Also, progestin-laden
IUDs (e.g. Progestasert ®) act by altering the
endometrial milieu making it also inhospitable
to implantation/nidation.” It does not act as a
“contraceptive.”

The probability of conception using an IUD,
based on an estimated 1.5 million users in the
USA multiplied by the 25% conception rate
yields 375,000 conceptions, since TUDs do not
prevent ovulation (despite a disinformation cam-
paign recently by population control groups
and manufacturers). It is also known there is a
15% IUD user unplanned continued pregnancy
rate. Therefore, 56,250 pregnancies are contin-
ued per cycle, yielding 318,750 mechanical abor-
tions per cycle or 3,825,000 per annum.
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C) Depo-Provera (DMPA)

This long-acting synthetic progestin is in-
jected intramuscularly into the deltoid or glu-
teal muscle every 3 months. It was approved by
the FDA in December 1992 for so-called “contra-
ceptive” use. Depo-Provera (depot medroxy-
progesterone acetate; DMPA) has been available
for over 25 years and many physicians have
used it for its abortifacient properties, an unla-
beled and at the time unapproved indication,
but one which is perfectly legal in the USA.
Based on an estimated 1.5 million users (and
increasing yearly) and an ovulation rate esti-
mated at 40-60%,'® 1% we can determine at the
lower rate there are 600,000 ovulatory cycles
multiplied by the 25% conception rate yielding
about 150,000 chemical abortions per cycle or
1,800,000 per annum.

At the 60% ovulation rate, we have 900,000
ovulatory cycles multiplied by a 25% conception
rate yields 225,000 chemical abortions per cycle
or 2,700,000 per annum. It must borne in mind
the worldwide chemical abortion number (for
this and other products mentioned herein) must
be quite significant since it has been used in
developing Third World countries for over 25
years, many times without local government
sanction, shipped from Pharmacia & Upjohn's
facility in Belgium.

Besides being very poor at suppressing ovu-
lation, DMPA also acts by altering the endome-
trial milieu, preventing implantation/nidation
by the tiny preborn human.*®
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D) Norplant (levonorgestrel implants)

Norplant (levonorgestrel implants) is a sub-
dermal implant of six one-inch long silastic rods
which slowly release the synthetic progestin
levonorgestrel for a period of up to 5 years.
There are an estimated 1,000,000 users — down
significantly from a few years ago following nu-
merous lawsuits — in the USA with another
million users worldwide according to Wyeth-
Ayerst, distributor of the product in the US for
the patent holder, the Rockefeller funded Popu-
lation Council. Like other progestins (supra A
and C) Norplant is poor at suppressing ovula-
tion and acts as an abortifacient with an ovula-
tion rate from 11 to 70%.%

At an 11% ovulation rate, there are an esti-
mated 110,000 ovulatory cycles multiplied by a
25% conception rate yielding 27,500 chemical
abortions per cycle or 330,000 per annum.

At a 70% ovulation rate, there are an esti-
mated 700,000 ovulatory cycles multiplied by a
25% conception rate yielding 175,000 chemical
abortions per cycle or 2,100,000 per annum.

E) Prostaglandin (PG) and Saline abortions

Based on data from the Centers for Disease
Control and Prevention (CDC), there are ap-
proximately 50,000 to 100,000 PG and saline
abortions per year combined.?

F) Surgical abortions

Based on data from the CDC for 1994, and
figures provided by the Alan Guttmacher Insti-
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tute (a subsidiary of Planned Parenthood), there
are approximately 1,300,000 surgical abortions
reported annually in the USA. Actual figures
may be higher due to inconsistent reporting re-
quirements and mechanisms in various states.

Conclusion

Summing up the above figures brings a
grand total range of 7,905,000 to 13,025,000
chemical, mechanical and surgical abortions in
the USA annually. The good news is that with
increasing awareness of the true mechanisms of
various abortifacient “contraceptives”, more
women are opting out of the contraceptive/
abortion mindset. The bad news is that the stag-
gering figures are still immensely high and ho-
locaust in proportion. Extrapolating our find-
ings above from 1973 — the year of legalization
of abortion on demand in all 50 states — a total
of 197,625,000 to 325,625,000 chemical, mechani-
cal and surgical abortions have wiped out the
equivalent of the entire US population, more or
less. Truly, this has been the bloodiest century

" in history.

