
MINUTES 

MONTANA HOUSE OF REPRESENTATIVES 
54th LEGISLATURE - REGULAR SESSION 

COMMITTEE ON JUDICIARY 

Call to Order: By CHAIRMAN BOB CLARK, on March 20, 1995, at 
8:00 AM. 

ROLL CALL 

Members Present: 
Rep. Robert C. Clark, Chairman (R) 
Rep. Shiell Anderson, Vice Chairman (Majority) (R) 
Rep. Diana E. Wyatt, Vice Chairman (Minority) (D) 
Rep. Chris Ahner (R) 
Rep. Ellen Bergman (R) 
Rep. William E. Boharski (R) 
Rep. Bill Carey (D) 
Rep. Aubyn A. Curtiss (R) 
Rep. Duane Grimes (R) 
Rep. Joan Hurdle (D) 
Rep. Deb Kottel (D) 
Rep. Linda McCulloch (D) 
Rep. Daniel W. McGee (R) 
Rep. Brad Molnar (R) 
Rep. Debbie Shea (D) 
Rep. Liz Smith (R) 
Rep. Loren L. Soft (R) 
Rep. Bill Tash (R) 
Rep. Cliff Trexler (R) 

Members Excused: None 

Members Absent: None 

Staff Present: John MacMaster, Legislative Council 
Joanne Gunderson, Committee Secretary 

Please Note: These are summary minutes. Testimony and 
discussion are paraphrased and condensed. 

Committee Business Summary: 
Hearing: SB 292, SJR 16 

Executive Action: None 
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HEARING ON HJR 16 

Opening Statement by Sponsor: 

SEN. JOHN "J.D." LYNCH, SD 19, made the opening statement that 
SJR 16 was a resolution which carne as a result of his attempt to 
correct the problem of the delay in the appeals process. He 
explained that the Congress was going to enact reform to the 
appeals process. He felt that the states should be letting 
Congress know their frustration in the process and to encourage 
progress in making meaningful reforms. He quoted, "Justice 
delayed is justice denied." 

Proponents' Testimony: 

Chris Tweeten, Department of Justice, testified in support of SJR 
16. He reiterated the proposed legislation before Congress and 
stated the reasons behind the current delays which need to be 
corrected. He supported the resolution as a message from the 
population of the state of Montana to encourage the passage of 
the reform of the appeals processes. 

Opponents' Testimony: 

None 

Questions From Committee Members and Responses: 

None 

Closing by Sponsor: 

SEN. LYNCH closed. 

(Tape: 1; Side: A; Approx. Counter: 7.7) 

HEARING ON SB 292 

CHAIRMAN BOB CLARK limited testimony to 30 minutes for each side 
of SB 292. He cautioned the witnesses to be brief and respectful 
of the rights of others to speak without hinderance. 

Opening Statement by Sponsor: 

SEN. ROBERT "BOB" BROWN, SD 40, called this bill the "Women's­
Right-To-Know Act." Because the decision to have an abortion is 
a major one with ramifications not only for the physical and 
psychological health of the mother and for the life of the unborn 
child, he said it was only right and proper that the state 
guarantee the mother access to all information relevant to her 
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decision. He said it was consistent for anyone who wanted to 
uphold the woman's right to choose to show equal vigor in 
ensuring that every woman considering abortion be provided all 
the information necessary to enable her to make a truly informed 
decision. He informed the committee that this rationale was 
upheld by the U. S. Supreme Court in the 1992 Southern 
Pennsylvania v. Casey case decision. He quoted directly from 
that decision, "It cannot be doubted that most women considering 
an abortion would deem the impact on the fetus relevant if not 
dispositive to the decision. In attempting to ensure that a 
woman apprehend the full consequences of her decision, the state 
furthers the legitimate purpose of reducing the risk that women 
may elect an abortion only to discover later the devastating 
psychological consequences that her decision was not further 
informed. Requiring that a woman be informed of the availability 
of information relating to fetal development and the assistance 
available to her should she decide to carry the pregnancy to full 
term is a reasonable measure to ensure an informed choice, one 
that might cause the woman to choose childbirth over abortion." 

He thought it was clear that the Casey decision upholding a 
similar statute to the one being presented made it clear that it 
was within the purview of legitimately protecting the public's 
interests and the state's powers to do so, to provide information 
for informed consent such as provided in SB 292. He stated that 
opinion research proved that the American public overwhelmingly 
approved of the informed-consent concept. He said that eight 
states had enacted legislation based on the model of SB 292 
following the Casey decision. He then reviewed the bill section 
by section beginning with the stated legislative purpose and 
findings on page 1 and then stated that beginning on line 8 of 
page 2 the purpose of the bill was outlined. 

