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The World Health Organization and leading global aid distributors have made 
access to contraception one of their number one priorities for global health intervention 
this century, citing the corresponding improvements in maternal and infant mortality 
rates, lowering of family size, and higher education levels in areas with recent access to 
birth control. Yet historically, the Catholic Church has condemned artificial contraception 
as antithetical to a Christian understanding of marriage, sexuality, and family and an 
ultimate danger to community life. This original qualitative study uses classical grounded 
theory techniques to investigate how Catholics and non-Catholics with experience in low-
income countries navigate the social justice issues around contraception and poverty. 
Analysis of data from 16 semi-structured interviews with priests and health care 
providers showed that respondents’ accounts of historical narrative, spiritual authority, 
and ultimately of human flourishing are critical to how they frame these questions. These 
fundamental differences lead to varying accounts of the way that contraception can 
enhance or harm the lives of women and societies in developing countries. 
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INTRODUCTION 

Since the technological development of the birth control pill in the mid-twentieth 

century, global understandings about contraception have evolved.  In 2000, the World 

Health Organization declared that as part of the Millennium Development Goals to be 

accomplished by 2015, improving maternal health and, more explicitly, improving access 

to contraception were paramount (2015).  The WHO, whose stances and agendas 

represent the combined goals and efforts of 193 countries worldwide, has expressed that 

access to contraception is a pillar of women’s and families’ rights (2016).  The 

organization claims that because contraception allows people to control the size of their 

families, empowers them to make informed decisions, and enables them to invest 

maximally in their current children, contraception is central to individual happiness and 

freedom; because it helps slow global population explosion, it is central to human 

survival (2016). 

This understanding of contraception is the most prominent viewpoint within many 

global arenas.   However, the Vatican has remained staunchly opposed to all forms of 

artificial contraception.  In 1968, Pope Paul VI released Humanae Vitae, an encyclical 

outlining the Catholic Church’s official condemnation of all contraceptive methods 

except natural family planning, citing the Church’s understanding of openness to 

procreation as a necessary part of Biblical marriage.  The controversy surrounding the 

Church’s decision has been overwhelming.  Far from being a monolithic institution, the 

Catholic Church has experienced serious internal disagreement over this topic, both 
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immediately following Humanae Vitae and continuing constantly since (Anderson & 

Sullivan, 2013; Curran, 1987; Smith, 1991).  The Vatican, however, has remained 

insistent that contraception subverts faithful understanding and practice of marriage and 

family life (John Paul II, 1995).  

Many large-scale studies have attempted to evaluate the demand for, use of, and 

barriers to obtaining contraception in developing countries (Darroch & Singh, 2013).  

However, most research on this subject begins with the assumption that artificial 

contraception is a human right (Greene & Stanback, 2012).  This study utilizes 16 semi-

structured interviews analyzed through a classic grounded theory framework to discover 

how healthcare practitioners and Catholic clergy in the United States make sense of the 

Vatican’s teaching and their own experiences, and ultimately what they teach their 

parishes and patients.  Clergy and health care professionals were chosen because of their 

centrality as “influencers of opinion,” those most likely to influence laypeople’s beliefs 

about the practicality and practice of faithful Catholicism.  

Analysis of emergent themes revealed three predominant lenses through which 

respondents frame these issues: narrative (how they tell understand the story of the 

Church’s teaching), authority (how they navigate situations in which they disagree with 

Church doctrine), and purpose (how they envision human flourishing and the primary 

values we use to pursue it).  These ultimately resulted in a variety of ways respondents 

characterized the nature of artificial contraception and natural family planning (NFP).  In 

this thesis, I open by providing background histories and languages that allow us to enter 

this discussion around contraception, global health, NFP, and Catholic doctrine; and I use 

this background to frame the structure and design of this study (Chapter One).  I then 
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discuss this investigation’s results: the abovementioned interpretive lenses (Chapter Two) 

and characterizations of family planning methods and attitudes (Chapter Three).  I 

conclude by discussing the most relevant questions that arise from this discussion: where 

ought research and interventions to go from here?  Ultimately, the results of this classical 

grounded theory study yield a framework that can be foundational for further quantitative 

and qualitative research about the ways that people understand the role of contraception 

in social justice.  
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CHAPTER ONE 

Entering the Conversation: Background on Contraception, Global Health, Catholicism, 

and Grounded Theory 

 
 The dialogue around global health, contraception, Catholic doctrine, and Western 

aid is complex and multi-disciplinary.  Although these realms overlap by a surprising 

amount, entering the dialogue responsibly requires at least a working knowledge of the 

language, history, and paradigms of several fields.  In this chapter, I attempt three tasks: 

to introduce the reader to the fields that paint a background for this study, to 

communicate the exigency of such a study, and then to describe the research methods and 

design.  I first introduce readers to the history of human contraceptive methods, then give 

a brief history and evolving ideology of the field of global health over the past 100 years.  

I touch briefly on the Catholic Church’s teaching on marriage and family planning, 

although this discussion will be more fully developed in Chapters Two and Three.  

Finally, I introduce the concept of grounded theory methodology and explain the research 

design and methods of this study.   

 
Human Contraceptive Methods 

 This discussion revolves first and foremost around contraception, and it is 

necessary to give that term more context before continuing.  Here, I touch briefly on this 

history of Western contraceptive methods leading up to the 20th century, describe the 

technological advances of the 1900s that facilitated the novel development of a 
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“contracepting culture,” and provide a brief introduction to the fertility awareness-based 

methods that the Catholic Church promotes.   

 
History in the West  

 It can be tempting to assume, either explicitly or functionally, that contraception 

is a modern phenomenon.  After all, almost all of the hormonal and barrier methods we 

use today were developed in the 19th and 20th centuries (Cleland, 2009).  However, 

scholars are clear that this is a flawed assumption that misestimates the resources, 

ingenuity, and motivations of much of human history.  McLaren (1991), a sexuality 

historian, remarked of his study of Western uses of contraception,  

I had to conclude that any account of [fertility’s] history that suggested that 
reproductive decision making was once impossible but not was now ‘easy’... was 
inadequate.  There was always a concern to influence or shape fertility, to reduce 
or increase conceptions and births... The technological means to restrict fertility 
could always be produced when necessary (p. 3, 5).   

Contraceptive intentions and practices have a deep history.  In ancient and medieval eras, 

these practices were often linked to herbal remedies and pessaries that many modern 

thinkers are prone to dismiss as old wives’ tales.  However, more recent research has 

shown that dozens of these remedies have demonstrable contraceptive effects in rats and 

guinea pigs (Riddle, 1999).  While some methods have certainly been proved ineffective 

(such as holding one’s breath during intercourse), it is helpful to note that contraception 

has not always been a complete game of Russian Roulette for women throughout history. 

Popular methods of effective contraception have evolved.  When discussing 

ancient cultures, it can be difficult to isolate practices of contraception from those of 

abortion and infanticide.  Preventing, terminating, and eliminating the results of 

unwanted pregnancies often went hand-in-hand (McLaren, 1991).  In ancient societies, 
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infanticide was a common recourse for families or mothers who could not or would not 

care for the child.  In the Middle Ages, herbal poultices, drugs, and pessaries became 

more common.  In the 16th century, Italian anatomist Gabriello Fallopius developed the 

first male condom, a linen sheath that was originally used to prevent venereal disease 

transmission (Quarini, 2005).  Condoms became more effective with the development of 

industrial rubber in the 19th century, latex in the 1930s, and polyurethane in the 1990s.  

The contraceptive effects of vasectomies and tubal ligations were discovered in the 

1800s, and these irreversible methods became particularly popular during the propagation 

of eugenics around the turn of the century.  In the 1920s, researchers discovered the 

presence and role of estrogen and progesterone in female reproduction.  Although 

hormonal contraception was proposed almost immediately, it took decades to discover 

how to produce it efficiently enough to make it economically feasible for common use.  

Researchers in the 1920s also identified the timing of ovulation, opening the doors to a 

rhythm method of contraception that was no longer an absolute shot in the dark. 

 
The Contracepting Culture of the 20th Century 

 This last paragraph gives a brief glimpse of how the material industrialization and 

rapid technological advancements of the 19th and 20th centuries made contraception both 

more accessible and more reliable.  This sudden availability of contraceptive methods, 

along with rapidly increasing population sizes, contributed to a demographic transition in 

the West from high birth and death rates to low birth and death rates (Coale, 1989).   

 In 1798, Thomas Malthus’ widely-read “Essay on the Principle of Population” 

proposed that the world’s scarce agricultural resources expand at a slower rate than 

human populations historically have, thus predicting a looming future of famine and war 
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unless checks were put on population growth (Abramitzky & Braggion, n.d.).  In the 

early 20th century, Malthus’ theory became the dominant paradigm of demographic 

academia, sparking the adoption of population policies and support for family planning as 

a responsible and necessary measure for human survival (Frey, 2011).  This theory often 

came paired with a eugenic attitude: if the human population needed to restrict its growth, 

why not self-select? 

 This contributed to rising demand for ever-more effective methods of 

contraception.  Coupled with an emerging feminist culture that advocated for women’s 

self-determination, these powerful social forces set the stage for Margaret Sanger and 

Katharine McCormick: two women resolved to precipitate the development of a birth 

control pill that would allow women to directly control their reproductive capacities 

(Adler, 2004).  Arguably the seminal events in contraceptive development were Pincus 

and Djerassi’s invention of the hormonal contraceptive pill in the early 1950s and the 

U.S.’s decision to legalize contraception in 1965.  The birth control pill became the tool 

that put these attitudes into action.  

 
FABMs 

 Fertility awareness-based methods, or FABMs, are family planning techniques 

that rely on a woman’s understanding and recognition of her fertility (Manhart, Duane, 

Lind, Sinai, & Golden-Tevald, 2013).  This collection of methods “teach[es] women to 

observe the physical signs and symptoms that follow hormonal fluctuations throughout 

the menstrual cycle to identify a couple’s fertile window, which can be used to avoid or 

achieve pregnancy” (Manhart et al., 2013).  “FABMs” typically refer exclusively to the 

most modern and effective methods of cycle-based conception control, setting it apart 
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from the more general term “natural methods,” which includes the highly error-prone 

Rhythm Method (Manhart et al., 2013; Quarini, 2005).   

 The five most efficacious FABMs are described in Table 1.1, below.  These were 

designed for use in different contexts and thus have varying strengths and applicability.  

For example, the Standard Days and Billings Methods were originally optimized for 

women in resource-poor areas.  They have slight costs, are accessible for women who are 

illiterate, and have culturally-specific features (such as beads or pictographs with 

geographic imagery).  In contrast, the Sympto-Thermal and Creighton Methods were 

designed to be as accurate as possible, and they sometimes rely on more expensive tools 

(such as urine monitors or physician-led classes) to achieve that result.  

Confusion can easily arise around the distinction between natural family planning 

(NFP) and FABMs.  In this paper, I make a subtle distinction, although this is not 

necessarily generalizable throughout the literature.  FABMs are scientific, secularized 

methods for using fertility awareness to control conception.  Although many of these 

methods were developed by Catholic or Catholic-funded research teams, their high levels 

of effectiveness and minimal health side effects have increased their secular appeal.1  

NFP is a term typically used within Catholic dialogue and connotes the use of FABMs or 

the rhythm method.2 More importantly, however, NFP also implies an “openness to life,” 

an attitudinal posture of valuing children, respecting marriage, and humbling oneself to 

God’s divine intentions for one’s family.  This is a distinctly theologically-linked 

concept.  In this paper, which focuses in large part upon Catholic practice, there are many 

                                                           
1 Three of the health care practitioners I interviewed were trained to teach various FABMs, and all 

three of them described observing this phenomenon in their practice. 
2 In some rare cases, its connotation also includes the practice of not planning at all.  In this paper, 

I only use it to refer to intentional actions taken to promote or limit conception. 
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cases where FABMs and NFP can be used interchangeably.  However, this is not always 

the case, and it is important to note this connotative distinction. 

Method  Features 
Standard Days − Identifies a fixed fertile window for women with standard 

cycle length 
− Is simple, low-cost, and easy to learn and teach 
− Typical use effectiveness: 88% 

Billings − Utilizes the color and consistency of women’s cervical fluids 
to identify fertile and infertile periods; women chart these 
trends using pictographs 

− Is simple, low-cost, and easy to learn and teach 
− Typical use effectiveness: 78-89% 

Creighton − Utilizes the color and consistency of women’s cervical fluids 
to identify fertile and infertile periods; women chart these 
trends 

− Is taught by physicians, but may be costly to pay for learning 
course 

− Typical use effectiveness: 83-97% 
Sympto-Thermal − Utilizes a woman’s cervical fluids, basal body temperature, 

and calendar calculations to identify fertile and infertile 
periods 

− Requires a thermometer 
− Typical use effectiveness: 99% 

Marquette − Uses a woman’s observation of cervical fluids and a monitor 
test of urinary hormones to identify fertile and infertile 
periods 

− Requires a monitor, and PCOS may disrupt its accuracy 
readings 

− Typical use effectiveness: 98-99% 
Table 1.1. Overview of most common FABMs and efficacy levels. (Arévalo, Jennings, & 
Sinai, 2002; Manhart et al., 2013; Pallone & Bergus, 2009). 
 
 

Global Health & Contraception 

 Global health, an attitude of seeing the interconnected health needs of 

interconnected populations, has long insisted that widespread access to contraception is a 

touchstone of basic healthcare (Farmer, Kleinman, Kim, & Basilico, 2013; Shannon, 

1970; “WHO | Family planning/Contraception,” 2016).  Because it provides women with 



10 
 

autonomous control over their procreative abilities, it is a human right (Baird, 1965).  

Because it lowers a society’s fertility rate, it has the power to reduce our population 

explosion and potential crisis of insufficient resources (Frey, 2011).  Because it can be 

used as a therapeutic medication for polycystic ovarian syndrome, endometriosis, and 

other disorders, it is essential for health (Vercellini et al., 2003; Yildiz, 2015).  

However, the issue goes far deeper in resource-poor environments.  Women in 

many patriarchal societies do not have control over when they have sex and how many 

children they have.  Depo-provera, an injectable contraceptive that is obtained every 4 

months, is popular in many of these communities because it allows women to regain 

control over their pregnancies without suffering the potentially dangerous outcomes of 

confronting their husbands.  Population control also becomes more exigent when 

individual communities, regions, and nations are suffering from a lack of jobs, housing, 

food, or water.  