Prescription for Victory

Clearly the present atmosphere surrounding
the pharmacy profession does not bode well for
preborn babies as pharmaceutical companies —
the New Abortionists — rush to make and mar-
ket an increasing number and types of deadly
chemicals and devices. At the time of writing,
there are 14 new products being tested with the
intention of marketing in the near future in the
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US alone. With the data revealed herein that 7.9
to 13 million chemical, mechanical and surgical
abortions occur yearly based on conservative esti-
mates, the fear of future potential holocausts
with the likes of mifepristone (RU 486) pale in
comparison to what has been already occuring
right under most peoples’ noses.

Pharmacists For Life International (PFLI)
and all those pharmacists who maintain a shred
of moral scruples in their practice can do noth-
ing less than demand that patients be clearly
and with complete disclosure informed of all
mechanisms of action of so-called “contracep-
tives” so they may truly make an informed deci-
sion when considering use of these dangerous
and toxic chemicals and devices. They must be
apprised that these products do not serve to
remedy, restore or treat bona fide medical condi-
tions.

At the same time, as we appear to be careen-
ing toward the precipice of death on demand,
pharmacists must lobby and secure a conscience
clause (e.g. PFLI's Model Pharmacist’s Conscience
Clause) which protects their right to conscien-
tious objections to dispensing abortifacient or
potentially abortifacient chemicals and devices.
Nothing less will do.

A prescription for victory in this battle for
the basic, God-given right to life must include
much prayer and fasting, active education of the
health professions and the public by pharma-
cists, pro-active membership in groups like PFLI,
as well as prudent and judicious boycotting the
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products of the New Abortionist drug manufac-
turers to the extent possible and practical with-
out jeopardizing one’s health.

About the author: Dr Bogomir M Kuhar is
founder and Executive Director of Pharmacists
For Life International. He is a clinical and con-
sultant pharmacist as well as an instructor of
pharmacology. PFLI publishes its quarterly
newsletter Beginnings and welcomes new mem-
berships from pharmacists ($40 per year), non-
pharmacists ($25 per year) and students/techni-
cians ($15 per year). All donations are tax-de-
ductible to the full extent of the law.

Pharmacists For Life International
PO Box 1281 * Powell, OH 43065-1281 USA
Phone: 740-881-5520
Fax: 707-667-2447
e-mail: pfli@pfli.org
Web page —http:/ /www.pfli.org

INFANT HOMICIDES THROUGH
CONTRACEPTIVES

5th Edition — July 2003 AD

Footnotes

1. Kleinmann RL (ed.), Hormonal. contraception, p. 21 (1990),
London: International Planned Parenthood Federation Medi-
cal Publications.

2. Kleinmann RL (ed.), Family planning handbook for doctors, pp
36-7 (1988), London: International Planned Parenthood Fed-
eration Medical Publications.

3. Anonymous, A guide to methods of birth control (wall chart)
(1991), Population Crisis Committee, 1120 19th Street, NW,
Washington, DC 20036.

4. Olin BR (ed.), Drug facts and comparisons, p 107b ff (updated
monthly through June 1995), Earth City, MO: Lippincott Pub-
lishing Company.

5. Wyeth-Ayerst-Lederle (American Home Products) patient
package insert for LoOvral (1991), New York.

6. Ortho Pharmaceutical Corporation (Johnson & Johnson) pa-
tient package insert for Ortho-Cyclen (1992), Raritan, NJ.

7. Ortho Pharmaceutical Corporation (Johnson & Johnson) pa-
tient package insert for Ortho-Tri-Cyclen (1992), Raritan, NJ.