(Tape: ~i Side: Ai Apprax. Counter: ~4.6) 

He read the new section 4 and said section 5 basically provided 
that the act would not apply in case of a medical emergency. He 
said that section 6 was probably going to be amended but read 
beginning on line 23 which provided for flexibility in 
reporting. He read portions of sections 7 and 8. He explained 
that section 9 dealt with a case where the court would not allow 
briefs to be submitted in a dispute involving the 
constitutionality of this act. He reviewed section 11 and said 
it was a revision of the 1974 Abortion Control Act. He said the 
courts didn't find it constitutional until the Casey decision or 
perhaps the Webster decision. The Webster decision said it was 
reasonable for a state to place conditions on the right to choose 
an abortion and the Casey decision was more specific about what 
those conditions could be. The Pennsylvania law upon which the 
Casey decision was based is the model for the bill being 
presented. He said that section 12 was the penalties section and 
was the existing law and pointed out the underlined portion being 
added. The idea of section 13 was to leave the status quo alone 
as far as any other aspects. He stated that this bill would only 
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provide for informed consent and would not add or detract from 
the law other than that. 

Proponents' Testimony: 

(Tape: ~i Side: Ai Approx. Counter: 26.3) 

Linda Rykowski, Montana Right to Life Association, submitted 
written testimony in support of SB 292 as well as supporting 
documents. EXHIBITS 1 and lA through IJ 

Dr. Robert Whitesitt, Helena, Obstetrics and Gynecology {OB/GYN}, 
stated that SB 292 would provide a waiting period to ensure that 
the woman contemplating an abortion would not be pressured into 
it without full realization of what she was doing and without 
knowledge of alternatives and without full knowledge of the 
procedure itself. He said that in Montana informed consent was 
composed of three elements: 1) information about the current 
condition and planned procedure, 2) discussion of alternative 
choices, and 3) information about the possible risks and 
complications. 

He said that the first part must include an accurate portrayal of 
the stage of her current pregnancy including the size, 
development, etc. of the fetus. It needed to include the 
understanding that this was not just a tumor being removed and 
information about the procedure itself whether it was a 
dilatation and curettage, suction and curettage, lethal salt 
solution to kill the fetus or the new abortion pill being tested 
from Europe or the chemotherapy of methotrexate. The information 
should relate the method to the stage of the pregnancy as planned 
for the patient. In regard to alternative choices, the 
information provided should include other resources available 
such as adoption services, counseling or referral for financial 
help. 

He said that he does not perform abortions but is often called 
upon to take care of patients who have suffered from 
complications from abortion and that he would only address those 
risks and complications he had personally seen. He described 
hemorrhage or infection as common complications which could lead 
to infertility or could be life threatening. He said that 
surgical complications can include perforation of the uterus, 
damage to the bowel, damage to the bladder, tearing or 
overstretching of the cervix causing incontinence of the cervix. 
Death or serious damage to the central nervous system 
complications could occur from shock, hemorrhage or septic shock, 
anaphylactic shock from anesthetic or drug-related causes. 
Psychological trauma often follows abortion, he asserted, in over 
50% of the people undergoing abortion. Many are depressed and it 
is a much more prevalent result that was formerly recognized. 
There is a situation called the "anniversary syndrome" in which 
subsequent pregnancies will spontaneously abort at the time of 
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the therapeutic abortion or termination. He said that he had 
seen this happen. 

He said a waiting period is the least that could be done to allow 
women to make intelligent decisions in this matter. 

Kathrine Keller, Mrs. Montana 1994, presented written testimony 
urging support of SB 292. EXHIBIT 2 

Dara Heck submitted written testimony in support of SB 292. 
EXHIBIT 3 

Cheryl Wilke shared her testimony in support of SB 292. 
EXHIBIT 4 

Peggy Blumhagen, RN, gave her personal testimony as a recipient 
of an abortion and the lack of information provided at the time 
of the procedure. She said she had no knowledge of fetal 
development, the birth process and had no experience in a problem 
solving process with a competent adult and no alternative options 
were presented. She said the potential complications were 
explained, but she did not know what a cervix was. She did not 
meet the doctor before the procedure which was explained by the 
woman who talked to her and explained the procedure while in 
progress. She said it was the greatest pain in body and soul 
that she had ever known and described the results of seeing the 
dismembered body of the baby after the procedure. She was given 
only some information about how to deal with possible physical 
after effects and she described the psychological consequences 
and physical consequences for which she was not prepared. She 
said that through her healing process from these consequences she 
realized that her abortion had affected herself, her family, and 
members of the community as a whole because it is a violation of 
public trust placed in the expectation that a mother would 
protect and nurture her baby rather than violence which result in 
the baby's death. She publicly asked "for forgiveness and urged 
the committee to participate in enacting a law that would save 
many lives. 