However, perhaps the most vivid picture arises around the issue of health. When 

malnutrition, anemia, tropical disease, and lack of access to medical professionals, 

transportation, emergency procedures, sterile environments enter the picture, giving birth 

becomes an extremely dangerous endeavor.  Over 100,000 women die every year giving 

birth after an unwanted pregnancy, largely due to a lack of access to necessary health care 

(Let’s put birth control back on the agenda, 2012).  It is not only an issue of surviving 

birth, however.  Contraception allows women to space their pregnancies, which ensures 

adequate nutrients and iron levels for a breastfeeding mother and her child.  It also allows 

families to provide food and education for the children they already have.  
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Extremely powerful institutions, including governmental agencies like the World 

Health Organization and private-sector NGOs like the Bill and Melinda Gates 

Foundation, have been convinced of this and have made contraception a front-line issue 

for addressing global need.  In 2000, the UN established eight “Millennium Development 

Goals” (MDGs) to be achieved by 2015, including “to improve maternal health,” which 

explicitly mentioned improving access to contraception.  Because the WHO functions not 

only as an aid-funder but as a thought-leader on global health, governments and 

researchers set these goals as standards for health access improvements.3  The Bill and 

Melinda Gates foundation has allocated billions of dollars to fund contraception 

availability in Africa, South America, and Southeast Asia, and Melinda Gates has 

emerged as a birth control rights activist.  Well-spoken and thoughtful, she has insisted 

that contraceptive campaigns take great strides to ensure that they are not coercing 

women into using contraception.  Rather, these methods ought to be equally available to 

all, to empower women to have the number of children that they want and can care for 

(Let’s put birth control back on the agenda, 2012).  

In this study, I use the terms “developing countries” (often employed by the 

WHO) and “low-income” or “low-to-middle-income countries” (often employed by the 

World Bank) interchangeably to refer to the poorest countries in the modern world.  

These have slightly different connotations (Silver, 2015), but they both capture what this 

study attempts to profile: societies lacking basic material resources essential for health 

                                                           
3 This trend continues.  The subsequent “Sustainable Development Goals,” set in 2015 for 2030, 

sets a much loftier goal: “By 2030, ensure universal access to sexual and reproductive health-care services, 
including for family planning, information and education, and the integration of reproductive health into 
national strategies and programmes” (“Transforming our world: The 2030 agenda for sustainable 
development,” 2015).  
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and flourishing.  It is true that there are radically poor people in every country, and this 

study certainly does not intend to marginalize or discredit this suffering—indeed, social 

justice to our neighbors includes not only those living on different continents but those 

living next door.  It is also true that many of the struggles and burdens presented above 

surface in some wealthy contexts, as well.  However, the focus of this study is not only 

on individual suffering, but on the global economic patterns of resource distribution that 

result in entire societies whose access to necessary resources is drastically diminished.  It 

focuses on “structural violence” that delimits the agency of entire communities of 

individuals (Farmer et al., 2013).  The decision to refer to countries and populations also 

serves as a linguistic reminder that cultural particularities will always be driving factors 

in this conversation.  Referring to poor individuals may tempt us to view poverty as a 

uniform reality of hardship, but the results of this study—particularly in Chapter Two 

during the discussion of neo-colonialism in Africa—are a testament to the widely 

variable role that shared cultural values play in navigating these issues. 

 
Catholic Doctrine 

 The Catholic Church, however, has remained firm in its teaching that 

contraception is contrary to the purposes and design of marriage, sexuality, and child-

bearing, and that widespread contraceptive access has long-term adverse effects on 

human cultures.  As modern Western and global societies have embraced contraception 

as a good that promotes individual health, increases autonomy, and preserves scarce 

global resources, the resulting dialogue around this issue has been intense.  Because 

much of this history is subject to the perspectives of those who tell it, and because 

respondents’ perceptions of this history were highly influential in their responses, I 
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reserve much of this conversation for Chapter Two.  Here, I will provide a brief 

conceptual outline of the Church’s teachings and how those have affected health care.  

 
Vision for Marriage and Limitations on Contraception 

 The Church’s teaching on marriage is based upon a Biblical understanding of the 

unity of a man and woman through a covenantal bond (Pope Francis, 2016).  It involves a 

charity and self-giving towards the spouse that is replicative of Christ’s love for man 

(Ephesians 5:25; Pope Paul VI, 1968).  Inherent to this total self-giving is sexuality, 

which represents, among other things, a physical self-giving towards the spouse.  Sex was 

designed for two purposes: unitive (to bring the spouses closer together emotionally and 

physically) and procreative (to conceive and bear children, who will participate in the 

family).  Contraception, therefore, usurps one of the primary purposes of sex and is thus a 

crime against God’s designs for it. 

 
History of the Church’s Teachings 

 The Catholic Church has explicitly condemned the use of contraceptive practices 

since the third century (Smith, 1991).  However, the widespread cultural adoption of 

contraception in the 20th century (described above) put pressure on the Church to change 

its seemingly outmoded and misguided teaching.  In 1968, Pope Paul VI sparked outrage 

by releasing his encyclical Humanae Vitae, which reaffirmed the Church’s insistence that 

contraception is innately immoral.  Since then, Catholic theologians, laypeople, and even 

clergy have found themselves divided on this issue.   

 It can be tempting to perceive this as a dichotomous people-verses-the-hierarchy 

war, an outraged laity whose reality of life is misunderstood by those with authority to 
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dictate morality (Maguire, 2006).  In the 1980s, the United States Conference of Catholic 

Bishops released the Ethical and Religious Directives as a practical recourse for Catholic 

health care systems facing moral dilemmas.  Although it denounces contraception use for 

non-therapeutic reasons, some have pointed out that this merely “outsources” 

contraceptive prescription to other entities, creating the image of a ridiculously moralistic 

institution imposing unrealistic and inconvenient standards on its members (Rovner, 

2014).  

 However, the existence of NFP-focused laity-led organizations such as the Couple 

to Couple League and Family of the Americas testify to the fact that this is not such a 

clear-cut issue.  There are significant numbers of practicing Catholics who believe that 

artificial contraception ought not to be used.  Additionally, numerous influential Catholic 

theologians, including more notably Charles Curran, have insisted that birth control can 

be used in good conscience.  Although power may play a role in this teaching’s history 

(indeed some of the respondents touched on this fact, discussed in Chapter Two), it is not 

reducible to a situation about tradition, oppression, and misplaced power.   

 
Grounded Theory and This Study 

 The collision of these two ideologies (deep and widespread human suffering that 

has a potential solution and a Church that believes this proposed solution is destructive 

and sinful) creates an exigency.  How do these two demands fit, and does one disprove 

the other?  At first glance, they may seem irreconcilable.  Yet the very fact that these 

competing ideologies co-exist in the world implies that there are large numbers of people 

who have already found a way to navigate how these ideas interact, not least of whom are 
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the hundreds of millions of Catholics living in LMIC in the Global South.  How can such 

a complex web of human ideas and lived experience be analyzed? 

 This study is an examination of the way that Western Catholics and health care 

practitioners may make sense of these categories.  It is not meant to portray the relative 

frequencies of these beliefs and explanations, and neither does it attempt to articulate the 

most consistent ways of making sense of these ideologies.  Rather, it is a first step into 

the world of navigating how these ideas fit together, hopefully offering a helpful structure 

for describing how priests and health care workers conceptualize these problems and 

frame their beliefs.  

 Here, I describe the historical and conceptual roots of grounded theory and the 

process it involves.  I then describe the methods and design of this study.   

 
The History and Philosophy of Grounded Theory 

 Convinced that social science suffered from a lack of theory-generation, 

sociologists Anselm Strauss and Barney Glaser wrote and published The Discovery of 

Grounded Theory, describing a qualitative research methodology that allows data to 

generate new theories (1967).  They dubbed this process “grounded theory,” referencing 

its ability to generate explanations that arise out of the study’s data, in contrast to 

scientific methods that involve failure-testing pre-formed hypotheses.  Rather than a step-

by-step formulaic process, grounded theory offers a basic set of procedural mile markers 

and a set of governing rules that allow researchers maximum freedom—and 

responsibility—to make sense of emerging themes in a way that is faithful to the 

population and the data (Stern & Porr, 2011).  Here, I will briefly outline grounded 

theory’s philosophical foundations, guiding principles, and methodology. 
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 Philosophical foundations.  Grounded theory grew out of sociology, and 

particularly out of the framework of symbolic interactionism, which posits that meaning 

is created from lived human experiences that we share and process together (Blumer, 

1969).  As such, grounded theory relies on an interpretive-phenomenological view of 

scientific inquiry: instead of adhering to the positivist view that “questioned whether that 

which you couldn’t observe, measure and statistically verify actually existed,” grounded 

theory also recognizes value in the subjective ways that humans understand their lived 

experience (Stern & Porr, 2011, p. 22).  

 Although grounded theory is highly effective in studying the sociology of religion 

(for example, in describing comparative worship practices, derived authority, the sharing 

of belief structures, and the stabilizing effects of living in community), there is an 

inherent danger in approaching topics of theology through its methods.  Grounded theory 

evolved from a field bracketed by tenets of social constructionism, and one of the 

fundamental assumptions of traditional Christian belief is that there is an inherent, 

existential reality present in the world4 that is independent of human perception.  This 

necessarily creates cosmological and epistemological friction that threatens either the 

faithful practice of grounded theory or the structural integrity of theological claims—or 

both.   

 However, we can avoid these problems by intentionally articulating the 

authoritative limits of what the data can say.  This is not a perversion of grounded theory 

itself, although it may mark a departure from the worldviews of its sociological inventors.  

In fact, many modern practitioners of its methodology—including Barney Glaser and the 

                                                           
4 By this, I mean all of reality, including both the physical/material and the spiritual/intelligible.  
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late Anselm Strauss—have insisted that grounded theory is applicable across fields that 

bear vastly different epistemological frameworks (Stern & Porr, 2011; Strauss & Corbin, 

1990).  This is because it is merely an inductive method that can yield new perspectives 

and theories from observation—it does not inherently make claims about the authority of 

those theories to reframe existential paradigms.  It merely insists that those paradigms 

may not predict what the data reveal.  Stern and Porr (2011) articulate this interaction 

well: 

An interpretive framework [or paradigm], though, is not the same thing as taking 
a theory and imposing its suppositions on the data.  We must stress again that 
grounded theory methodology is a process of discovery of theory inherent in the 
data.  An interpretive framework is merely a sensitizing tool to enhance your 
ability to know what you are looking at, not what you are looking for (p. 32). 
 

In this study, I use grounded theory to describe the ways that respondents frame their 

theologies around contraception and global poverty.  Grounded theory’s realm is in the 

part of the process that describes the explanations that respondents give; it has authority 

to synthesize and connect what respondents say but not to attach moral value to it.  This 

is a limited role, but certainly not a useless one.  These derived models can be useful for 

revealing the perspectives and lived experiences of others—perspectives and experiences 

that are part of the substance of Christian life.  At its best, grounded theory may provide a 

tool to see the world more clearly through the eyes of others, perhaps revealing 

limitations of our own fallible, finite cosmologies. 

 
 Guiding principles.  Grounded theory is founded upon principles of praxis that 

delimit how it may be carried out.  Stern and Porr helpfully frame these as four “ground 

rules”: 
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1. Discovery, Never Verification: The researcher must allow the data to yield new 

ideas and explanations instead of seeking to verify an already-proposed theory. 

2. Explanation, Never Description: The researcher must move beyond mere 

description of what the respondents say towards a conceptual explanation of how 

those responses fit together. 

3. Emergence, Never Forcing: The researcher must continually allow the data to 

dictate the theory.  This will likely mean inventing and discarding theories 

multiple times throughout the research process. 

4. The Matrix Operation: The multiples steps of grounded theory, described below, 

happen concurrently so that new theories may be refined as efficiently and 

accurately as possible. (2011) 

 
 Procedures.  At the beginning of the study, researchers are encouraged to choose 

a topic that walks a fine line between generality and specificity: while broad topics will 

be overwhelming, the design does not need to begin with an explicit research question, 

and it certainly ought not to begin with a hypothesis.  The details of the research question 

that is being answered emerges from the data.  Researchers may begin with a brief 

literature review, although this should not become so specific that it delimits imagination 

around theories that might explain the data.   

 The researcher gathers data through semi-structured interviews, sessions with 

respondents that allow procedural room for probing deeper answers and determining 

intent.  The interviewer takes field notes during the session, recording responses, ideas, 

and her own comments about the interview.  Afterwards, the data goes through several 

rounds of analysis: open coding (highlighting responses or summarizing ideas), axial 
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coding (marking connections), and selective coding (identifying core categories and 

relating these categories to one another) (Strauss & Corbin, 1990).  In the meantime, the 

researcher interviews other respondents and codes the field notes for other interviews.  

This is a process called “constant comparison,” actively encouraging the data to dialogue 

with itself (Stern & Porr, 2011).  Ultimately, this analysis yields an explanatory structure 

that supports the data from the study.   

 
This Study 

 Here, I discuss the methodology and research design of this study.  

 Intent:  The purpose of this study, as outlined in the research proposal, is to 

analyze the various ways that healthcare practitioners and Catholic clergy understand the 

role of contraception among Catholic laypeople globally.  This includes an exploration 

of: 

1. How participants understand the unique social pressures and motives that 

influence their parishioners and patients. 

2. How participants understand the Catholic Church’s vision for healthy family life, 

and whether they support the Vatican’s ban on contraception. 

3. Whether participants view natural family planning as a sufficient answer to 

secular concerns about family support, cyclical poverty, and overpopulation. 

I chose to interview health care practitioners and clergy for two primary reasons.  First, 

they both function as authorities on this subject, and thus are highly influential for people 

making decisions around these issues.  Second, because of their training and practice, 

they are highly informed, and many have thought deeply on these topics or have had to 

practice within these realities.  In the interest of yielding robust conceptual theories, 
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grounded theory researchers are encouraged to “launch [their] exploration with a... 

purposeful sample of informants... who can provide rich in-depth accounts and provide 

data that are conceptualizable” (Stern & Porr, 2011, p. 51).  

 
 Methodology:  This study used a sample size of 16 respondents, profiled below in 

Tables 1.2 and 1.3.  Because anonymity was assured as part of the consent process, 

details (such as parish location) are omitted when they might make respondents 

identifiable.  Respondents were recruited through internet searches and “snowball” 

techniques (asking respondents if they knew any who might be interested in 

participating).  All respondents received a consent form (included in Appendix A) before 

the interview began.  The in-person interviews were recorded with the respondent’s 

permission.  Interviews were conducted between January 2018 and March 2018, 

following IRB approval from Baylor University.  Data analysis followed standard 

grounded theory methodology (discussed above). 

Sample size (respondents) 7 
Dioceses Austin, TX 

Dallas, TX 
Ft. Worth, TX 

Age range (years) 35-58 
Nationality at birth 5- American 

1- Mexican 
1- Nigerian  

Method of interview 7- In-person 
Table 1.2. Profiles of Catholic priests interviewed in this study.  Note that this is an all-
male population. 
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Sample size (respondents) 9 
Current practice/home Austin, TX 

Baltimore, MD 
Houston, TX 
Temple, TX 

Waco, TX 
Wichita, KS 

Age range (years) 20-64 
Sex distribution (respondents) 7- Female 

2- Male 
Profession/specialty 2- OB/GYN 

 1- Family medicine 
1- Pediatrics 

1- Psychiatry 
2- Conception consultant 

2- Student 
Method of interview 6- In-person 

3- Via telephone  
Self-identified religion  6- Catholic 

1- Episcopalian 
2- Evangelical 

Respondents with experience 
practicing in resource-poor 
nations 

5 

Table 1.3. Profiles of Catholic health care practitioners interviewed in this study.  
 