8. Organon Inc. (NV Organon) patient insert for Desogen
(1992), West Orange, NJ.

9. Schering AG (Ireland) patient package insert for Femodene
(1988), Dublin.

10. Anonymous, Facts about oral contraceptives, US Dept. Of
Health and Human Services, Public Health Service, National




Institutes of Health, National Institute of Child Health and
Human Development brochure (1984), Washington, DC: US
Government Printing Office.

11. Weckenbrock P, The Pill: how does it work? Is it safe?, pp 2-4,
(1993), Cincinnati, OH: Couple to Couple League Inc.

12. Espinosa JC, Birth control: why are they lying to women?, p 26,
(1980), Gaithersburg, MD: Human Life International.

13. van der Vange N, Seven low-dose oral contraceptives and their
influence on metabolic pathways and ovarian activity, p 88,
master's thesis (1986), Utrecht, Holland: Reijksuniversiteit te
Utrecht.

14. van der Vange N, Ovarian activity during low dose oral con-
traceptives in Contemporary Obsterics and Gynecology,
Chamberlin G (ed.), pp 315-26, (1988), London: Butterworths.

15. Peel ] and Potts M, Textbook and contraceptive technology, pp
98-9, (1964), Cambridge, England: Cambridge, England: Cam-
bridge University Press.

16. Norris P, The pill and sex: risks to health and fertility. A basic
guide for parents and teenagers. (1986), Merryside, England: The
Medical Education Trust.

17. White M, The pill: the gap between promise and performance, p
7, (1985), Bucks, England: The Responsible Society Research
and Education Trust.’

18. Kent M, Haub C. World Population Data Sheet. (1985),
Washington, DC: Population Reference Bureau.

19. Vessey MP et al. Fertility after stopping different methods
of contraception. Br Med J. 1978; 1:265.

20. Hatcher RA et al. Contraceptive Technology 1986-87, 13th ed.,
(1986}, New York: Irvington Publishers.

21. Israel R et al. Single luteal phase serum progesterone assay
as an indicator of ovulation. Am | Obstet Gynecol. 1972;
112:1043.

22. Ramcharan S et al. General summary of findings; general
conclusions; implications. In: Ramcharan et al, eds. The Walnut
Creek Contraceptive Drug Study: A Prospective Study of the Side
Effects of Oral Contraceptives. vol. 3. An interim report: a com-
parison of disease occurrence leading to hospitalization or
death in users and nonusers of oral contraceptives, (1981:1),
Bethesda: Center for Population Research.

23. Carlson WR, Letter to John F Mueller, 17 Oct 1991, Bristol-
Myers Squibb Company, New York.

24. Killick S, Eyong E, Elstein M. Ovarian follicular develop-
ment in oral contraceptives cycles. Fertil Steril. 1987; 48(3): 409-
13.

25. Reinders TP, Ruggerio R], Steadman S. Methods of birth
control: assessment skills for pharmacists. pp 10-16 (1985).
Sponsored by Syntex Corp. Washington, DC: American Phar-
maceutical Association.

26. Argument by Frank Sussman, cousel for Missouri Abor-
tion Clinics [in Webster v Missouri], New York Times, national
edition, 27 Apr 1989, p 15.

27. Ehmann R. Problems in family planning. Report delivered at
the International Congress of the World Federation of Doctors
Who Respect Human Life, Dresden, Germany, (1990).

28. Ehmann R. Consequences of contraception and abortifacient
birth control. (1994). Gaithersburg, MD: Human Life Interna-
tional.

29. Abramowicz M et al (eds.), Choice of contraceptives. The
Medical Letter. 1992; 34 (885): 111-4.

30. USP-DI Drug information for the health care professional,
15th ed. Vol L pp 1270-8, (1995), Taunton, MA: Rand McNally.

31. International Medical Advisory panel statement on oral
contraception, IPPF Medical Bulletin, 1993; 27(1):3-6.

32. Horner ES. Evolution of oral contraceptives. US Pharmacist.
Women's health issues special edition, 1993 (2):22-33.

33. Diamond E. Contrived publicity for the abortion pill. The
Medical-Moral Newsletter. 1992; 29(9): 1-4.

34. Darney R et al. Evaluation of a one-year levonorgestrel-
releasing contraceptive implant: side effects, release rates, and
biodegradability. Obstet Gynecol Survey. 1992; 47(11): 805-7.