The time for the proponent's testimony had expired and the 
following proponents were asked to state their names and support 
of the bill. 

Dr. St. John, Butte Obstetrician and Gynecologist, offered to 
answer questions during that portion of the hearing. 

Sharon Hoff, Montana Catholic Conference, offered written 
testimony in support of SB 292. EXHIBIT 5 

Laurie Koutnik, Executive Director, Christian Coalition of 
Montana, asked the committee to pass the bill so that women would 
really understand before they choose. 
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Arlette Randash, Eagle Forum, urged passage of SB 292. EXHIBITS 
6 and 7 

Charles Lorentzen presented written testimony and a petition in 
support of SB 292. EXHIBITS 8 and 9 

Andy Klein offered written testimony in favor of SB 292. 
EXHIBIT 10 

{Tape: 1; Side: B} 

David Jachida, Kalispell, rose in support of SB 292. 

Infor.mational Testimony: 

EXHIBITS 11 through 18 are letters in support of SB 292. 

Opponents' Testimony: 

Eliza Frazer, Executive Director, Montana Affiliate of the 
National Abortion and Reproductive Rights Action League (NARAL), 
said that NARAL was strongly opposed to the bill which she 
characterized as unnecessary and misleading. She said it 
purported to address a problem that women are at risk for 
abortion trauma syndrom'2 and that they are vulnerable and do not 
have information causing them to be unable to make their own 
decision. She said that made her angry. She said that all who 
opposed the bill were in favor of complete and unbiased 
information. She said the bill did not contain findings but 
rather suppositions. She said it put the government squarely in 
the middle of a most private decision. She said there was no 
medical or psychiatric evidence that there is a post-abortion 
syndrome. However, she stated that there is evidence that 
waiting periods, in fact, increase medical risk as well as 
financial and personal problems for women to face. She stated 
that post-abortion trauma was a myth based on anecdotes. 

She referred to an American Medical Association (AMA) article to 
support her position, EXHIBIT 19, and said that the AMA is 
opposed to waiting periods. Despite these facts, she said that 
proponents were asking for state "scripted" information to be 
provided though she believed that women were already well­
informed. She said that this one procedure was being singled out 
for government intervention in provision of information where 
information on other procedures was not mandated, including the 
risks and complications of childbirth. She felt this legislation 
was promoting one side of the debate and decision and was 
therefore not unbiased. She believed it was taking a non-problem 
and creating medical problems. She also distributed an article 
for the committee's information as well as other supporting 
documents. EXHIBITS 19A - 19C 
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Deborah Frandsen, Planned Parenthood of Missoula, spoke in 
opposition to SB 292. EXHIBIT 20 She provided the committee 
with written testimony from Joan McCracken, Executive Director of 
InterMountain Planned Parenthood and a special report. EXHIBITS 
21 and 22. 

Christine Phillips submitted written testimony to oppose SB 292. 
EXHIBIT 23 

Kate Cholewa, Montana Women's Lobby, opposed the bill. 
EXHIBIT 24 

Ann Broadsky testified in opposition to SB 292. She reported 
that she had had two abortions and that in both situations she 
had received more information from the provider than she had 
received from her doctor before she gave birth to her child. One 
of her pregnancies had been wanted and she spoke to the affect of 
this bill in similar situations where the abortion was chosen 
because of abnormalities in the fetal tissue. She did not feel 
that all the information which was given was necessary and was 
irrelevant to that situation nor did she believe it was ~ecessary 
to wait 24 hours. 

She strongly objected to the provision of the bill which would 
allow for legislative intervention in abortion. As a previous 
bill drafter and member of the legislative council, she felt this 
was the most inflammatory piece of legislation proposed. She 
believed it would extend government regulation where it was 
unneeded. 