 
 Results.  The results of this study are discussed in Chapters Two and Three. 

  
 Limitations.  This study had a small sample size, and although its results may be 

found among larger or more diverse populations, it is by no means a systematic or total 

account of the way that clergy and healthcare providers analyze these issues.  In other 

words, this is by no means an attempt to map every way to navigate these issues.  Further 

research will be needed to expand these understandings.5  Additionally, the frequency of 

data within this study may be misleading: if one of 16 respondents mentioned an idea, 

that is by no means an indicator that that idea is rare among the population.  In this study, 

                                                           
5 The Conclusion will discuss potential routes of new research in more detail. 
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the cost of specificity is generalizability, and it is difficult to discern which of these ideas 

are specific to the cultural ambiance of this sample.  

 
Conclusion 

 In this chapter, I framed the discussion of this study by providing background 

information on contraception, global health, Catholic teaching, and grounded theory.  The 

themes that emerged from this study are presented in the following chapters. 
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CHAPTER TWO 

How Do Catholics Think About Sexuality & the Church’s Teachings? 

 Although the Catholic Church has more than 1.29 billion baptized members 

worldwide (Central Office of Church Statistics of the Secretariat of State, 2017), it is by 

no means a monolithic institution (Bachiochi, 2010, p. 2).  Since the third century, the 

Catholic Church has labeled all forms of birth control as sinful, perverting the natural 

procreative purpose of sex (Smith, 1991, p. 3).  That position has not changed in the 1600 

years since.  Yet today, studies suggest that 89% of American Catholics label 

contraception as “morally acceptable” (Newport, 2012), and only one in five American 

Catholics surveyed express interest in learning more about the church’s teaching on 

family planning (Gray, Perl, & Bruce, 2007).  Clearly, there is a gap between the 

Vatican’s teaching and modern laypeople’s beliefs on the topics of sexuality and family 

planning.  

 In this chapter, I discuss how the Catholic respondents in this study articulated 

their beliefs on the topic of marriage, sexuality, and family planning.  It was immediately 

apparent that this topic is not dichotomous; i.e., it is not reducible to a simple question of 

“Do you believe that artificial contraception is morally acceptable?” Respondents’ beliefs 

tended to exist within several frameworks—e.g. whether birth control is never, 

sometimes, or always acceptable; whether it is detrimental, neutral, or beneficial towards 

human flourishing—and were further differentiated within the ways they discussed, 

defended, and explained these beliefs.  Analysis of the interviews showed that 
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respondents often framed their beliefs through three interpretive lenses: 1) narrative, 2) 

authority, and 3) purpose.  First, how the respondents understood the story of the 

church’s teachings on contraception—and subsequently, where they placed themselves 

within that story—was interconnected with how they viewed the morality of 

contraceptive practices.  Second, the way in which the respondents understood the moral 

authority of the church when Catholic teachings were at odds with their own consciences 

played a key role in how they navigated the topic of birth control.  Finally, how the 

respondents understood human flourishing—and the hierarchy of values to achieving it—

was central in their discussion of marriage and the role of family planning.  These themes 

are visually demonstrated in Figure 2.1.  

 

Figure 2.1: Respondents’ lenses for understanding family planning. 
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Review of Methods 

Naturally, the “Catholic respondents” category includes all seven priests.  Of the nine 

health care practitioners interviewed, six identified themselves as Catholic; their 

responses were analyzed for this discussion, as well.  When helpful, the views presented 

by the Protestant health care practitioners are also considered (e.g. in the later discussion 

on purpose).  Following classical grounded theory techniques, respondents were 

prompted with open-ended questions about their own beliefs and then provided an 

opportunity to freely enter a conversation with the researcher.  Examples of questions I 

used to begin the discussion included:  

− What are your thoughts about the church’s stance against contraception? 

− Have any events or experiences caused you to question your beliefs about the 

morality or immorality of contraception? 

− What factors do you believe present the biggest challenges to this teaching?  

Responses were then probed to clarify meaning. Respondents were also asked questions 

about their experiences with parishioners and patients, including: 

− What experiences have you had with parishioners who strongly agreed or 

disagreed with this teaching? 

− What do you find that your Catholic patients believe about contraception?  How 

does this compare to many of your other patients? (see Appendix B for full 

framework of semi-structured interviews) 

As discussed in Chapter One, field notes from the interviews were analyzed to identify 

emergent themes among responses.  The process of constant comparison (Glaser & 
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Strauss, 1967) yielded dozens of emergent themes; these were then sorted into the three 

interpretive lenses listed above. 

Narrative: In Which Story Are We Living? 

 Catholic priests and health care practitioners tended to tell the story of the 

church’s teaching on contraception in one of two ways.  The detail of this storyline could 

vary, but it is important to note that respondents were not asked to list everything they 

knew about the history of the Church’s thought on contraception.  They were simply 

asked their thoughts on the Church’s teaching on contraception—this historical theme 

emerged naturally, often without any prompting.  This suggests that the narrative of 

ideological genealogy was interwoven into the way these beliefs were understood.  This 

is further underscored by the fact that placing oneself within a story necessarily predicts a 

future trajectory: respondents’ beliefs about where these morals came from creates claims 

about where society is headed. 

However, it is a helpful—and necessary—caveat to view these narratives as 

storylines in which respondents participated, rather than timelines that they each outlined 

in their entirety.  In almost all cases, these narratives could be clearly split into two non-

overlapping groups: one that told a story of the Catholic Church preserving morals 

forsaken by the modern world, and another that described the church’s stance as incorrect 

and predicted a coming transition toward acceptance of artificial contraception.  

 
1. “Like Gandalf on a Bridge”: Moral Preservation in a World Gone Astray 

 The first narrative supported the church’s teaching against artificial contraception. 

This is a long and complicated sociopolitical history, and I have rather freely relied on 

outside sources from the literature to supplement and further explain this narrative in 
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hopes of adding clarity and depth for readers who, like myself, enter this conversation 

ignorant of this dialogue’s history.  In keeping with grounded theory principles, the 

literature itself is seen as a source of emerging ideas, although the literature surrounding 

this topic in particular is so vast, so chronologically specific, and often so antagonistic 

that it would take a far larger project to analyze it. I have taken care here, then, to ensure 

that these sources are easily distinguishable and do not add new milestones to the 

narratives presented by respondents during interviews.   

I have also shifted freely between language describing historical events and 

language describing respondents’ perceptions of these historical events.  While this 

necessarily introduces a level of ambiguity to the discussion, this is intentional.  Rather 

than insist on a clear distinction between “what actually happened” and respondents’ 

subjective perspectives (a line that is not always clear, given the controversial nature of 

parts of this story), I have made a historiographical decision to present these as complete 

narratives made up of complex social interactions given meaning primarily through their 

selective summarization by the people who tell the stories.  

 
 The Christian Church’s legacy against contraception.  The Christian Church has 

historically taught that contraception thwarts the primary purposes of marriage.  Several 

priests mentioned this, calling the Church’s teaching within the last century “an 

expression of historical Christian thought throughout time.”  Indeed, one priest cited 

Charles Provan’s 1989 book The Bible and Birth Control, which emphasizes historical 

Protestant statements against contraception.  The priest said, “Christianity was always 

against artificial forms of contraception.  Do you know the history?... John Calvin said, 

‘Birth control is the murder of future persons.’ John Wesley said, ‘Preventative measures 
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will unnaturally destroy the souls of those who practice is.’ Martin Luther: ‘Birth control 

is sodomy.’”  

 The Lambeth Council.  This legacy, or “common front”, first broke on August 15, 

1930, when the Anglican Church officially endorsed the use of contraception (Franks, 

2010, p. 97; Shannon, 1970, p. 7).  Officially, Resolution 15 on marriage reads, “Where 

there is a clearly felt moral obligation to limit or avoid parenthood, the method must be 

decided on Christian principles” (“The Lambeth Conference: Resolutions archive from 

1930,” 2005).  It goes on to state that the primary Christian method has historically been 

abstinence, but couples may use other means if morally appropriate.  However, it takes 

care to point out those situations which are not appropriate: “The Conference records its 

strong condemnation of the use of any methods of conception control from motives of 

selfishness, luxury, or mere convenience.” Essentially, the Council was stating that if a 

married couple were living out a selfless, generous, responsible Christian marriage and 

felt it prudent not to have another child immediately due to overwhelming circumstances, 

the Anglican Church would acknowledge that action as morally understandable. 

 The priests interviewed for this study characterized this step as an unintentional 

opening of a floodgate toward Christian participation in ambient cultural messages about 

the purpose of sexuality and marriage.  Although the Lambeth Council had outlined 

extremely limited circumstances in which artificial contraception was acceptable, this 

“started the camel’s nose under the tent,” one priest said.  As Franks (2010) puts it, 

“Within the half-century that followed, the pro-contraception view mutated from an 

anomalous exception into the dominant strain of conventional opinion” in the Christian 

Church (p. 97).  
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 Casti Connubii: A mere four months after the Lambeth Council—in fact, the day 

before the calendar year changed—Pope Pius XI published an encyclical on the nature 

and dignities of marriage, entitled Casti Connubii, or “Of Chaste Wedlock.” This is 

essentially a from-the-ground-up clarification of Catholic beliefs on marriage, and it 

directly responds to a handful of emerging cultural beliefs about marriage and 

procreation, including divorce, sex outside of marriage, eugenics, and contraception.  

Pius XI relies heavily on Scripture passages from Ephesians and from St. Augustine’s De 

Bono Coniugali, which identifies the primary blessing of marriage as children 

(procreation).  Of secondary importance, but still key, are unity (fidelity) and faithfulness 

(sacrament).  Because contraception usurps the primary purpose of marriage, it is “a deed 

which is shameful and intrinsically vicious” (Pius XI, 1930).  Indeed, Pope Pius XI does 

not mince words when responding directly to the Lambeth Council:  

Since, therefore, openly departing from the uninterrupted Christian tradition some 
recently have judged it possible solemnly to declare another doctrine regarding 
this question, the Catholic Church, to whom God has entrusted the defense of the 
integrity and purity of morals, standing erect in the midst of the moral ruin which 
surrounds her, in order that she may preserve the chastity of the nuptial union 
from being defiled by this foul stain, raises her voice in token of her divine 
ambassadorship and through Our mouth proclaims anew: any use whatsoever of 
matrimony exercised in such a way that the act is deliberately frustrated in its 
natural power to generate life is an offense against the law of God and of nature, 
and those who indulge in such are branded with the guilt of a grave sin (section 
56). 
 

While certainly not saying anything new, Pope Pius XI was taking the important step of 

clarifying that amidst the beginnings of a changing global dialogue, the Catholic Church 

stood by “the traditional Christian attitude that contraception was always and in all 

circumstances morally reprehensible” (Shannon, 1970, p. 3) 
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 The pervasion of contraception in the West from 1930 to 1965.  Between 1930 

and 1965, the West saw both the social embrace of contraceptive measures and the 

technological advance of contraceptive methods (Riddle, 1999, p. 252). Most 

monumental to this turn of events was the development of the birth control pill, legalized 

in the U.S. in 1960.  It was this, one priest said, that launched the sexual revolution and 

forever changed the issue of contraception.  No longer was contraception a literal act 

within sex (such as condoms or coitus interruptus might be)—it was now a preplanned 

decision made well before the act of sex.  

 Priests emphasized that the Protestant Church’s shift in perspective mirrored this 

cultural change.  Following the Anglican Church, the Lutheran Church and then the 

Presbyterian Church changed their teachings on the permissibility of birth control within 

marriage, followed by “more generally, the Baptists and the Methodists.” One priest 

pointed out specifically that many Protestant churches without a high-church order never 

had any explicit systematic teaching on this topic in the first place; it was thus most 

natural to simply follow culture as the beliefs of members evolved.  

 
 Pope Paul VI’s commission on birth control.  In 1962, Pope John XXIII called the 

Second Ecumenical Council of the Vatican, or what is commonly referred to as “Vatican 

II”.  Ecumenical councils are rare assemblies of thousands of leaders within the Catholic 

Church to discuss doctrinal issues (Teicher, 2012). When Pope John XXIII died in June 

1963, he passed the leadership of this council on to his successor, Pope Paul VI.  He also 

passed on oversight of the recently appointed Pontifical Commission for the Study of 

Population, Family, and Births, originally made up of two priests, two medical doctors, a 

demographer, an economist, and a sociologist (McClory, 1997, p. 41). Scholars point out 
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that this was likely assembled in preparation for the WHO’s pending 1964 conference on 

world population problems, and that the Pope wished to offset the probable sweeping 

recommendations for population control (McClory, 1997; Shannon, 1970). Over the 

course of three years, the commission and the Pope became increasingly aware that the 

central issue at stake here was not only global population control, but the morality of 

contraceptive acts.  Pope Paul VI reconvened the commission five times and added more 

than 60 members from five continents, including most notably a number of Catholic 

theologians and married couples (McClory, 1997; Shannon, 1970; Smith, 1991).  

Ultimately, through these years of detailed study and intense conversation, the vast 

majority of the commission became convinced that the Church’s traditional natural law 

defense of marriage was insufficient (Shannon, 1970; Smith, 1991).  In the spring of 

1967, the official report was sent to the Pope, along with several appendices including the 

doctrinal schema (the “Majority Report”), the opinion of three dissenters (the “Minority 

Report”), and additional thoughts of the commission (Smith, 1991).  The commission’s 

final verdict was that the Church’s gospel-founded vision of self-giving marriage did not 

need to exclude contraceptives in all situations.  In an unprecedented step, however, the 

Majority Report of the commission, intended only for the eyes of the Pope, was leaked to 

the press and published on April 19, 1967, over a year before Pope Paul VI would make 

his official response in Humanae Vitae (McClory, 1997).   

 
 The release of Humanae Vitae and the prophecy of a pope.  On July 25, 1968, 

Pope Paul VI released his watershed encyclical Humanae Vitae, standing in strong 

continuation with the precepts laid down by Church tradition. When respondents were 

asked specifically about Humanae Vitae, this step—to act against the prevailing culture 
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and the pontifical commission’s suggestion—was a strong theme, especially among 

priests. One said, “As the pope, his job is sometimes to be the knot at the end of the 

rope,” referring to Pope Paul VI seeming to be one of the last people in Rome willing to 

defend this moral teaching.  After narrating the story of the commission, the Majority 

Report, and the Minority Report, this priest said that Pope Paul VI “tossed aside the study 

group, and—like Gandalf on a bridge—said, ‘You will not pass.’”  The priests who 

followed this first narrative saw Pope Paul VI’s act not as a misuse of individual papal 

power or a stubborn refusal to admit potential papal errancy, but rather as a courageous 

stand for moral rectitude in a secular and Christian world that was questioning him on 

every side.  Another priest clearly put Pope Paul VI in line with gospel teaching and 

God’s will, saying, 

He actually went against his committee’s recommendations.  And I see in that the 
work of the Holy Spirit... who is given to the Pope in a special way to safeguard 
the truth and to guide and lead the Church of Jesus Christ.  I see in that God 
working through this person. 
 