35. Kippley JF. The pill and early abortion. ALL About Issues.
1989; 4:22-3.

36. Melnick AR. Abortion-inducing pills present druggists
with ethical quandry. Pittsburgh Press. 11 Nov 1990, p 1A.

37. Kuhar BM. Pills and IUDs: abortifacients. HLI Reports. Apr
1990. Pp 4-5.

R RO,




38. Kuhar BM. Pharmaceutical companies: the new abortion-
ists. HLI Reprint No. 16. (1989). Gaithersburg, MD: Human Life
International.

39. Anonymous. More than one-half of American women us-
ing some type of birth control method. Pharmacy Today. 1995;
17); 1-2, 8.

40. Cohen H, Ngo MN. Selected antimicrobial interactions.
Pharmacy Times. 1995; 4:39-48.

41. Hansten PD, Horn JR. Drug Interactions and Cmmmﬁmm
(1994). Vancouver, WA: Applied Therapeutics, Inc.

42. Olin BR, op cit. p 109-111 £f.

43. Wysowski DK, Green L. Serious adverse events in Nor-
plant users reported to the Food and Drug Administration's
MedWatch spontaneous reporting system. Obstet Gynecol.
1995; 85:538-42.

44. Jellin JM (ed.). Problems with the contraceptive Norplant.
Pharmacist’s Letter. 1995; 11(5):27.

45. McCormick EM. 1991 birth control study; the pill is still
first choice. Pharmacy Times. 1992; (1):31-40.

46. Seton C. ‘Safe’ pill linked to death. The (London) Times
Saturday. 28 May 1988, p 1.

47. Pugh CB. Methods of contraception. Amer Druggist. Special
CE Edition. 1988; (10):68-85.

48. US Food and Drug Administration news release. HHS
News. 14 April 1988. Rockville, MD.

49. Goodman L, Gilman G (eds.), in The Pharmacological Basis of
Therapeutics. 5th ed., (1975), p1444.

50. Walters JH et al (eds.). Oral contraceptives report 1985.
Report on oral contraceptives, 1985 by the special committee
on reproductive physiology to the Health Protection Branch
Health and Welfare Canada (1985) pp 5-23. Ottawa, Quebec.

51. Marshall RG, Ratner H. Oral ‘contraceptives’: the medical
evidence for covert abortion. ALL About Issues. 1986; (10):6-11.

52. Anonymous. 63 million married women are on the pill. US
Pharmacist. 1989; (9):16.

53. McComb J. Monitoring oral contraceptive patients. NARD
Journal. 1992; (4):87-91.

54. Bauer LA. OC/antibiotic interactions. Amer Druggist. 1989;
(3):40.

55. Anonymous. Silent Abortions. (1985). pp 2-6. Libertyville,
IL: WELS Lutherans for Life, lllinois-Indiana Chapter.

56. Brown J, Hildabrand JR. The pill: safe? for whom? ALL
About Issues. 1988; (4):40-41.

57. Deer B. Exposed: the bogus work of Prof. Briggs. The (Lon-
don) Sunday Times. 28 Sept 1986, p 26.

58. Deer B. Inquiry ordered on professor's bogus pill tests. The
(London) Sunday Times. 5 Oct 1986, p1.

59. Anonymous. Issues in contraceptive development. Popula-
tion. (1985), pp 1-15. No. 15. Washington, DC: Population Cri-
sis Committee.

60. Sterns D, Sterns G, Yaksich P. Gambling with life: how the
IUD and the pill work. (1989). Stafford, VA: American Life
League.

61. Weckenbrock P. Evidence that requires a conclusion. CCL
Family Foundations. 1991; p 19.

62. Gardner G, Dray S, Fidler C. Letter to Woman Alive maga-
zine (with 3 references). 1 Dec 1991. Cheshire, England.

63. Ruggerio R]. Contraception. in Applied Therapeutics: The
Clinical Use of Drugs. Young LY, Koda-Kimble MA (eds.)
(1990), pp 1463-88. 4th ed. Vancouver, WA: Applied Thera-
peutics Inc.