Sandra Hale represented Dr. C. H. McCracken of the Billings 
Clinic and read his testimony in opposition to SB 292 into the 
record. EXHIBIT 25 

Melody Reynolds read letters from a group of physicians objecting 
to SB 292. EXHIBIT 26 . 

Sara Holmes read a letter from Scott Crichton, ACLU, EXHIBIT 27 

Questions From Committee Members and Responses: 

REP. SHIELL ANDERSON asked the sponsor to provide copies of the 
Casey decision to the committee and the sponsor agreed to do so. 
He asked the sponsor to address page 3, line 23 of the bill and 
asked him to explain how the department would outline and draft 
objective psychological effects and from where they would draw 
their information. 

SEN. BROWN said that would amount to giving some descriptions and 
possible psychological effects by using specific examples. He 
outlined some of those and drew from testimony in both this 
hearing and the Senate hearing on the bill. 
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REP. ANDERSON asked if the department would hold hearings for 
input to develop this information. 

SEN. BROWN did not think that would be necessary. 

REP. ANDERSON said he still would like to know who they would 
look to compile the information. He wanted to know what 
guidelines they would have. 

SEN. BROWN answered that former Surgeon General, C. Everett Koop, 
[MD], would be a good source, contrary to the testimony of the 
opponents. He quoted Dr. Koop who said, "I've counseled women 
with this problem over the last 15 years. II The quote included an 
anecdote about a woman who had a breakdown several years after 
having an abortion. 

REP. ANDERSON asked if they would look to C. Everett Koop's 
analysis. 

SEN. BROWN said they could and also referred to Dr. Whitesitt's 
testimony and also thought Dr. St. John could elaborate on the 
issue. He said there was ample evidence to support the existence 
of post-abortion syndrome. 

REP. ANDERSON said he thought then that whatever the department 
deemed to be adequate would be what they would include as 
possible psychological effects. 

SEN. BROWN answered that would be the case and they had 
information from eight different states which had enacted this 
type of legislation to draw from. He referred to an information 
booklet from the state of Pennsylvania as an example which might 
be drawn from. EXHIBIT 28 

REP. ANDERSON referred to the inclusion of adoption agencies to 
be provided in the materials to be published and asked if it 
would be proper to also include abortion providers in the 
pamphlet. 

SEN. BROWN replied that it would not be proper in his view 
because the bill stated that the printed materials "must be 
objective, non-judgmental and designed to convey only accurate 
scientific information about the unborn child at various 
gestational ages. The materials must contain objective 
information describing the methods of abortion procedures 
commonly employed, the medical risk commonly associated with each 
procedure, the possible detrimental psychological effects of 
abortion, and the medical risks associated with carrying a child 
to term. II He felt that would adequately cover the issue. 

REP. ANDERSON requested the sponsor turn to page 6 and asked for 
an explanation for including grandparents under the civil 
remedies section. 

950320JU.HM1 



HOUSE JUDICIARY COMMITTEE 
March 20, 1995 

Page 9 of 32 

SEN. BROWN answered that the person having the abortion could be 
a minor or incompetent (perhaps even dead) to bring legal action 

and that this provision would give legal standing to her parents 
to bring the action. 

REP. ANDERSON said that it also allowed the grandparents or 
parents to bring the action even if the person who had the 
abortion was competent but had no intention of bringing action. 

SEN. BROWN did not read it that way, but provided for the case 
where she could not bring the legal action. If she was of the 
age of majority, the parents could not bring the action. 

REP. ANDERSON asked why on line 7 there was a requirement for ten 
or more citizens to seek an injunction. 

SEN. BROWN did not know and asked to refer the question. 

Tim Whalen, Montana Right to Life, said the reason was to reflect 
public interest. 

REP. ANDERSON asked if the department was not doing its job, 
would it not be adequate to have just one person raise the issue. 

Mr. Whalen said that could certainly be the case. The intent was 
to prevent frivolous law suits against the department. 

REP. DUANE GRIMES asked Dr. St. John to address the discrepancy 
in testimony regarding post-abortion syndrome. 

CHAIRMAN CLARK relinquished the chair to VICE CHAIR ANDERSON. 

Dr. St. John stated that he was an obstetrician and gynecologist 
in Butte and had also been in practice for 30 years. Besides 
delivering babies, he also said he took care of the risks, side 
effects and complications of abortions. He said he trained in an 
abortion-providing facility and it was one of his primary jobs to 
take care of the abortion problems. He said that at one time 
there were abortions performed in Missoula and Billings, but the 
complications were treated in Butte. He said that included at 
least one admission to the hospital there per week usually for 
infection or hemorrhage. 