 Indeed, one of the central debates to have come out in the commission’s 

discussions was whether the Catholic Church could even feasibly change its longstanding 

teaching on this topic (Smith, 1991).  Interestingly, the Minority Report is not so much a 

defense of natural law theory as an insistence that the Church cannot maintain 

consistency while changing this teaching on contraception.  Humanae Vitae sidesteps this 

issue for the most part, aside from a few brief statements setting itself in continuum with 

Church tradition (sections 3, 5).  The Pope draws heavily on quotations from past 

encyclicals, particularly Casti Connubii.  However, Paul VI had certainly heard his 

commission’s words, and, as Shannon (1970) points out,  
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... it would... be a mistake to describe Humanae Vitae as a latter-day Casti 
Connubii.  There is a difference in tone and spirit in Humanae Vitae; its 
compassion and pastoral gentleness is in marked contrast to the stern moralism of 
Casti Connubii.  There is none of Casti Connubii’s insistence on the primary and 
secondary purposes of marriage; instead, the personalist approach1 to the marriage 
relationship is fully endorsed and the role of conjugal love in that relationship 
beautifully portrayed (p. 105).  

Instead of focusing on procreation as the primary goal of marriage, Paul VI defends 

marriage primarily as an act of self-giving that realizes in mankind God’s design of love 

(section 8).  This love is human (involving body and spirit, and particularly will), total 

(entirely self-giving), faithful (exclusive), and fecund (fruitful in “raising up new lives”) 

(section 9).  Within marriage, sex has two purposes: unitive (to bring the couple together) 

and procreative (to generate new lives) (section 12).  Particularly important is his 

clarification on the use of recently-verified infertile periods in a woman’s cycle to delay 

the birth of a child (McClory, 1997, p. 39), defending the decisions of married couples to 

be prudent in their ability to conceive: “... responsible parenthood is exercised by those 

who prudently and generously decide to have more children, and by those who, for 

serious reasons and with due respect to moral precepts, decide not to have additional 

children for either a certain or an indefinite period of time” (section 10).  Artificial birth 

control, however, perverts the order of marriage by disrupting sex’s “intrinsic 

relationship to the procreation of life” and by failing to acknowledge God’s dominion 

over the generation of human life (section 13). 

                                                           
1 Personalist values of marriage had entered the vocabulary of Christian theological dialogue 

during the 20th century.  J. Smith offers an excellent discussion of personalism and conjugal love in 
Humanae Vitae: A Generation Later: “Personalism focuses on the innate dignity of the individual, and 
Christian personalism sees this dignity rooted in Man’s having been created in the image and likeness of 
God” (1991, p. 57).  Especially in the conversations proceeding and following Humanae Vitae, some 
theologians believed that “the Church has paid insufficient attention to the value of conjugal love.  They 
claim that the Church has focused too exclusively on the value of procreation in marriage, on the biological 
purposes of sex” (p. 37).  Smith takes care to note that personalist values are not necessarily at odds with 
procreation, especially when conjugal love is defined through the robust language of selflessness that 
Christian tradition provides, rather than as romantic love as modern secular society understands it. 
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 The part of Humanae Vitae that both priests and health care practitioners alike 

cited was section 17, in which Paul VI makes three serious warnings about the 

widespread implications of social embrace of birth control.  First, access to contraception 

will lower moral standards of sexuality.  Second, men will lose respect for women’s 

bodies and will see them as instruments for selfish sexual pleasure.  Finally, governments 

will begin to try to solve communal problems by imposing contraceptive laws and 

practices on their peoples without respect for individuals.  

 Citing the prophetic nature of Humanae Vitae was perhaps the strongest theme 

that emerged within this study.  One Catholic doctor referred to China’s one-child policy, 

and one priest was specifically adamant about the way the World Health Organization 

has attached contraceptive stipulations to health resources in low-income countries.  In 

January of this year, the Diocese of Austin’s website’s homepage featured a 10-minute 

video of Los Angeles bishop Robert Barron, entitled “Pope Paul VI, Prophet.”2  Bishop 

Barron discusses the ways that Paul VI’s predictions have come true in our most recent 

culture, including sexual voluntarism, the Hollywood sexual abuse scandals, and Pope 

Francis’ condemnation of aid organizations that make their interventions contingent on 

Western sexual ideals. “What might have seemed even a little bit paranoid back in 1968, 

or a little exaggerated—I don’t know, look around the scene today,” Bishop Barron says.  

“Paranoid?  I don’t think so” (2018).  

 
 Outrage and silence.  Humanae Vitae was released, not to a Church body eager to 

continue millennia-old practices, but to theologians, priests, and laypeople who had been 

                                                           
2 Priests from multiple dioceses referenced Bishop Barron and his ideas during interviews, 

suggesting that he is a thought-leader among this population. 
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informed of the commission’s recommendation and whose subsequent reactions to Paul 

VI’s encyclical “ran the whole gamut of human emotions from joyful approval to defiant 

rejection, with all possible reactions in between: incredulity, anguish, silence, 

indifference, grim acceptance” (Shannon, 1970, p. vi). One priest described laypeople’s 

response as “outrage,” saying that many had already re-adjusted their expectations of 

future Church teachings.  Another priest narrated a more complex story of influence 

within the church: many priests had read the Majority Report and, expecting an official 

change in teaching, had already stood in front of their parishes and stated that the Vatican 

was about to change its position. In response, many faithful laypeople began to change 

their contraceptive practices in good conscience.  When the encyclical was released, he 

said, many of these priests were hesitant to stand up again and tell these people that their 

acts had been sinful or they themselves had been mistaken; instead, many chose silence.  

Because “laypeople don’t read Church documents,” many faithful Catholics were simply 

unaware of this change—or rather, continuation—of teaching and continued to practice 

artificial contraception.  At the national and global level, the infamous incident with 

Charles Curran’s dissent, excommunication, and subsequent absolution by various 

leaders in Rome generated a level of fear and uncertainty among Catholic theologians 

who supported Humanae Vitae’s claims—after all, was this a sign that the Church would 

change its teachings in the future? 

 Other priests echoed this narrative within their experiences in their own parishes.  

Three priests were relatively new to their parishes (i.e. had been serving there two years 

or less), and two of them had come in on the heels of priests who were ordained in the 

1970s or 1980s.  Both described the same phenomenon: their parishes had been largely 



36 
 

unaware that the Catholic Church even taught that artificial contraception is wrong, and 

even fewer had any sense of why.  Their parishioners simply had not been equipped with 

any sort of robust marital preparation course.3  

 Pope John Paul II builds understanding.  In 1978, ten years after the release of 

Humanae Vitae, John Paul II was elected pope.  His written works were prolific, and he 

spent a significant number of years dialoging with and expounding upon Paul VI’s 

teachings on sexuality.  Priests and healthcare practitioners who used this narrative of the 

Church’s teachings described John Paul II as helpful and clarifying: statements against 

artificial contraception are difficult to understand and to practice, but “Pope John Paul 

II’s teachings helped to elucidate them.”  This perception can be found among Catholic 

literature, as well (Smith, 1991); for example, Bachiochi (2010) says of the time since 

Humanae Vitae,  

Pope John Paul II and Pope Benedict XVI have taken every opportunity to 
reaffirm the Church’s constant teaching on abortion, sex outside of marriage, 
divorce, contraception, and the priesthood.  They have done this even as they 
continue to articulate, and rearticulate in new ways, the Church’s modern 
recognition of the dual purposes of sexuality and of women’s fundamental 
equality with men (p. 4).  
 

Priests clarified, though, that although these expressions were new articulations of the 

meaning of sexuality, they are continuous with Church teaching as a whole.4 A large 

                                                           
3 In both cases, the priests immediately followed this by insisting that the Church’s teaching on 

contraception is not a “front line issue.” For more discussion on this, see Chapter Two. 
4 A salient point that emerged in the literature, but which met with some hesitation when presented 

in the interviews, was an intermediate expression of this narrative in which the Church’s primary moral 
teachings have been continuous, but its defense of those teachings has evolved.  For instance, Fr. John 
Ford, a key player on the Papal Birth Control Commission and ultimately one of the authors of the Minority 
Report, believed that the Church’s role is to articulate revealed doctrine, which is infallible, while the task 
of Catholic theologians is to articulate the reasoning that supports this doctrine (Shannon, 1970, p. 90). 
Similarly, Bachiochi (2010) defends the Church’s teaching on women by saying, “Though individual 
theologians had sometimes relied on false ideas of women’s subordinate status to explain Church teachings 
on sexuality (that both sex and women were made solely for procreation), they do not depend on such ideas 
for their validity.  Rather... [they depend on] the words and deeds of Jesus Christ and his apostles recorded 



37 
 

portion of this was narrated in John Paul II’s Theology of the Body, a series of lectures he 

gave between 1979 and 1984.  One priest said, “The whole aspect of the Theology of the 

Body is the way in which he has integrated the understanding of the person acting in body 

and soul.  So it’s really theology of the person.”  He emphasized that Pope John Paul II 

was not introducing new ideas about personhood or sexuality but was merely reinforcing 

teachings of the Church.5 

 
Catholic couples pursue and expand NFP.  Priests and health care practitioners 

describing this narrative took care to praise Catholic laypeople over the past 50 years.  

“Natural family planning is still on the table solely because of laypeople,” said one priest.  

When Humanae Vitae was released, the only form of widespread NFP was the rhythm 

method, whose high failure rate had caused a significant amount of discouragement and 

even distance between Catholic couples (McClory, 1997).  The efforts of organizations 

such as the Couple to Couple League and the Family of the Americas have funded 

research and development of much more effective methods of fertility awareness-based 

methods, described in Chapter One.  

Several priests and physicians characterized couples’ decisions to remain faithful 

to this teaching as honorable—one priest even labelled it “heroic”.  Many had 

characterized Humanae Vitae’s teachings as “difficult, but...”—in other words, the 

doctrine requires discipline, sacrifice, and trust, but ultimately yields positive results. 

 

                                                           
in Sacred Scripture, guided by the Holy Spirit and the light of reason, preserved in the tradition of the 
Church” (p. 6).  

5 Another of Pope John Paul II’s excellent contributions to this discussion was his 1995 encyclical 
Evangelium Vitae.  
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 A new generation of priests emerges.  The fallout of the disagreement surrounding 

Humanae Vitae had yielded a generation of theologians who doubted this teaching and 

priests who were unsure how to counsel their parishioners.  The disharmony on this 

subject within the Church was intense for many years and continues to this day: Franks 

(2010) says, “It is easier to find a theologian who dissents from [Humanae Vitae] than to 

find one who agrees.  Such birth-control boosterism is especially predominant among 

theologians who matured in the hothouse of dissent in the 1960s, 1970s, and 1980s” (p. 

98).  Subsequent trends outlined above (including the Vatican’s continued insistence that 

this teaching will not change and is relevant to modern society; John Paul II’s thoughtful 

articulation of personhood, marriage, and sexuality; and laypeople’s persistence in 

working out the everyday practice of this teaching) ultimately gave credence to Humanae 

Vitae’s doctrine as both practical and ideal.  

 Several priests who told this narrative labelled this late 20th-century clerical 

atmosphere as an “authority problem”—but one which is shrinking.  There was a general 

emphasis on the growing number of priests, especially young priests, who support the 

more conservative stance on contraception.  It is worth noting that, although almost half 

of the priests interviewed stressed this point, it was not actually mirrored in the 

demographic data of this study itself—in other words, the ages of the priests interviewed 

for this study were not correlated with the conservatism of their beliefs on this topic.  It is 

entirely possible, however, that this was due to sampling limitations (see Chapter One for 

more discussion).  

 
 A new generation of Catholics emerges.  As the teachers of the Church have more 

widely embraced the doctrine of Humanae Vitae, so has the Church body as a whole.  
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One priest mentioned that the number of Catholic couples using NFP is rising, and 

another said, “NFP is much more understood now, and it’s a much more standard thing to 

be taught.”  Some Catholic writers have even suggested that, today, Humanae Vitae and 

Pope John Paul II’s theology of the body is more embraced by Catholic young people 

than by older Catholic theologians (Franks, 2010, p. 98).  

 Many priests attributed this to the Church’s increased emphasis on marital 

formation and the subsequent dissemination of orthodox Catholic teachings on family.  

One cited Pope Francis’ call to continue marriage formation globally through mystegogia, 

or the interpretation of doctrinal mystery to daily practice.  Another described his 

diocese’s development of a three-part marriage preparation program that includes a day-

long retreat to discuss communication, the meaning of marriage, and theology of the 

body; partnering with a sponsor couple for a guided discussion and individual counseling; 

and couple-to-couple training for NFP resources.  Several priests mentioned that their 

parish does not have any NFP teaching resources at the moment, but intends to set some 

up as soon as a couple can be found who is willing to teach it.  

 
 The future: Unity among Catholics to support NFP and openness to life.  The 

Catholic priests and healthcare practitioners who situated themselves within this narrative 

foresaw a future in which the Catholic Church—and perhaps the Protestant or even parts 

of the secular world—will come to recognize the truth and value of openness to life.  

Catholic couple’s fallible but faithful marriages can serve as a testimony of the possibility 

of a greater reality than the options presented by the increasingly toxic cultural messages 

about sexuality.   
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 Mere days ago, First Things published an article by Catholic essayist Mary 

Eberstadt entitled, “The Prophetic Power of Humanae Vitae: Documenting the Realities 

of the Sexual Revolution.”  Eberstadt has repeatedly insisted that, despite the touted 

sexual and social liberation of the modern era, the sexual revolution has wrought far-

reaching, overwhelming harms on society (2009, 2013).  In her most recent article, she 

describes a growing recognition within Protestant circles of the direct negative effects of 

a contracepting culture.  She postulates, “One of the least reported religious stories of our 

time, this potent trend may reconfigure Christianity, replacing disunity over birth control 

with a new unity” (2018). 

 
2. “I Hope Pope Francis Takes It on Someday”: A Church on Its Way to Enlightenment 

 The second Catholic narrative that emerged within this study told a different 

story, one in which the Church’s teachings on contraception are badly in need of 

updating.  Among these interviewees, this narrative was generally used by a handful of 

Catholic physicians and even a priest who believed that the Church fails to understand 

fully the hardships that laypeople face.  

 Because much of the historical sequence of events has been laid out above, I am 

not filling in the alternative account of each historical milestone in the 20th century.  

Although such an account exists within the literature,6 it almost never emerged within the 

interviews.  The account below, just as the one above, is meant to reflect the account 

given by the respondents of this study, rather than a full map of the accounts available.  