64. Hamilton CJCM, Hoogland HJ. Longitudinal
ultrasonographic study of the ovarian suppressive activity of
low-dose triphasic oral contraceptive during correct and in-
correct pill intake. Am | Obstet Gynecol. 1989, 161:1159-62.

65. Chrousos GP. The hypothalmic-pituitary-adrenal axis and
immune-mediated inflammation. N Engl | Med. 1995; 332 (20):
1351-62.

66. Contraceptives [68:12] In: American Hospital Formulary Ser-
vice Drug Information 1993: 107b-108.

67. Roberge LF. Abortifacient vaccines: the hCG vaccine. Be-
ginnings. 1994; 10(86):1-4.

68. Stevens VC. Birth control vaccines and immunological ap-
proaches to the therapy of non-infectious disease. Infectious
Dis Clinics of N America. 1990; 4(2):43-54.




69. Talwar GP et al. A birth control vaccine is on the horizon
for family planning. Annals of Med. 1993; 25(2):202-12.

70. Brown ], LeJeune J, Marshal RG. RU-486: the human pesti-
cide. (1989). Stafford, VA: American Life League.

71. Ehmann R. Abortifacient contraception: the pharmaceutical Ho-
locaust. pp1-18ff, (1993). Gaithersburg, MD: Human Life Inter-
national.

72. Ylikorkala A et al. Abortion with RU486. Obstet Gynecol.
1989; 74:4.

73. Herranz G. Report on the compound RU486 (mifepristone).
University of Navarra, Espafia. 19 Apr 1991, p 8.

74. Raymond ], Klein R, Dumble L. RU486: Misconceptions,
myths and morals. (1991). Cambridge, MA: Institute on Women
and Technology.

75. Ullmann A et al. Termination with RU486 and a prostag-
landin analog. Acta Ob Gyn Scand. 1992; 71:166.

76. Symposium: Antiprogestin drugs: ethical, legal and medical
issues. The American Society of Law and Medicine. Arlington,
VA, 6-7 Dec 1991.

77. Report of International Planned Parenthood Federation
Europe Region Meeting on RU486, Hochst, Federal Republic
of Germany, 2 Dec 1989, pp 3-5ff.

78. Baulieu EE. RU486 as an antiprogesterone steroid: from
receptor to contragestion and beyond. JAMA. 1989; 262;1818-
14.

79. Regelson W, Loria R, Kalimi M. Beyond ‘abortion”: RU486
and the needs of the crisis constituency. JAMA. 1990;
264(8):1026-7.

80. Nathanson B, Nathanson A. Bernadell Technical Bulletin.
1990; 2(4):1-3.

81. Editorial. Kessler and Clinton. Wall Street Journal. 21 Jan
1993, p Al4.

82. Turner R. More French early abortion patients select medi-
cal abortion than surgery, but dissatisfaction is greater. Family
Planning Perspectives. 1992; 24(6):278-9.

83. Glasow RD. The RU486 abortion technique; Part I: mecha-
nism of action. Science for Life. 1992; 2(1):1-4.

84. Glasow RD. The RU486 abortion technique; Part II: risks
and politics. Science for Life. 1993; 2(1):1-4.

85. Drug Brief: Mifepristone (RU486), “a politically offensive
drug”. Monograph paper of the Canadian Pharmaceutical As-
sociation. (1992). 92-2; 92-11-18.

86. Anonymous. Noticeboard. A death associated with
mifepristone/sulprostone. Lancet. 1991; 337:969-70.

87. Peyron R, Auberry E, Targosz V et al. Early termination of
pregnancy with mifepristone (RU486) and the orally active
prostaglandin misoprostil. N Engl ] Med 1993; 328 (21):1509-13.

88. Appleton J. Norplant: the subdermal implant method of
birth control. (1994). St Paul, MN: Pro-Life Action Ministries.