He refuted what was purported to have been said by C. Everett 
Koop. He said that what was actually said was, "when he [Koop] 
had reviewed all of the literature in the United States that was 
generated by the abortion industry pertaining to the risks of 
abortion and when he went back to President Reagan, he had to 
make the statement that he could not make a decision based on 
that research because the research was so biased and so 
unscientific that no good scientific decisions and conclusions 
could be reached." The witness said that to get good research 
conclusions, it was necessary to go out of the United States to 
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countries which had had abortions for years without the built-in 
biases here and which use good scientific research. He stated 
that most of those countries are behind the Iron Curtain. The 
reason was that they had a police state and socialized medicine. 
Under those circumstances, when a woman had an abortion she had 
to go to certain physicians and if they told her to come back, 
she had to go back. Their research showed that at least 25% of 
women suffered severe significant physical complications, he 
said. The health minister of Czechoslovakia had reported, "After 
one abortion a woman had a 25% less chance of ever carrying a 
baby to term than she had before the abortion." 

He said that on top of that the psychological effects provide 
severe complication rate of 30% which they see in their office. 
He gave the following statistics: 

25% of women show signs at sometime in their lives that they 
were infected at the time the abortion occurred. 

2% - 15% of women suffer severe enough hemorrhage to require 
a blood transfusion (2% if the doctor is good, 15% if he 
doesn't know what he is doing). 

up to 1% of women suffer from a perforated uterus at the 
time of the surgery. If the perforation is recognized at 
the time of the surgery, they might get away with it, but if 
not when the suction machine is turned on, other organs 
could be extracted. 

recent research has linked a higher risk of breast cancer 
with abortions in very high numbers: abortions on persons 
below the age of 18 leave the person with the chance of 
developing breast cancer at some time in their life 
increased at 800%. 

REP. GRIMES asked about the opponent's testimony about the risk 
of dying in comparison to childbirth. 

Dr. St. John answered that in those statistics cited the maternal 
death rate is deaths occurring in pregnant women from the time 
that they conceive until 28 days after the baby is born. That 
maternal death rate included deaths from everything including car 
wrecks, heart disease--anything that kills the woman during that 
period--including death from abortion. He said that if they took 
deaths from abortion out of the statistics and compared it to the 
maternal death rate, the maternal death rate would obviously be 
higher. Ten to twenty women die every year in this country from 
abortion. In 1966 there were 289 deaths from abortion 
(statistics from the Center for Disease Control (CDC)). The 
death rate was coming down rapidly due to good medical care and 
antibiotics and blood transfusions. In 1941 there were 1,400 
deaths in the U. S. from abortion. This included spontaneous 
abortions and criminal or induced abortions and ectopic 
pregnancy. The death rate fell precipitously after that date 
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with the introduction of sulpha and then penicillin. At the end 
of the 1940's there were 300 deaths and the rate continued to 
fall. After Roe v. Wade the death rate went up for a short time 
because the number of abortions increased from 100,000 per year 
to 1,600,000 per year. Then it continued to drop to the current 
level of 10 - 20 per year. 

REP. GRIMES asked Mr. Whalen to address the confidentiality issue 
raised by the opponents saying the keeping of the records might 
somehow jeopardize doctors. He asked if it was a fact that they 
were trying to seek opportunity during this legislature to 
advertise in the yellow pages. 

(Tape: ~; Side: B; Apprax. Counter: 52.7) 

Mr. Whalen said that was correct. He said there was a bill which 
displayed part of the abortion control act, a portion of which 
was held to be unconstitutional having to do with outlawing the 
advertising of abortion services. During the course of that 
hearing in the House Public Health Committee, the ACLU proposed 
an amendment to take out of the current provisions the 
prohibition of advertising the procedure because it was 
unconstitutional. 

REP. GRIMES asked for an explanation for the right to 
intervention section on page 6. 

Mr. Whalen said the sole purpose of that provision being included 
was two other pieces of major litigation in the state dealing 
with the issue of abortion in the last two years involved asking 
permission from the federal court to file an amicus brief so that 
a different perspective could be offered to the court with 
respect to the constitutionality. One particular case dealt with 
the Medicaid funding issue. On both occasions the court refused 
to allow those briefs to be filed and therefore there was no pro­
life representation to the court. 