 

                                                           
6 One of the best narrators of this account is Robert Blair Kaiser, a Catholic journalist who 

followed the Pontifical Commission’s journey from 1964 to 1966 (Kaiser, 1985a, 1985b).  More recent 
accounts have also emerged, critiquing the power games that likely took place behind the scenes between 
Pope Paul VI and the authors of the Minority Report (Slevin, 2011).  
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A pope who would not change.  A central claim that arises out of this second 

narrative is the stubbornness of Paul VI and his compatriots.  In this view, Paul VI held a 

minority opinion and took full advantage of his papal authority to impose that 

misinformed belief on millions of dissenting married laypeople.  The Church’s continued 

insistence on that doctrine, and particularly Pope John Paul II’s efforts “to make 

‘orthodoxy’ on birth control a touchstone of loyalty to Rome” (Kaiser, 1985, p. 35), are 

the messages of a celibate clerical hierarchy more concerned with maintaining its 

consistent influence than with understanding the lived realities of married life.  “This is 

not Jesus’ message,” one Catholic physician said.  “This is something humans impose.” 

She went on to discuss her deep concern with the top-heavy distribution of power among 

the Church: “I just don’t know what to do with the pope.” 

 
A Church that could not change.  A theme that arose alongside this was an 

insistence that the Church is subject to enormous internal pressure to maintain 

consistency in its teaching, and Humanae Vitae was thus an inevitable step for the Pope 

to take.  One priest said that he thinks the Church today needs to “move forward,” and 

“Humanae Vitae needs to be modernized,” but that the Catholic Church is a large 

institution and things will only change with baby steps, as they always have.  In the 

1960s, that forward step was an openness to discussing sexuality in a positive light, in 

contrast to the Church’s former ascetic principles that often emphasized the sinful 

behavior associated with sex and usually advocated for accepting “all the kids that God 

sends you.”  
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A Church laity that has already changed.  Catholic couples across the world, 

however, had been convinced differently in the 1960s and have continued to plan their 

families with birth control “in good conscience” ever since (Kaiser, 1985b, p. 5).  There 

are vast numbers of Catholic theologians and laypeople who feel that the Church is 

mistaken in its teaching, and the statistics cited at the beginning of this chapter testify to 

that.  In 2006, theologian and professor D. Maguire sent a pamphlet entitled “The 

Moderate Roman Catholic Position on Contraception and Abortion” to every Catholic 

bishop in the U.S., advocating for a more progressive Catholic stance on contraception on 

the basis of, among other things, the principle of sensus fidelium, or the “sense of the 

faithful.” “This means that the consciences and experiences of good people are a 

guidepost to truth that even the hierarchy must consult,” and thus, “such dissent from 

hierarchical teaching by Catholic laity is actually well provided for in Church teaching” 

(Maguire, 2006).  Although the United States Conference of Catholic Bishops responded 

by insisting that Maguire misunderstood the authority of sensus fidelium (Malloy, 2007), 

the fact remains that the beliefs of the Catholic Church body are a powerful force.  

 
A different future.  These small “steps forward” throughout the twentieth century 

and into the twenty-first can be seen as grounds for hope that the Church will ultimately 

change its teaching. When asked about Humanae Vitae, the priest mentioned above 

remarked, “Even if I think it is a little old, I think they opened the discussion.”  In other 

words, the Church’s willingness to begin seeing sexuality in a positive light is not only 

evidence that the Church has been able to change, but that it is on its way to continuing to 

change.  In contrast to the priests who saw among this younger generation a conservative 

reaction to the liberalization of the mid-twentieth century, this priest believed that the 
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strongest opponents to change within the Church are its oldest members.  As the younger, 

more open-minded generation assumes leadership, the Church will be less resistant to 

embracing contraception as a valid tool within healthy marriages.  

A number of respondents, including both this priest and two physicians, believed 

that Pope Francis is partial to this understanding and may soon begin acknowledging the 

moral permissibility of birth control in limited circumstances.  One physician said, “I 

love Pope Francis.  I hope he takes [this issue] on one of these days.”  That may indeed 

be the case.  Following Pope Francis’ February 2016 trip to Mexico in the wake of the 

Zika outbreak, he was questioned about the use of abortion and birth control in Zika-

ridden regions as a preventative measure against virus-linked birth defects (Domonoske, 

2016).  While clarifying that abortion is a “crime” and an “absolute evil,” he emphasized 

that “avoiding pregnancy is not an absolute evil.”  Furthermore, two priests, including 

one who believed contraception is wrong, mentioned that Pope Francis has been placing a 

much higher emphasis on the role of individual conscience in navigating morally difficult 

circumstances—such as contraception.  Amoris Laetitia, his March 2016 encyclical on 

marriage and family, included encouragement for struggling couples, and the Associated 

Press concluded, “On thorny issues such as contraception, Francis stressed that a couple's 

individual conscience — not dogmatic rules imposed across the board — must guide 

their decisions and the church's pastoral practice” (Associated Press, 2016).  As one priest 

saw it, this is an exhortation to embrace parental responsibility above other marital 

considerations, which might mean that a couple chooses to use contraception to best 

provide for the children they already have.  
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The Two Narratives 

 I have presented these two narratives as complete accounts of the Church’s 

teaching on this topic; but it is important to note that, although these two accounts never 

overlapped, there was a significant amount of nuanced variety within each account.  For 

instance, the priest who believed that contraception can be used morally nonetheless 

believed that the Church’s account of marriage is helpful and life-giving.  On the other 

hand, Catholic physician who also believed that contraception can be used morally felt 

that the Church’s teaching on marriage was too idealistic and unfeeling.  Thus, this 

narrative lens does not prescribe two dichotomous storylines to which Catholics may 

hold, but rather describes the historical framework through which they often frame this 

issue. 

 
Authority: What Do We Do When We Disagree? 

 A second lens through which respondents framed their thoughts on this topic was 

the balance of authority between the Church and an individual’s conscience.  All of the 

priests and Catholic health care practitioners, regardless of their opinions on 

contraception, recognized a distinction between their own consciences and the teachings 

of the Church.  However, how they navigated situations in which they disagreed with the 

Church varied.  Here, I discuss three themes that emerged as respondents explained the 

ways they have grappled with Church teaching about contraception. 

 
1. “This Needs More Exploring”: Seeking to Understand and Conform 

 Many priests believed that their role, both as a priest and as a practicing Catholic, 

requires them to adhere mindfully to the teachings of the Church.  One priest put it thus: 
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“Since I’ve been a lifelong Catholic, I first take the Church at Her word, and then 

sometimes I say, ‘Hang on, this needs more exploring,’ or ‘I’m personally having 

difficulty with this.’”  There is thus an underlying assumption that the Church is 

trustworthy and correct in its teachings, and Catholics are therefore called to conform to 

those teachings.  No respondent gave the impression that this is a robotic or mindless 

conformity, though; rather, it is a call toward determined and energetic intellectual 

wrestling that at the same time maintains a perspective of humility.  It is a seeking to 

understand, rather than a mindless assent.  However, one priest emphasized that this truth 

is always available for Catholics to resort to when they do not understand: “Priests and 

laity can always fall back on these teachings, even if you disagree or don’t understand it 

yourself.”   

 This was the response of several health care practitioners, as well.  One Catholic 

future physician discussed the significance of confirmation, a sacrament in which mature 

Catholics are immersed in doctrinal education and begin their full life in the Church: 

[I am now] very firmly rooted in the Catholic Church.  And [I am] wrestling with 
everything that accompanies that, because I think confirmation isn’t like, “Hey 
yes, I’m 100% solid on everything.” You know, nobody has everything figured 
out at any point in their lives.  But for me, [confirmation] was me saying that I’m 
going to wrestle with these things and that I’m going to fully consider and 
question and discover things. 
 

In other words, for priests and laypeople alike, entering into the life of the Church is seen 

as a commitment to view the Church’s teachings as authoritative and to seek to 

understand how those teachings map onto one’s lived experience. 
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2) “I Have to Be with My Institution”: Disguising Dissent 

The priest who found himself at odds with the Church’s teaching on contraception 

navigated this situation slightly differently than the others.  In his words, “The Church 

thinks—and I have to be with my institution—that contraception is not the best [option]... 

But personally, I think it’s a good idea.  But I cannot [recommend] it because I belong to 

an institution, and I have to respect that.”  In his pastoral practice, he emphasizes the 

Church’s teachings on responsibility in marriage and love between couples, and he 

sometimes reassures people within confession that responsibility is more important than 

family planning methods.  Just like the other priests, he views this as a situation that 

requires significant intellectual investment and a commitment to making sense of 

opposing views.  However, he has learned to live with the dissonance and sees no need to 

ultimately conform to the Church’s teaching.   

It is worth noting how intimately this ties into the narrative lens: a priest who 

believes the Church will change its teaching on a topic is much less likely to find it 

necessary to conform to this antiquated understanding.  Indeed, several other priests 

labelled this as an “authority problem” that emerged in the 1960s after the confusion 

about the Pontifical Commission’s recommendation.  One called it a “revolutionary spirit 

where they thought things were going to change,” and another emphasized how the 

confusion about the Commission resulted in silence around the Church’s teaching on this 

topic.   

This resort to silence was true even for one of the lay respondents.  A Catholic 

physician who taught Catholic Christian Education for 8th graders in his parish believed 

that contraception is occasionally morally justifiable, but made it clear that he would not 
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teach that dissenting view as standard Catholic doctrine. “I would not make a statement 

like that in class.  Okay?  That would not fit with the ‘company line,’ and I’m just not 

going to do that—I will not sidestep it.”  An alternate pastoral response to dissent about 

contraception, therefore, seems to be to mask it. 

 
3. “A Jenga Tower of My Beliefs”: Refusing to Lead with This Issue 

 Finally, many priests and healthcare practitioners, no matter their ultimate stance 

on the morality of contraception, emphasized that this is not a “frontline” issue of 

Christian living.  As one lay respondent put it, “This is something I definitely struggle 

with, but on a Jenga tower of my beliefs, it’s not a foundational thing for me.”  A 

physician who converted to Catholicism in her adulthood mentioned that several Catholic 

social teachings, including the restriction on birth control, had hindered her from joining 

the Church until a relative explained that these did not need to be central to her faith.  

Two priests who were new to their parishes mentioned their hesitancy to over-

emphasize this topic without framing it within more foundational theological premises.  

One said that his first priority is to focus on “spiritual awakening” within the community 

and building trust between himself and his parishioners.  If he leads with “these 

restrictive rules,” he simply becomes “the new guy who read the book and doesn’t know 

us or what we need.”  The other described how important it is to anchor these claims in 

discussion, rather than demanding unquestioning submission: 

I think people get burned when you make an argument from authority.  When you 
say, “Look, just do what I say, don’t worry about why”—that’s really 
disrespectful of people’s free will and intellect.  So I try to explain why as best as 
I can. 
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The Various Understandings of Authority 

Thus, the way Catholic respondents navigated the authority of the Church and 

their own conscience on this issue varied.   

 
Purpose & Human Flourishing 

 The third and final lens through which respondents framed their view of 

contraception was the purpose, or telos, of worthwhile human existence.7  An assumption 

of what it means to live a good life and how we can enable others to live good lives was 

foundational for how respondents understood not only the effects of birth control, but the 

way resource-rich Western countries ought to interact with low-income countries.  

Although all respondents had an idea of what human flourishing might look like, this 

vision could vary.  Most important to this distinction is what I have chosen to describe as 

“leading values”—that is, the principle or virtue that is most significant in empowering 

humans to lead meaningful lives.  For the first group of respondents, this value was 

autonomy, the ability for human beings to make their own decisions freely and have 

control over their destinies.  This group tended to use language centered around rights 

and empowerment.  For the second group, this central value was love, or an 

interdependency that is nurturing and multiplicative.  This second group tended to use 

language centered around community and generosity.  It is important to note, however, 

                                                           
7 In articulating this theme, I rely rather freely on the language of traditional Western 

philosophical tradition descending initially from Aristotle’s Nichomachean Ethics.  This is not meant to 
impose a presupposed philosophical interpretation onto the data from this study; rather, teleological 
language naturally lent itself to the themes that emerged among responses.  Because Aristotelian ideas were 
especially influential to medieval Catholic scholarship (first and foremost to Thomas Aquinas), it is entirely 
possible that these themes were present in the data because Catholic theological tradition has made wide 
use of Aristotle’s ideas (Hause & Murphy, 2012).  Additionally, almost all of the priests in this study had 
received formal philosophical training, and it is likely that their education shaped their interpretation of the 
world. 
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that these “leading values” in no way imply that the first group does not value love and 

the second group does not value autonomy.  These are to be understood as guiding 

principles, or the primary point atop a list of important and interconnected virtues, rather 

than isolated, exclusive values.   

   
1. “Women All Over the World Know What They Want”: A Guiding Value of Autonomy  

 Of the respondents interviewed in this study, two tended to hold autonomy as the 

guiding principle toward human flourishing.  Both of these respondents were physicians 

with experience in underserved areas; one was Catholic and one was Episcopalian.  The 

principle of autonomy shaped how they thought about societies, marriage relationships, 

contraception, and global health interventions. 

How to think about societies.  When speaking about societies at large, these 

respondents tended to place a strong emphasis on individuals.  While recognizing the 

powerful and valid role that cultural context holds in shaping personal identity, they 

warned against the dangers of societies and social norms that coerce individuals away 

from what they evaluate to be in their best interest.   

 
How to think about marriage and contraception.  Thus, marriages are social 

institutions that have the capacity to work for or against individuals’ best interests.  A 

healthy marriage is one in which a couple is entirely free to make their own shared 

decisions about the future and size of their family, whether that be to have two or ten 

children or not to have children at all.  Contraceptive methods, therefore, are a good 

because they enable humans to achieve the chief good of autonomy.   
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This framework shaped how respondents thought about medical practice and 

consultations.  These two physicians both made a point to emphasize that their role as 

doctors is to help patients make informed decisions by assisting them as they navigate the 

wide variety of medical options available.  One physician described how she walks 

patients through discussions about their lifestyles and desires for the future and then gives 

them the best resources available to meet those ends.  In speaking about low-income 

patients and contraception, she said “If their number one concern is that one more baby 

will push them over the brink of poverty, then you give them the best thing you have.” 

 
How to think about Western aid.  Medical aid and intervention in resource-poor, 

patriarchal societies is therefore absolutely essential because it restores autonomy to 

those who have been oppressed by circumstance and society.  Women are particularly 

vulnerable in these contexts, and contraception can act as a first-line defense in restoring 

the dignity of control over their own bodies and their own family size.  In talking about 

global aid, respondents emphasized the fact that rich Westerners sometimes try to impose 

their ideology on people receiving aid in low-income countries or assume that poor 

women need to be told what is best for them.  “It all comes down to autonomy,” one 

physician said.  “Women all over the world know what they want, and they have the 

power to make decisions about their own life.” 