89. Severyn KM, Brown J. What is Norplant? (1992, 1994).
Stafford, Va: American Life League.

90. Gomes dos Reis AR. Norplant in Brazil: implantation strat-
egy in the guise of scientific research. Issues in Reproductive and
Genetic Engineering. 1990; 3(2): 111-18.

91. Sujuan G, Sivin I et al (Population Council). A two year
study of acceptability, side effects and effectiveness of
Norplant and Norplant-2 implants in the People's Republic of
China. Contraception. 1988; 38(6):641-57.

92. Hilgers TW. Norplant. Linacre Quarterly. 1993; (2):64-69.

93. Segal SJ, Alvarez-Sanchez F, Branche V et al. Norplant
implants: the mechanism of contraceptive action. Fertil Steril.
1991; 56:273.

94. Severyn KM. A hidden side of Norplant. Celebrate Life.
1994; (4):16-7.

95. DuPlantis L]. Norplant: facts and summary. (1992), Powell,
OH: Pharmacists For Life International.

96. Croxatto HB et al. Histopathology of the endometrium
during continuous use of levonorgestrel, pp 290-295 in
Zatuchini GI et al (eds.) Long acting contraceptive delivery sys-
tems. (1984). New York, NY: Harper and Roe Publishers.

97. Kuhar BM. IUD: device of death. HLI Reprint No. 9 (1989).
Gaithersburg, MD: Human Life International.

98. The Wanderer. TUD manufacturer GD Searle and Co. found
negligent. 29 Sept. 1988.

R



99. Anonymous. Costly lawsuit. Amer Druggist (Teleflashes).
Oct 1988.

100. Jane Doe, Annrita Garcia, Mary Roe, And Leticia Walker v.
Wyeth-Ayerst Laboratories, No. 93 L 11096 (filed 5 Nov 1993),
Circuit Court of Cook County, IL.

101. USP-DI Drug information for the health professional, 15th
ed., Vol I, pp 833-8, (1995), Taunton, MA: Rand McNally.

102. Drugdex drug evaluation: oral contraceptives, combina-
tion. Micromedex. Dec 1997.

103. McHenry C (ed.). IMAP statement on steroidal oral con-
traception. IPPF Medical Bulletin. 1995; 20 (4):1.

104. Goldzieher J. Trends in oral contraceptive development
and utilization: looking to the future. The Contraception Report.
1997; 7 (5):8.

105. Kahlenborn C. How. do the pill and other contraceptives
work? Life Advocate. 1997 (July); 12 (10):20-25.

106. Somkuti SG, Sun J, Yowell CW, et al. The effect of oral
contraceptive pills on markers of endometrial receptivity.
Fertil Steril 1996; 65:484-8.

107. Wilks J. A consumer’s guide to the pill and other drugs.
27 edition (1997), Stafford, VA: American Life League.

108. Brown J. The pill. Communigue’. 21 Feb 1997, pg 4.

109. Strobhar T and Williams T (eds.). Oral contraceptives:
dangerous and deadly. Advisor. 1997; 3 (3): 1-2, insert.

110. Gerald GG, Freeman RK and Yaffe SJ (eds.). Drugs in
pregnancy and lactation. 3% edition (1990), Baltimore, MD:
Williams and Wilkins.

111. Murphy JL (ed.). Monthly prescribing guide (April 1998),
New York: Prescribing Reference Inc.

112. Sharpe RM and Skakkebaek NE. Are oestrogens involved

in falling sperm counts and disorders of the male reproductive
tract? Lancet 1993; 341:1392-5.

113. Brache V, Alvarez F, Faundes A, et al. Effect of preovula-
tory insert of Norplant® implants over luteinizing hormone

secretion and follicular development. Fertil Steril 1996;
65:1110-4.

114. Pakarinen PI, Suvisaari J, Luukkainen T and Lahteenmaki
P. Intracervical and fundal administration of levonorgestrel

for contraception: endometrial thickness, patterns of bleeding,
and persisting ovarian follicles. Fertil Steril 1997; 68:59-64.

115. McHenry C (ed.). Statement on Norplant® subdermal
contraceptive implant system. IPPF Medical Bulletin. 1995; 29
(5):1-3.