In addition, litigation was filed by Planned Parenthood and NARAL 
asking that the "physicians only" portion of the Abortion Control 
Act not be enforced because the board of medical examiners had 
administratively allowed physician assistants to do abortions. 
The Attorney General entered into a stipulated agreement with the 
plaintiffs in that case, Planned Parenthood and NARAL, saying he 
would not enforce the provision of Montana law which is that only 
physicians can perform abortions. The result was that the 
candidate for attorney general ran on a pro-abortion plank and 
then entered into a stipulated agreement with Planned Parenthood 
and NARAL saying he wouldn't enforce the law. He asserted that 
it created a situation where people from the pro-life community 
could not get into that litigation and advance their perspective 
as well it prevented the potential of saving the state $30,000 
which the attorney general agreed to pay the plaintiffs. He 
doubted that would have been paid if the case had been litigated. 
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The purpose of the intervention provision in the bill was to 
ensure that some pro-life representation would get into those 
cases when the constitutionality is litigated. He said that the 
opponents of every abortion bill in this legislature would oppose 
anything that was passed. The provision was needed to defend 
what the legislature does in passing these bills, he said. 

{Tape: ~; Side: B; Approx. Counter: 58.0} 

REP. DEBBIE SHEA referred to Dr. Whitesitt's testimony about 
patients with complications which he had cared for. She asked if 
these complications were from legal abortions. 

Dr. St. John said that since 1972 they were. 

REP. SHEA asked if they see any patients who have self-induced 
abortions. 

Dr. St. John had not seen many. 

REP. SHEA asked if there were limits to abortions or if they were 
made illegal, would they be seeing a great deal more 
complications from abortions, self-induced or otherwise. 

Dr. St. John replied they would see fewer because of numbers. 
The best estimate of the numbers of abortions before they were 
made illegal was 100,000. Now 1,600,000 abortions are performed 
and there is a complication rate with either kind. They see many 
more now than before. 

REP. SHEA asked if he was saying there were more complications 
with legal abortions than with illegal abortions. 

Dr. St. John said that in 1964 in Milwaukee, Wisconsin, he spent 
two years in the Milwaukee County Hospital where they took care 
of the complications from the so-called "back alley" abortions. 
They were not very common. The complications were common, but 
the numbers of abortions were so low and spread over the whole 
country that none of them saw very many in spite of what the 
representative had heard, he asserted. 

REP. SHEA asked if that meant if they were to go back in time, 
they would not have the problems if they would make abortions 
illegal and that women would just choose not to have them. 

Dr. St. John reiterated that there were 100,000 before and 
1,600,000 now. 

REP. SHEA asked how many years ago. 

Dr. St. John said that it was before any abortions were legal in 
the United States. In 1967 the first legal abortion was 
performed in Colorado while the supreme court made them legal in 
1972. 
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REP. SHEA asked if there was written documentation on the 
information he had provided. 

Dr. St. John said he could give the information on the numbers of 
abortions as provided by the CDC. 

REP. SHEA referred to the testimony where the remains of the 
fetus were displayed to the patient and asked if Ms. Frandsen had 
ever heard of such a thing. 

Ms. Frandsen said she was reluctant to speculate on someone 
else's experience. She said the procedure at Planned Parenthood 
in Missoula is that they are not shown to the patient unless the 
patient specifically requested to see them. 

REP. SHEA asked if she had ever heard of someone being forced to 
have the abortion when they requested to go home to think about 
it. 

Ms. Frandsen answered, "No." 

REP. SHEA asked about an amendment which had been mentioned 
regarding privacy in section 8. 

Ms. Frandsen described the amendment that dealt with the 
reporting requirements which addressed her concern and the 
physician's concern that if the information were available as to 
what abortion providers performed the largest numbers and where 
they were performed that this would target a great deal of 
attention on those physicians. They believed that it opened up 
unnecessary attention particularly since there had been more 
murders of abortion providers lately and felt that this 
information should be privately held by the department. 

{Tape: 2i Side: A} 

REP. SHEA asked the sponsor for expansion on his concerns about 
physicians' anonymity. 

SEN. BROWN replied that most of the physicians advertise in the 
yellow pages anyway and therefore don't keep what they do a 
secret. He said that he was aware that the discussions held 
between the AMA and Mr. Whalen pertained to anonymity and felt he 
could respond to that better. 

REP. SHEA asked Mr. Whalen to respond. 