It is helpful and important to note that there is a certain level of cultural and moral 

humility to this perspective.  While not excluding the possibility of an ultimately superior 

code of ethics, respondents who held to this view were simply open to the possibility that 

other individuals or cultures might have a better understanding of human flourishing than 
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they themselves do.  When operating from this assumption, the best course of action may 

be to empower others to act toward their own vision of a good life.   

 
2. A Guiding Value of Love 

 The other respondents in this study tended to operate within a different 

teleological framework, one in which there is a single, ultimately superior form of the 

good life that necessarily involves communities that care for one another in a self-giving 

way.  This could be as large as the global community between cultures and as small as 

the two-person community in marriage.  For many, priests and health care practitioners 

alike, this was rooted in the language of Christian faith: Jesus’ gospel message provides 

the foundation for how to navigate interhuman relationships.  

 
 How to think about societies and contraception.  These respondents viewed 

individuals as necessarily interconnected.  They tended to use language focused around 

groups and populations (e.g., the ways that access to contraception are affecting cultures), 

focusing on the interconnected nature of human communities.  The best way to live in 

such a society is by sharing and giving selflessly, but these respondents did not view this 

as a waste of scarce resources.  Rather, there was an assumption that patterns of social 

giving are necessarily multiplicative: they create a healthier, stronger society that 

ultimately finds its riches in something other than material wealth.  One priest observed 

that for Christians, 

... we don’t see quality of life as more and more accumulation of material 
possessions or money.  Happiness is found in living a virtuous and righteous life, 
it’s found in knowing God and loving Him and serving Him...  You can be happy 
as a poor person and blessed as a poor person.  And, according to Jesus Christ, it’s 
more difficult for a rich person to be happy than it is for a poor person.  So, ‘what 
is it that makes us happy?’ is, I think, the big gaping question at the bottom of all 
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of this question about contraception.  And if new life and relationships, and love 
make us happy, then that’s a good argument against contraception, I think.  If 
possessions and security and wealth make us happy, well then that’s an argument 
for contraception. 
 

It is important to note that some of the respondents who held this second view of human 

purpose believed that contraception could be morally acceptable, but these were the 

respondents who saw it as a stop-gap toward a better future.  All of the respondents who 

held this love-led teleology saw an ultimate human good that did not need to involve the 

deep levels of reproductive control that birth control brings.  Rather, the social support 

systems and mutually-recognized dependency of our communities can provide spaces 

that see children only as a gift. 

 
 How to think about marriages.  For these respondents, marriages were institutions 

that by their very nature involved deep vulnerability and utter trust.  A healthy marriage 

is thus one that involves open communication, respect and trust, complete generosity, and 

openness to life.   

 
 How to think about Western aid.  Respondents who fit this perspective referenced 

a generosity and self-giving that extends beyond the borders of one’s nation: a call to 

love one’s neighbor is a call to love the world.  However, they tended to view health and 

poverty intervention in one of two ways.  The first group framed aid as preventing 

consequences that fall too soon on the innocent or unaware, such as providing IUDs for 

teenagers who are likely to become parents at a vulnerable age.  The second group 

framed aid as coming alongside the suffering and entering into their experiences—one 

physician described a point in residency in which she had to start asking herself, “Am I 

just throwing the pill at [my patient]?  Am I helping her to live a flourishing life?”  Thus, 
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for both of these groups, the best interventions are attentive and caring; but the way 

respondents approached the topic of giving could vary. 

 
Conclusion 

 The respondents from this study tended to frame the questions surrounding 

contraception and global aid through three interpretive lenses, what I have here described 

as “narrative,” “authority,” and “purpose.”  The way respondents understood the story of 

the Church’s teaching on contraception, and therefore where they themselves fit into that 

story, had a large influence on how they described their beliefs and made claims about 

the purpose of contraception.  The way in which they evaluated the role of the Church’s 

authority when its teaching was at odds with their own beliefs likewise informed how 

they thought about contraception.  Finally, their foundational understanding of the nature 

of human flourishing and the purpose of autonomy and love provided a framework for 

understanding the role of marriage, contraception, and global aid.  In the next chapter, I 

will move on to discuss the ways respondents understood artificial contraception and 

NFP in a global context.  The three lenses presented here provided reference frames and 

conceptual language for the respondents as they navigated these complex issues. 
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CHAPTER THREE 

How Do Catholics & Global Health Workers Think About Family Planning in Global 

Aid? 

 
 The lenses discussed in the previous chapter colored how respondents evaluated 

the role of contraception.  In this chapter, I move on to explain how respondents 

ultimately assessed family planning in a global context.  The themes that emerged from 

the 16 semi-structured interviews in this study can be sorted into two groups: how 

respondents thought about artificial contraception in LMICs and how they thought about 

Natural Family Planning in LMICs.  Where helpful, I supplement and clarify their 

responses with ideas drawn from the literature around this topic.  I chose to visually 

represent these competing ideas along linear continua in Figures 3.1 and 3.2, but they do 

not represent increasing extremities of conviction.  Rather, the arguments that emerged 

dialoged with each other in complex and interactive ways, discussed in this chapter.  

 
Artificial Contraception in Global Health 

 The ways that respondents characterized the distribution and use of contraception 

in developing countries varied.  It quickly became clear that respondents did not simply 

view this in two discrete ways—that is, responses were far more nuanced than whether 

birth control ought or ought not to be used to combat poverty.  For instance, some 

respondents who supported its use believed it is an innately good and powerful tool that 

people may use to exercise their human right to determine the number and spacing of 

their children.  Others believed it ought to be utilized to break poverty cycles that result 
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from high maternal and infant death rates and unsustainably large families, but that it will 

not ultimately contribute to human flourishing.  Extended data review and constant 

comparison yielded five distinct ways that respondents tended to characterize 

contraception.  There were also two additional characterizations that I have described as 

“oppositionally-constructed”: portrayals that respondents argued against, but that never 

surfaced among other respondents’ actual beliefs.  Because several of these arguments 

are supported in the literature, I have included them here as valid ways that people may 

think about contraception.   

 In this section, I describe in detail the ways that contraception was portrayed in 

this study.  These characterizations are visually represented below in Figure 3.1.  Readers 

may find it helpful to reference the diagram while reading this section. 
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Figure 3.1: Characterizations of the effects of artificial contraception in low-to-middle 
income countries.  In this diagram, each box represents a way that respondents 
characterized the role of contraception in low-income societies.  The purple boxes 
represent the perspectives of respondents who supported the distribution of birth control, 
and the blue boxes represent the respondents who opposed it.  The green box in the 
center was a perspective shared by respondents on both sides of the issue.  The arrows 
beneath the boxes help to conceptually demonstrate how these ideas interact with each 
other.  The red boxes represent arguments constructed by respondents on the other side 
of the issue, rather than arguments that any respondents defended. 
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1. A Tool for Strategic Population Control 

 One significant concern for many respondents was that contraceptive campaigns 

have been employed by powerful colonialist Western leaders as a eugenic and racist 

population control measure against low-income countries.  Responding to neo-

Malthusian scare tactics about global population explosion, these leaders see large, poor, 

uneducated, rapidly-reproducing societies as a threat to human existence and flourishing.  

As one priest bluntly put it, “It’s like, ‘Oh, there’s too many people on the planet, so let’s 

get rid of all the darker ones.’”  Another priest characterized it as attempting to address 

the problem of poverty by simply ridding the world of poor people.  This is a massive, 

manipulative social injustice towards the most vulnerable populations on the planet.1  

 While no respondents in this study actually supported this view—or anything 

close to it—history shows that such concerns are well-founded (Frey, 2011).  In the 

1960s and 70s, on the tail of the Western eugenics craze, thousands of Black women in 

the U.S. were surgically sterilized without consent, a practice that became so common as 

to earn to nickname “the Mississippi appendectomy” (Roberts, 2000).  In India, the 

National Family Planning Programme has suffered decades of international criticism for 

coercing millions of its poorest women to undergo poorly-supervised tubal ligations by 

bribing them with cash incentives (Sharma, 2014).  History has shown that it is entirely 

possible for birth control to be usurped for the malicious purposes of the powerful.  

 

                                                           
1 In Evangelium Vitae, Pope John Paul II compares these modern measures to the Egyptian 

Pharoah’s perception of the threat of Israelite population growth and subsequent infanticidal rampage.  
“Today not a few of the most powerful of the earth act in the same way.  They too are haunted by the 
current demographic growth, and fear that the most prolific and poorest peoples represent a threat for the 
well-being and peace of their own countries” (1995, section 16).  
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2. A Facilitator of the Universal Right to Autonomy 

 Several respondents—particularly those who viewed autonomy as a primary end 

towards human flourishing (see Chapter Two)—saw effective contraceptive methods as a 

valuable tool that enables human beings to control the number and spacing of their 

children.  As one physician put it, “We have invented ways to keep people from having 

14 children if they don’t want to.”  This is precisely the stance that the World Health 

Organization currently holds.  In their words, “Family planning reinforces people’s rights 

to determine the number and spacing of their children... [it] enables people to make 

informed choices about their sexual and reproductive health” (“WHO | Family 

planning/Contraception,” 2016).  In fact, it is becoming more and more common to 

simply describe access to contraception as a human right (Baird, 1965; Cleland, 2009).  

  
3. A Necessary & Temporary Stop-Gap 

 Other respondents hesitated to label contraception as a good, but certainly saw it 

as a necessary intervention given many of the tragic situations that exist in our broken 

world.  These respondents included three physicians and one priest, all of whom 

expressed reservations about artificial contraception being used too freely or for “selfish 

motives,” but thought that banning its use would result in harm for many of the world’s 

most vulnerable.  As one future physician with global health experience phrased it, 

“Contraception is the stop-gap that allows us to buy a little time to fix the glaring issues 

of everything else.”   

 The two physicians who had extensive experience in developing countries also 

expressed deep concern that people who insist that birth control should never be used 

have a poor understanding of the realities of life in poverty.  One mentioned her 
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discussions with Catholic colleagues and said that many of them “have not worked in the 

situations I have.”  Their misconceptions about the situations women and families live in 

allowed them to think that contraception was unnecessary.  The other physician, who is 

Catholic, reflected,  

I think the people who think they have it all figured out and are all set, like 
‘Artificial contraception [is blatantly] bad.  Really bad’—that if you take them to 
the middle of Kenya and show them the conditions in which mothers are giving 
birth... and it doesn’t at least cause a little bit of a spiritual shake, that’s a bit 
concerning.  Because I think that it’s one of those things that I don’t have fully 
figured out for myself—and I thought I did before I went to Kenya, but then I 
went to Kenya and I was like, ‘Oh boy. Something’s gotta give.’—that this is the 
way that the world exists, and my worldview and my theology doesn’t fit in this 
world, does not explain how this world can realistically be.” 
 

The reality of these difficult situations created an exigency for these respondents in which 

contraception was a necessary short-term solution.  

 
4. A Band-Aid on a Hemorrhaging Wound 

 Many of the respondents, no matter their ultimate stance on whether contraception 

ought to be used, believed that it is easy to over-glorify the efficacy of providing birth 

control for women in developing countries. It is often touted as a panacea for the self-

replicating patterns of social poverty instead of a single tool in addressing a complex web 

of destructive forces.  Rather than investing in long-term medical, agricultural, 

educational, and economic solutions, aid groups can be tempted to limit their investments 

to the “low-hanging fruit” of lowering HIV transmission rates, limiting family size, 

reducing teen pregnancy, or even just counting condom distribution (Farmer, Kleinman, 

Kim, & Basilico, 2013).  These solutions are short-term and show a lack of commitment 

to the deeply-entrenched, complex problems that people in poor countries often face.  

One priest characterized this approach as a Band-Aid on a hemorrhaging wound.  A 
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physician said, “Condoms are cheap.  Fixing an entire medical system is expensive.  And 

fixing culture is not instant gratification... [If you say,] ‘We distributed 1000 condoms,’ 

that’s a measurable, quantifiable result... And we love measurable things.”  Or, as another 

physician put it even more simply, “The goal is not to leave them in their misery with a 

condom.”  

 There was a nuanced difference between the groups that used this argument.  

Respondents who favored contraceptive distribution often phrased the issue as a limited 

understanding of women’s empowerment,2 while respondents who ultimately disagreed 

with contraception saw it as a more pervasive problem that extends even to contracepting 

couples in high-income countries.  One physician who converted to Catholicism in 

residency explained that she had learned to ask herself, “Am I just throwing the pill at 

[my patient]?  Am I helping her to live a flourishing life?”  She told a story about a time 

when she had reluctantly prescribed hormonal contraceptives for a young woman at the 

insistence of her boyfriend, whom she later realized was trafficking the woman.  “I didn’t 

help her at all; she was still enslaved.”  Other respondents mentioned that 

unquestioningly distributing birth control to teens is an inattentive and uncaring response 

that ultimately does not fix the root problems of broken relationships.  For these 

respondents, contraception can serve as an insufficient Band-Aid in rich countries, too. 

 
5. An Act That Contradicts Marriage’s Chief End 

 In contrast to respondents who characterized birth control as a method that 

functioned as a human right or as a temporary stop-gap in low-income areas, many 

                                                           
2 For an excellent read on this topic, see R. Zakari’s op-ed “The Myth of Women’s 

‘Empowerment’” (2017).  
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Catholic respondents believed that birth control methods should never be used for the 

purpose of contraception.  Because the chief good of marriage involves unity of the 

spouses and a generous self-giving that can result in the fruitful bearing of children, 

contraception contradicts the chief end (telos) of marriage.  In fact, Pope Paul VI (1968) 

used this very language in Humanae Vitae:  

... it is never lawful, even for the gravest reasons, to do evil that good may come 
of it—in other words, to intend directly something which of its very nature 
contradicts the moral order, and which must therefore be judged unworthy of 
man, even though the intention is to protect or promote the welfare of an 
individual, of a family or of society in general (Section 14).  
 

In other words, it is not morally possible to use bad means to a good end. 

 This contrasts sharply with the view that contraception can be used as a stop-gap 

for cycles of poverty.  When asked whether contraception could be used in these 

circumstances for a short amount of time, several priests insisted that this is a form of 

moral consequentialism.  One priest’s response was indicative of many:  

I don’t [think contraception can be used as a stepping stone], and I’m not just 
trying to toe the company line here.  But I know that if you say yes in a 
proportional sort of outlook, if you say, ‘Ok, for a time you can use 
contraception.’—ok, when does that time end?  You can’t put a discrete end on it, 
there’s no benchmark on when we can stop.  Frankly, I’m not going to go around 
asking, ‘Hey, is your gross annual income above, you know, $3000/year?  Ok, 
you have to stop using condoms now.’  I’m not the condom hall monitor.  I 
wouldn’t say that because what it ends up doing is saying that we can use a bad 
means to a good end.  That is consequentialism, and that’s a moral system that 
doesn’t work.  It leads to the justification of evil acts. 
 