116. Contini LM. Personal communication, Feb 1998.

117. Dipiro JT, Talbert RL, Yee GC, et al (eds.). Pharmaco-
therapy: a pathophysiologic approach, 3 edition (1997),
Stamford, CT: Appleton and Lange.

118. Roberge, LF. Abortifacient vaccines: technological update,
hazards and pro-life appraisal (three part series). CASE Bulle-
tin. Aug, Sept and Oct 1996.

119. Pagayanan H. Discovery of anti-beta hCG in the sera of
women injected with the tetanus toxoid vaccine et sequel.
Document of Simbahayan Commission (1995), Manila, Philip-
pines: Archdiocese of Manila Marriage and Family Life Minis-
tries.

120. Talwar GP, Singh OM, Pal R and Chatterjee N. Anti-hCG
vaccines are in clinical trials. Immunol 1992; 36 (Suppl 11):123-
6.

121. Strobhar T and Williams T (eds.). From A to Z: Aphton
joined by Zonagen. Advisor, 1997; 3 (4):3.

122. Roberge LF. Abortifacient vaccines loom as new threat.
Advisor, 1997; 3 (4): 1-2.

123. National Institutes of Health. Final report of the human
embryo research panel, 27 Sept 1994. Washington, DC: US
Government Printing Office.

124. Perez-Trevino E. Scientist: Norplant misled consumers.
The Monitor (McAllen, TX), 17 Jan 1998, pp 1A, 6A. See also
ibid. Norplant not safe, consultant testifies, 21 Jan 1998, pp 1A,
6A.

125. Robbins SL, Cotran RS and Kumar V (eds.). Robbins
pathological basis of disease. 4* edition (1989); Philadelphia,
PA: WB Saunders Co.

126. Rahwan RG. Pharmacological approaches to birth control:
contraceptives, interceptives, abortifacients. US Pharmacist,
1977 (with 1995 update included); Oct 1997, pp 31-42; Nov/
Dec 1997, pp 56-72.

ARG BV



127. Gerk T. Secret chemical abortions performed in British
Columbia (Canada). News release of the Pro-Life Society of
British Columbia, 3 March 1998.

128. Goldzieher J. Trends in oral contraceptive development
and utilization: looking to the future. The Contraception Report,
1997, 7 (5): 4-13.

129. Belsey EM. Vaginal bleeding patterns among women us-
ing one natural and eight hormonal methods of contraception.
Contraception, 1988; 38 (2):181-206.

130. Lande RE. New era for injectables. Population Reports, Se-
ries K, No. 5, 1995; 23 (2): 1-31.




‘Nﬁ is typical of our present “Culture of Death” that
the scientific facts concerning oral contraceptives
have been withheld from the public by the pro-abor-
tionists dominating the Pharmaceutical Industry
and Mega-Media.
Pro-lifers will find invaluable Dr. Bogomir M.
Kuhar’s research gathering together the scientific
data illustrating the abortifacient character of many
types of contraceptives.

Jim Likoudis, President
Catholics United for the Faith (CUF)

g\hmmg reproductive technology has made it vir-
tually impossible to sustain the so-called “anti-abor-
tion, pro-contraception” position. With the recogni-
tion that the estrogen fraction of combination con-
traceptives was responsible for the many throm-
boembolic complications-attendant on their use, it
became necessary to reduce the amount of estrogen
in order to reduce the side effects. The estrogen
component was however, responsible for the ovula-
tion suppression effect of the pill. What emerged
were pills with mini and micro doses of estrogen
and progesten-only pills. These so-called contracep-
tives work primarily by their effect on the preven-
tion of the implantation of the blastocyst. This anti-
implantation is an abortifacient effect. To be truly
pro-life requires that we go beyond surgical abor-
tion to oppose those early abortions which result
from pills and intrauterine devices. Dr. Kuhar has
authoritatively and lucidly documented the mecha-
nism leading to these “silent” abortions.

Eugene F. Diamond, M.D.
Loyola University Medical Center
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