Mr. Whalen said that there was a meeting following the hearing in 
the Senate between the Right To Life Association and the Montana 
Medical Association (MMA) to discuss that issue. The 
representatives of the Right to Life Association had expressed 
that they were not interested in creating problems for physicians 
in the release of their names if they did not want them 
published. Their main concern was that reporting requirements 
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were carried through by the department of health for development 
of statistical information. They then worked out language that 
the MMA was comfortable with on that issue and he had given that 
language to REP. Me GEE, who would carry the bill. 

REP. SHEA asked if it had been discussed with Planned Parenthood. 
Mr. Whalen answered that he did not discuss it with them because 
the concern was brought to his attention through SEN. BROWN and 
then he was approached by Jerry Loendorf of the MMA. At the 
senator's request, he then met with the MMA where a letter was 
introduced from the president of the Montana group which is the 
counterpart of the American College of Obstetricians and 
Gynecologists who had expressed the identical concern. He said 
he did not see a need to go further. 

REP. DANIEL Me GEE asked Ms. Wilke to speak to the committee 
about her awareness of post-abortion syndrome as to whether or 
not it is real and whether she has seen any evidence of it. 

Ms. Wilke said that she had gone through it herself and had not 
known of its existence until she went through the severe 
depression afterwards [following an abortion]. She had sought 
counsel through the Blue Mountain Women's Clinic where she was 
urged to go. They had said they counseled for post-abortion 
syndrome and so she went and was charged $60 per hour. She 
stated that she also works with several other volunteers at 
crisis pregnancy centers who had gone through the same type of 
trauma. As far as counselors dealing with women who had had 
abortions, she reported that they had all had similar cases and 
had not met one woman who had not gone through some sort of grief 
or trauma following the abortion. She also was affiliated with 
another organization, Women Exploited By Abortion (WEBA), which 
two years ago had 10,000 members. With the evidence she had read 
in addition to her personal experience and experience with other 
volunteers she had seen much of it. 

REP. Me GEE asked how many crisis pregnancy centers there are in 
the state of Montana. 

Ms. Wilke said she was not qualified to answer that. 

REP. Me GEE asked how many people contact the crisis pregnancy 
center. 

Ms. Wilke said that varies and that she does a lot of counseling 
personally out of her home as well. 

REP. Me GEE asked Dr. St. John to speak to the Goncept of post­
abortion syndrome. 

Dr. St. John said that post-abortion syndrome was equivalent to 
post-traumatic syndrome which was defined after the Vietnam 
conflict and went back to at least the second world war where 
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people were called shell-shocked. He said that it takes a while 
after the trauma for the syndrome to develop. Therefore, it took 
a while after abortion became a reality for the syndrome to show 
up and for psychiatrists to relate it to the same kinds of 
symptoms that the Vietnam veterans had. The information from 
WEBA spells out the kinds of symptoms dramatically and he said 
that it is not just depression, but it is a syndrome which 
includes lack of self-worth, self depreciation, problems with 
suicidal gestures, suicidal intent and suicide eventually, drug 
use, breakup of families and inability to form relationships with 
future spouses and future children. The syndrome of the 
inability to relate to a replacement baby is common and there are 
problems with child abuse before they recognize it and get 
treatment. 

REP. MC GEE asked if he was able to give the committee any 
statistics from his personal practice related to persons who deal 
with post-abortion syndrome. 

CHAIRMAN CLARK resumed the chair. 

Dr. St. John said that he and his partner deliver about 250 
babies per year. He said that about one-half of the younger 
women they are presently seeing have had an abortion. He said 
that 10% of those have suffered some significant post-abortion 
syndrome and needed counseling and treatment and that another 30% 
to 40% relate history of depression and have been treated by 
their family practitioner or obstetrician with some minor drugs 
used [for depression]. In his practice, he would say that a 
number, 40% or 50%, suffer in different gradations of that 
syndrome. 

REP. MC GEE asked him to address the statement by the AMA 
regarding the informed consent which was read by the opponents. 

Dr. St. John said he was a member of the AMA and a past alternate 
delegate to the AMA as well as past president of the MMA. He 
said that he is a past alternate delegate because the AMA and the 
American College of OB-GYN over the past 15 years have become 
very pro-abortion organizations. He said it has happened because 
of a few abortion decisions which were made and some of the more 
pro-life doctors had become disgusted and dropped out. 
Therefore, their voice was lost. The particular study referred 
to by the opponents had come out of one of the councils which are 
hand-picked. Not all of the council findings are debatable on 
the House of Delegates floor or voted on. The study presented 
was based on the same abortion research which Dr. Koop said he 
couldn't rely on. It was a biased report and put in the AMA 
Journal which is controlled by the AMA. 