In other words, these respondents believed that the solution to the problem of poverty 

cannot be through the use of artificial contraception, which ultimately thwarts the very 

end it is trying to achieve. 

 However, several of these respondents did believe that artificial contraceptive 

methods can be used for non-contraceptive purposes, given that the other situation is 
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severe.  For instance, hormonal contraception can be prescribed to treat many serious 

gynecological conditions, such as endometriosis, polycystic ovarian syndrome, and 

dysmenorrhea (Davis & Westhoff, 2001; Vercellini et al., 2003; Yildiz, 2015).  To 

navigate this situation, four priests cited the principle of double effect, first articulated by 

St. Thomas Aquinas as a moral calculus for understanding killing in self-defense (Summa 

II-II, Q. 64, Art 7). For situations in which a well-intended act has two effects, one good 

and one bad, the principle of double effect states that the action may be morally justified, 

as long as the bad effect is proportionate to the good effect.3  If a married woman has a 

serious or debilitating medical condition that can only be addressed through hormonal 

supplements that have a contraceptive effect, she and her husband do not intend to use the 

medication for contraception, and she would be open to pursuing other health treatments 

if they became available, then the priests clarified that this would be a morally acceptable 

circumstance to use hormonal contraception.  Essentially, this creates a framework to 

view the lack of fertility as a negative side effect of a drug, which must be weighed in 

proportion to the potential positive effect of that drug.  This is distinct from using 

contraception to address poverty because its purpose is not to prevent conception, either 

in the short-term or long-term.  

                                                           
3 The priests who cited the principle of double effect cautioned that it can only be applied in limited 

scenarios, and one must undertake thoughtful self-examination to ensure that it is a valid application.  
According to an article published in the Stanford Encyclopedia of Philosophy, there are four widely-
recognized conditions that must be met for it to be justifiable: 

1. “The act itself must be morally good or at least indifferent. 
2. “The agent may not positively will the bad effect but may permit it.  If he could attain the good 

effect without the bad effect he should do so.  The bad effect is sometimes said to be indirectly 
voluntary. 

3. “The good effect must flow from the action at least as immediately (in the order of causality, 
though not necessarily in the order of time) as the bad effect.  In other words, the good effect must 
be produced directly by the action, not by the bad effect.  Otherwise the agent would be using a 
bad means to a good end, which is never allowed. 

4. “The good effect must be sufficiently desirable to compensate for the allowing of the bad effect”  
(McIntyre, 2014). 
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6. A Form of Ideological Neo-Colonialism 

 Many respondents were also concerned that widespread campaigns to promote 

access to contraception, particularly in Africa, represent an overly simplistic, Western 

solution that many Africans simply do not want.  These respondents were particularly 

critical of UN aid policies that have made funding for health care programs contingent 

upon accepting donated contraception.  One priest saw in this a fulfillment of Pope Paul 

VI’s third prophecy in Humanae Vitae, saying,  

And [governments] are [getting involved in couple’s family choices], especially 
the World Health Organization.  You go into these poor countries, the first thing 
they say is, ‘Until you guys start contracepting, we’re not helping you.’  And a lot 
of these poor countries, the families there want to have babies.  [They say,] ‘Take 
care of my babies.  This is our family.’ 
 

Multiple respondents, including several priests and a Catholic physician who had spent 

years practicing in Africa, touched on this subject, portraying contraception as something 

imposed on African societies, often against their wishes. 

 This is not merely a fictitious American Catholic portrayal of African views.  One 

priest interviewed in this study was a Nigerian immigrant, and he characterized these aid 

measures as proselytization of broken American sexual standards and individualism.  

Instead of empowering women and families, they vilify and ignore men, insult the dignity 

and moral competence of African people, and perniciously destroy the strong family 

values that bind African societies together.  Another priest who had gone to seminary 

with several African friends said, “A lot of them talked about it in the same language that 

they talked about the imperialism of the colonies... Their view is it’s like you’re imposing 

your family values, which is ‘few children’ and all that sort of thing, on us, with the 

condition that if we bow to act like you, basically, then we’ll be able to get the [aid].”  
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 This spring, Nigerian social activist Obianuju Ekeocha published Target Africa: 

Ideological Neocolonialism in the Twenty-First Century, calling out Western aid 

organizations and governments for their belittling and dismissive attitudes towards 

African suggestions for poverty solutions.  She says,  

Africans by and large believe that sex is sacred, that human life is precious from 
womb to tomb, that children are blessings, that motherhood is desirable, and that 
marriage between men and women is life-generating.  These are the basic family 
values that our parents and grandparents transmitted to us.  They are embedded in 
our customs, enshrined in our laws, and even encoded in our native languages.  
To take them away from us amounts to invasion, occupation, annexation, and 
colonization of our people (2018, p. 29). 

Ekeocha gained fame several years ago when she wrote an open letter to Melinda Gates 

asking the philanthropist to re-think $4.6 billion that had been designated for providing 

contraception to women in Africa.  Instead, Ekeocha challenged Gates to use the money 

for better prenatal, antenatal, and pediatric healthcare structures; food programs for 

young children; more affordable higher education; chastity programs; and microbusiness 

opportunities for female entrepreneurs (Ekeocha, n.d.).  These, she said, are African 

solutions to African problems, instead of external Western solutions that lack the context 

and the social imagination to envision solutions that will meet the desires of Africans 

(Chretien, 2017). 

 While Africa certainly is not representative of the entire world,4 it is important to 

note that there are other cultures that experience the same phenomenon.  One Catholic 

physician in this study spent several years practicing with the Indian Health Service in the 

United States and described an eye-opening experience she had with a 36-year old 

mother and her 15-year old twins.  This physician had been working in the community to 

                                                           
4 The Philippines is a low-income, predominantly Catholic country whose citizens are largely in favor 

of contraception (“A Letter to Pope Francis,” n.d.).  



65 
 

promote contraception and abstinence to lower the rate of teen pregnancies and 

encourage women to have children once they were ready, but this mother was absolutely 

delighted when she found out both twins were pregnant.  Because growth of the Navajo 

nation was so important to community members, they would often invite their daughters’ 

boyfriends to come live with them until their daughters became pregnant.  “I knew I was 

barking up the wrong tree,” this physician said.  Realizing that this culture had vastly 

different values than she did changed her perception of her role, and she said, “I became a 

little less strident—I backed off a bit.”  She framed contraceptive intervention as a 

suggestion but became much more accepting of women’s decisions to have children at a 

younger age.  Ultimately, this sharp clash in cultural values raised the question of 

whether the aid that health care providers were offering was meeting the priorities of the 

population.  This contrasts sharply with the viewpoint that contraception is a human right 

or innately good. 

 
7. An Innate Evil That Should Never Be Used 

 While many Catholic respondents warned about the widespread cultural 

detriments of contraception and the individual perils it entailed, all of them expressed 

opinions which made it clear that they had wrestled with the difficult implications of 

Catholic teaching in resource-poor settings.  However, other respondents expressed 

concern that legalistic adherence to the Church’s teaching on contraception is overly 

simplistic, uncharitable, and willfully ignorant or dismissive toward the harsh realities 

that many poor people—and especially poor women—face.  While none of the 

respondents in this study expressed such a view, it is certainly possible that this has been 

a problem in practice or in discussion. 
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Fertility Awareness-Based Methods in Global Health 

 Fertility awareness-based methods (FABMs) are rather self-descriptive: practices 

that rely on a couple’s estimation of a woman’s monthly fertile periods to try to 

“achieve” or “avoid” pregnancy (see Chapter One for more discussion).  The way that 

respondents viewed FABMs, and particularly their feasibility in low-resource settings, 

varied widely.  Here, I describe five ways that respondents tended to characterize the use 

of FABMs in global health.  These five concepts are visually represented in Figure 3.2. 

 

Figure 3.2. Characterizations of the effects of fertility awareness-based methods in low-
to-middle income countries.  This diagram conceptually demonstrates respondents’ 
perspectives on FABMs.  Just as in Figure 3.1, the purple boxes represent ideas 
advanced by respondents who supported the distribution of birth control, the blue box 
represents ideas from respondents who opposed it, and the green box represents ideas 
shared by some respondents on either side of the issue.  The red box represents an 
oppositionally-constructed argument that was not supported by any of the respondents in 
this study. 
 
 
1. An Ineffective Contraceptive Method 

 Four physicians and two priests (including one who supported the exclusive use 

of NFP) described FABMs as ineffective and unreliable.  One physician said, “I always 

joke that I love my natural family planning patients and I deliver their babies every year.”  

Two others cited the high failure rate of these methods and clarified that FABMs are 

often only practical or effective for women with regular cycles who know their bodies 
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well.  Another framed it as a last resort for women who react negatively to hormone 

medication and do not want to use barrier methods or be permanently sterilized.  “It’s just 

not very common—normally there’s something we can do to help them with... birth 

control.”   

 
2. An Unrealistic Idealization 

 Many other respondents, most notably two physicians with extensive experience 

in low-income countries, believed that FABMs can be effective and health-promoting in 

healthy marriages in rich countries, but they are impractical when transferred to many 

poor settings.  Some believed this was due to the fact that they are inherently activity-

based and can have complex complications: women may be uncomfortable checking their 

cervical fluid, checking fluid daily requires easy access to privacy in a well-lit place, and 

many women do not have a way to store the charts and other tools required for various 

methods.  Others believed the primary obstacle is inherently social and relational: many 

women simply do not have control over when they have sex.  For these women, 

accurately charting their cycles is not enough.  Several respondents labeled this as “ivory 

tower” thinking, a rich person’s idealistic solution to a poor person’s complex problem.  

 
3. An Effective Modern Method of Contraception 

 Several healthcare practitioners, particularly those who had received training in 

various FABMs, insisted that these methods are equally effective for spacing births and 

controlling conception.  Several cited the CDC’s reported failure rate for FABMs (24%) 

as outdated and inaccurate, the result of a study that used them as a catch-all for non-

medical contraceptive methods  (Centers for Disease Control & Prevention, 2018; 
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Pubfac, n.d.).  The rhythm method, or “calendar days” method, relies only on counting 

the days between a woman’s period, and has proved highly erratic (Trussell, 2011). 

Numerous studies conducted more recently have shown that FABM’s perfect-use rates 

and typical-use rates are comparable to those of most contraceptive pills (Arévalo, 

Jennings, & Sinai, 2002; Trussell et al., 2009).  Because of this, the World Health 

Organization recognizes FABMs as “modern” methods of contraception, as opposed to 

“traditional” methods (“WHO | Family planning/Contraception,” 2016).   

 
4. A Healthy Tool for Marriage 

 Many other respondents emphasized that the practice of NFP can contribute to 

marital trust, respect, and emotional intimacy.  When asked their thoughts about NFP, 

many priests began by simply observing that the couples in their parishes who practiced 

NFP tended to have healthier marriages.  One priest said, “Couples who practice NFP are 

what we call ‘very married’.  They tend to have the best sex lives, because once a girl 

gets on the pill she stops ovulating, and that has all sorts of ramifications...”  Another 

commented on how his parishioners who practiced NFP were more loving: “I’ve noticed 

that couples who are open to life tend to have a lot more affection for each other.  They 

have their struggles, of course, but a lot more affection.”  One priest observed that 

children in his parish who came from families that practiced NFP tended to play well 

with others and tended to show more focused attention in their Religious Education 

programs.  

However, it is important to distinguish this was identified not as the direct result 

of the scientific practice of FABMs, but of the openness to life and self-giving spirit in 

which NFP is meant to be practiced.  An openness to life does not mean having as many 
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children as possible, but stewarding one’s procreative abilities in a way that remains 

humble towards God’s purposes and open to any children He may send.  One priest said 

that NFP should never be presented as “This is how you stop having children the Catholic 

way.”  If FABMs are presented as a contraceptive method that is both effective and 

religiously approved, it becomes “just as numbing” as artificial contraception.  Rather, 

NFP ought to be presented as “a way for spouses to come together.”  It is this attitude, 

another priest said, that strengthens marriages and teaches couples the disciplines of 

faithfulness and selflessness.5   

Couples may decide that it is not prudent to have another child in the near future, 

and that decision represents responsible stewardship of their procreative abilities.  

However, one priest clarified that this must be made in a selfless way that does not value 

a comfortable lifestyle over another child: 

So, stewarding your sexuality as a married couple, the only circumstance in which 
it becomes a manifest issue is, “Is there an overwhelming reason why it would be 
irresponsible and sinful for us to have a child right now?”  Ok, that’s not the 
question of “We don’t want to have a child right now.”  It’s not a question of what 
kind of house we’re living in... unless I’m in abject poverty.  It’s not that I can 
have French lessons for the kids I already have, so they can all go to the right 
schools, so they can all go to college—these are not actually legitimate questions.  
Health and wellbeing of human beings certainly is. 
 

This careful attitude that focuses on the value of children wards off the temptation to 

yield to Western cultural pressure to commodify children.   

 Many of these respondents insisted that this approach can still function in 

developing countries.  One Catholic physician with extensive experience practicing in 

                                                           
5 These anecdotal observations by clergy have no known scientific basis, but undertaking well-

controlled empirical studies to possibly validate these claims could strengthen the Church’s position about 
the efficacy of NFP.  I discuss this further in the Conclusion. 
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Africa mentioned that certain FABMs, such as the Standard Days Method and the 

Billings Method, were designed particularly for women in resource-poor environments.  

As such, they are meant to be low-maintenance, straightforward to learn and teach, and 

lost-cost.  

 
5. A Panacea for Marriages 

 However, despite boasting about the many benefits of NFPs and openness to life, 

none of the respondents who supported FABMs believed that these methods can simply 

be inserted into a broken society and fix all its problems.  Although NFP does not rely on 

an idealistic world, it can only truly function in marriages in which the partners respect 

and trust each other.  According to the respondents surveyed in this study, it is by no 

means a panacea for broken relationships and societies.  

 
Conclusion 

 The respondents in this study tended to characterize artificial contraception and 

FABMs in a number of different ways.  These ideas interacted with each other in 

complex ways and were neither dichotomous nor continuous.  One thing seems certain: 

the issues involved in this question are complex and nuanced. 
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CONCLUSION 

How Shall We Then Act? 

 This thesis has described the results of a grounded theory study of 16 healthcare 

professionals and Catholic priests, detailing the ways they have navigated the role and 

morality of contraception and the exigent demands of radical poverty and suffering in the 

developing world.  Emergent themes revealed three interpretive lenses that Catholics use 

to make sense of the Church’s widely contested forbiddance of contraception: narrative 

(the story of the Church’s teaching), authority (the relative roles of the Church and the 

individual in moral decision-making), and purpose (the primary goods we associate with 

human flourishing).  They also revealed various, overlapping ways that clergy and 

healthcare practitioners characterized the role of artificial contraception and fertility 

awareness-based methods.  Necessarily, this study has grave limitations on its 

generalizability, and I will discuss those in more detail below.  However, the process of 

conducting these interviews and analyzing the data also yielded a third set of themes: 

vital next steps for future research, inquiry, and action.  I want to conclude this thesis by 

focusing on the aspect that perhaps matters most: where do we go from here? 

 
Limitations of This Research: What it Does and Does Not Say 

 A study of this size innately has sampling limitations, but the fact that the 

research question involves the world’s 1.29 billion Catholics and 766 million people 

living in extreme poverty makes a sample size of 16 seem almost trivial (Central Office 

of Church Statistics of the Secretariat of State, 2017; “Data | The World Bank,” 2017).  
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The scope of this study, however, was never intended to yield a fully-fleshed out map of 

human beliefs and experiences of contraception and poverty.  It intends only to explain, 

in as faithful and insightful a way as possible, the beliefs that the 16 respondents of this 

study held.  The models it yields can be useful for understanding some of the views that 

similar populations may hold, but further, more extensive studies will be needed to 

demonstrate wider generalizability.  

 This sample had particularly deep cultural limitations.  Many of the respondents 

lived in Texas, historically a socially conservative region, and many of the priests had 

attended seminary in Texas or in Rome.  While the inclusion of respondents from other 

states and countries brought the inclusion of other perspectives, the high proportion of 

respondents with conservative training and formation may have skewed the development 

of theory to be more detailed and precise around conservative perspectives on these 

issues.   

 Additionally, all of the clergy interviewed for this study were male.  Although this 

is a necessarily gendered limitation based on the population, inclusion of nuns or female 

Catholic theologians could expand the scope of this study by providing a wider variety of 

lived experience.  On the other hand, many of the health care practitioners were female.  

While this perspective brought its own value—pregnancy, birth, and often contraception 

are female experiences—more male voices would lend value to the variety of responses. 

Because of these gender skews among respondents, I made no attempt to connect the 

emergent themes as male-typical or female-typical responses.  

 Another major limitation of this study is the fact that it is one step removed from 

couples’ lived experience with contraception and from societies’ lived experience in 
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radical poverty.  It must be remembered that, with several exceptions, these beliefs are 

perspectives on contraception from a celibate population and perspectives on poverty 

from a high-income population.  This certainly does not discredit these viewpoints,1 but it 

is a fact that must be kept in mind when considering the generalizability of this study. 

 
What Then Shall We Ask?: Directions for Future Research  

 The process of conducting research for this study highlighted conceptual holes 

within the literature around these topics and suggested future avenues of research and 

inquiry.  Many of the claims that respondents made were scientifically verifiable—that is, 

rigorous and creative scientific research is the best tool we have to answer them.  

 
Expansions on This Study Design 

 As mentioned previously, this study design can be expanded in future research to 

provide a deeper articulation of the theory around these topics.  The most important step 

in understanding this, I believe, would be to interview Catholic women in specific 

resource-poor areas.  These first-person perspectives would provide strong answers to the 

generalizations and speculations of Western commentators, and creating multiple 

research projects that targeted different areas of the world (at the very least, regions of 

South America, Africa, and Southeast Asia) would provide valuable distinctions between 

cultural and economic influences.   

 

                                                           
1 Their perspectives remain valuable for at least two reasons.  One, discussed in Chapter One, is 

their role as authority figures during difficult ethical decision-making processes.  The second, specific to 
this study, is the fact that traditional Christian theology does not operate within a framework that demands 
authority be granted only after a situation is lived out.  Although the reality of lived experience creates 
manifold layers of meaning and engenders Christ-like love (in a way that models the Incarnation), ultimate 
moral authority is rooted in God, the author of goodness and granter of authority.  Priests, as stewards of 
the Church’s moral authority, have a valuable voice to contribute to this conversation.  
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Verification of Consequentialist Claims 

 Many of the respondents’ claims about the nature of contraception (discussed in 

Chapter Two) were consequentialist: that is, they focused on the effects that 

contraception will have on societies, psychological and bodily health, and spiritual 

perspective.  Many of these make sense logically, but the next step is to approach them 

through responsible scientific inquiry.  Do couples using NFP have deeper emotional 

intimacy, and is this a predictor of or result of NFP use?  In certain African cultures, how 

does an increase in access to contraception affect local women’s rate of contraceptive 

use?  How do levels of contraceptive access or use affect social stability?  How does 

access to contraception affect the rate of safe births?  Does access to contraception result 

in a lack of respect for women?  Do women lose or gain social power when their fertility 

is lowered through contraception?  Finally, is contraception a necessary and sufficient 

cause for poverty alleviation in low-resource contexts?   

 Questions such as these are beginning to be addressed in the literature, and 

researchers have studied the effects of contraception on human mate choice, relationship 

satisfaction among women who met their partner while using birth control, and men’s 

global perspectives on contraceptive use (Alvergne & Lummaa, 2010; Hoga, Rodolpho, 

Sato, Nunes, & Borges, 2014; Roberts et al., 2012).  Another recent study has provided 

metrics for conducting high-quality research on the psychological effects of contraception 

(Cobey & Buunk, 2012).  Such studies suggest that researchers remain interested in 

exploring these effects further, and the questions uncovered by this study are valuable 

directions of future research. 
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Evaluating Population Trends 

 Finally, there is great value in understanding the cultural and geographic 

conceptual nuance of Catholics around the topic of contraception.  Future studies that 

combine conceptually-sensitive qualitative research methods (such as grounded theory) 

with rigorous demographic research would provide insight into claims about the number 

of Catholics who agree or disagree with the Church’s teaching on family planning and the 

ways they navigate these issues.  For instance, some Catholics support the Church’s 

teaching through a lens that views FABMs as essential tools for spacing births, but others 

believe that Catholics ought to be receptive to “all of the children God gives them” and 

must therefore never attempt to prevent conception by any means at any time.  Parsing 

this nuance and providing conceptual structures for how these beliefs are articulated 

would provide the foundations for a quantitative survey-based demographic study of 

Catholic beliefs on contraception. 

 
How Shall We Then Act?: The Most Important Next Steps 

 Among all of the respondents in this study, apathy about the issues of global 

poverty, social injustices, and suffering inflicted on families worldwide was never 

present.  Each believed that there are necessary next steps to take.  Respondents were 

adamant that poverty interventions need to be holistic and broad-spectrum: trying to 

isolate and address problems associated with fertility will only harm the women and 

societies it is meant to help.  Additionally, respondents were clear that there need to be 

global cultural changes around the nature of sexuality.  Respondents who fell in every 

category I have described here believed that contraception is not a female-only 

phenomenon.  Solutions that promote respect for women’s personhood will necessarily 
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involve conversations and training with both women and men.  The ultimate goal is not to 

set spouses and partners against each other in a way that leads to broken relationships, but 

to build foundations of trust and respect that change the lives and cultures of the people in 

every part of the world.  It is my hope that the frameworks identified by this study 

provide a useful tool and reference for inquiry and social action toward this goal of 

human flourishing. 
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APPENDIX A 

Copy of Consent Form Given to Respondents Before Interviews 

Baylor University 
Honors College 

 
Consent Form for Research 

 
PROTOCOL TITLE:  Catholic Beliefs Concerning Contraception: A 

Perspective on the Developing World 
 
PRINCIPAL INVESTIGATOR:   Emily McCalley 
 
SUPPORTED BY:  Baylor University 
 
Purpose of the research: The purpose of this study is to explore the ways that Catholic 
clergy and health care providers reconcile competing demands of social justice 
surrounding contraceptive use. We are interviewing participants to discover common 
themes in their responses. We are asking you to take part in this study because of your 
experience with health care, Catholic parishioners, and/or social justice in the developing 
world. 
  
Study activities: If you choose to be in the study, you will participate in a one-on-one 
interview with the researcher, either face-to-face or via telephone. During this semi-
structured interview, you may be asked to: 

• Discuss your past professional experiences 
• Talk about your own beliefs about Catholicism, contraception, and social justice 
• Talk about your experiences with others’ beliefs 

We may like to make an audio recording of you during this study.  If you are recorded it 
may be possible to identify you on the recording. We will store these recordings in a 
digital password-protected file.  We will label these recordings with a code instead of 
your name.  The key to the code connects your name to the recording.  The researcher 
will keep the key to the code in a separate password-protected computer file.  Recordings 
may be stored up to 3 years. 
 
Audio recording is optional for this study. If you do not want to be recorded, you can 
still be in the study. Indicate your decision to the interviewer before beginning the 
interview. 
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We may like to contact you in the future for a follow-up interview. You may choose not 
to be contacted. Indicate your decision to the interviewer at any point before, during, or 
after the interview. 
 
Risks and Benefits: You may feel emotional or upset when answering some of the 
questions.  Tell the interviewer at any time if you want to take a break or stop the 
interview. You may be uncomfortable with some of the questions and topics we will ask 
about.  You do not have to answer any questions that make you feel uncomfortable. 
  
Others may benefit in the future from the information that is learned in this study. 
 
Confidentiality: A risk of taking part in this study is the possibility of a loss of 
confidentiality. Loss of confidentiality includes having your personal information shared 
with someone who is not on the study team and was not supposed to see or know about 
your information. The researcher plans to protect your confidentiality.  
 
We will keep the records of this study confidential by storing the interview records in 
password protected files with coded identities. The codes will be stored separately, with a 
different password. We will make every effort to keep your records confidential.  
However, there are times when federal or state law requires the disclosure of your 
records. 
Authorized staff of Baylor University may review the study records for purposes such as 
quality control or safety. 
 
Compensation: You will not be paid for taking part in this study. 
 
Questions or concerns about this research study: You can call us with any concerns or 
questions about the research. Our telephone numbers are listed below: 
 
Emily McCalley: (214)-538-4385 
Dr. Bill Hoy (faculty advisor): (254) 710-2065 
 
If you want to speak with someone not directly involved in this research study, you may 
contact the Baylor University IRB through the Office of the Vice Provost for Research at 
254-710-1438. You can talk to them about: 

• Your rights as a research subject 
• Your concerns about the research 
• A complaint about the research 

Taking part in this study is your choice.  You are free not to take part or to stop at any 
time for any reason.  No matter what you decide, there will be no penalty or loss of 
benefit to which you are entitled.  If you decide to withdraw from this study, the 
information that you have already provided will be kept confidential. Information already 
collected about you cannot be deleted.  
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APPENDIX B 

Semi-Structured Interview Guide 

Note that this list gives a general outline of the ideas that were asked in these interviews.  

These were often reordered and modified based on topics that emerged in conversation.  

For Clergy 

1. How would you describe your role and responsibilities in serving families? 
a. How would you describe your role specifically for families who are trying 

to become pregnant or avoid pregnancy? 
2. What do you think about Humanae Vitae and the Church’s stance against 

contraception? 
3. Have any events or experiences caused you to question your beliefs about the 

morality/immorality of contraception? 
4. What factors do you believe present the biggest challenge to Humanae Vitae? 
5. Do you believe there are certain situations in which using contraception is the 

right decision to make? 
6. What experiences have you had with parishioners who strongly agreed or 

disagreed with Humanae Vitae? 
7. What experiences have you had with parishioners who questioned their beliefs 

about contraception? 
8. How do you counsel new couples in regards to contraception? Does your church 

provide any Natural Family Planning resources? 

For Health Care Practitioners 

1. What is your personal religious or spiritual background? 
2. What are your thoughts about the Vatican’s stance against contraception? 
3. Are any/many of your patients Catholic? 
4. What do you find that your Catholic patients believe about contraception? How 

does this compare to many of your other patients? 
5. How would you describe your role and responsibilities for families who are trying 

to become pregnant or avoid pregnancy? 
6. What do you know about Natural Family Planning? 

a. What are your thoughts, both professionally and personally, about its 
efficacy? 

b. Do many of your patients practice it? 
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c. Do you ever recommend NFP or provide NFP teaching resources to your 
patients? 

For Respondents with Experience in the Developing World 

1. Can you tell me a little about your experiences in developing countries?  
a. Which country(-ies) and community(-ies) did you live and work in? 
b. What drew you to your work abroad?  
c. What sort of work did you do when you lived there? 

2. What are some unique challenges you have seen that large families face in 
extreme poverty?  

a. What are some unique strengths or benefits you have seen from having a 
large family? 

3. Did you feel that the families that you met would have preferred to have fewer 
children? 

a.  Did you feel that men and women felt the same way about the 
preferences? 

4. Did you feel that communities were strained or benefitted by having many large 
families? 

5. Did many of the families you worked with have access to contraception? 
a. If so, would you ever recommend/prescribe it? 

6. Do you believe that contraception would address some of the problems you saw 
families and communities face? 

a. What might be some of the benefits and harms it could cause? 
7. Do you believe that Natural Family Planning would solve those same problems? 

a. What might be some benefits and harms it could cause? 

For All Respondents: Before I end our session, are there any other comments or 
concerns that you would like to mention? 
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APPENDIX C 

Letter of Approval for Research Exemption from Baylor Institutional Review Board 

Dated December 12, 2017. 

Attached on the next page. 



 

OF FI CE O F TH E V I CE P R O VOS T FOR  R E SEAR C H  

One Bear Place #97310 • Waco, TX 76798-7310 • (254) 710-3708 • FAX (254) 710-7309 • http://www.baylor.edu/research/irb/ 

 

INSTITUTIONAL REVIEW BOARD – PROTECTION OF HUMAN SUBJECTS IN RESEARCH 
 

NOTICE OF EXEMPTION FROM IRB REVIEW 
 
Principal Investigator:  Emily McCalley 
Study Title:   Catholic Beliefs Concerning Contraception: A Perspective on the  
    Developing World 
    
IRB Reference #:  1167298 
 

Date of Determination: 12/12/2017  
Exemption Category:  45 CFR 46.101(b)(2) 
 

The above referenced human subjects research project has been determined to be EXEMPT 
from review by the Baylor University Institutional Review Board (IRB) according to federal 
regulation 45 CFR 46.101(b): 

(2) Research involving the use of educational tests (cognitive, diagnostic, aptitude, 
achievement), survey procedures, interview procedures or observation of public 
behavior, unless: (i) information obtained is recorded in such a manner that 
human subjects can be identified, directly or through identifiers linked to the 
subjects; and (ii) any disclosure of the human subjects' responses outside the 
research could reasonably place the subjects at risk of criminal or civil liability or 
be damaging to the subjects' financial standing, employability, or reputation. 

 
The following documents were reviewed: 

 IRB Application, submitted on 12/06/2017 

 Protocol, dated 12/11/2017 

 Consent Form, dated 12/11/2017 
 

This exemption is limited to the activities described in the submitted materials. If the research 
is modified, you must contact this office to determine whether your research is still eligible for 
exemption prior to implementing the modifications.  
 
If you have any questions, please contact Deborah Holland at (254) 710-1438 or 
Deborah_L_Holland@baylor.edu.  
 
Sincerely,  

 
Deborah L. Holland, JD, MPH 
Assistant Vice Provost of Research 
Director of Compliance 
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