{Tape: 2; Side: A; Approx. Counter: ~~.5} 

REP. DEB KOTTEL directed Mr. Whalen's attention to the rules of 
civil procedure 24 and the rules of appellate procedure 24 and 
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asked to clarify the difference between rule 24 under the 
appellate rules for filing an amicus brief and rule 24 of civil 
procedure for intervenor action. She asked if amicus meant 
"friend of the court" and he agreed. Then she asked if under the 
rules of civil procedure he could file the amicus brief with the 
written consent of both parties or by leave of court when granted 
on motion. She recalled from his testimony that he had made that 
motion and the court ..... . 

Mr. Whalen interjected that he had made that motion on behalf of 
two separate organizations, one being the National Right to Life, 
on Medicaid funding, and Judge Hatfield declined to grant 
permission on both of them as that is discretionary by the court. 

REP. KOTTEL asked if instead of writing the statute to change 
rule 24 and perhaps take away judicial discretion on filing an 
amicus brief, they could write the statute to given them a right 
of intervention. Under the civil rules in 24(a), Intervention as 
a Matter of Right, an intervenor is a party. 

Mr. Whalen agreed that an intervenor is a party under that 
section and they had written it under that provision of the law 
because they have a situation where, "Joe Mazurek before you 
could even become a party to the action enters into a stipulated 
settlement with what was then the plaintiffs in that case. If we 
were in fact a party, we would also have to enter into that 
stipulation and so we could prevent the type of action that Joe 
Mazurek entered into with respect to that litigation." 

REP. KOTTEL said they were asking for more than just the right to 
file amicus brief, but were also asking for the right to be a 
party. Then as a party they would have a right to have an 
attorney present and a right to be motioned on all events as well 
as a right to participate in the lawsuit itself and as a party 
the right to state their defense or claim. She said they were 
asking for a much broader involvement 'than just the right of an 
amicus. 

Mr. Whalen replied that that was absolutely correct and this is 
limited to the cases where the constitutionality of these 
statutes are challenged. In that kind of situation they want the 
ability to fully participate and not just file a brief. The 
court may even limit what issue they can address with respect to 
the brief filed. But by actually being a party, there is the 
full participation which is absolutely critical in challenging 
the constitutional basis of the statue in question. 

REP. KOTTEL asked if he knew of any other statue in Montana code 
which would give legislators a right to intervention when a party 
challenged the constitutionality of a statute. 

Mr. Whalen said he did not because he had not researched it. 
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REP. KOTTEL referred to EXHIBIT 28 and asked if that booklet 
would be sufficient in the state of Montana. 

Mr. Whalen answered that he would be inclined to say it was not 
because it has information relative to pennsylvania, but they 
would want to include with the fetal development of the child 
some specific Mon~ana information. 

REP. KOTTEL thought it was interesting that there were three 
pages on the medical risk of abortion, but only one half page on 
the medical risk of childbirth. She said she was curious about 
the balance. 

Mr. Whalen replied that he was not present when the Pennsylvania 
department of health put that together, but that it was 
consistent with his knowledge of medical risks of abortion 
visavis the medical risks of childbirth. 

REP. KOTTEL stated that a physician under the law would have to 
give out government-approved materials as part of the physician's 
package on informed consent as she read the statute and asked if 
that was correct. 

Mr. Whalen said that was incorrect. The physician would have to 
let the woman know the material was available and then it would 
be at the option of the woman whether or not she chose to avail 
herself of the information. 

REP. KOTTEL asked if he saw that the booklet did not warn a woman 
that there is an increased risk of breast cancer from abortion as 
was testified. She said it did not inform a woman about 
sympathetic spontaneous abortions. She asked if he saw a cause 
of action against the state of Montana for putting together 
materials which were not complete and asked if they would have to 
hire physicians to make sure to research all the data to be sure 
the informed consent was complete. 

Mr. Whalen said he thought the only way the state of Montana 
could be liable was if they were somehow remiss in putting 
together the objective material which they were required to put 
together in terms of this bill. He said he would think that in 
order to avoid liability, they would want to take a look at 
whatever competent resources and medical literature might be 
available in putting together the material. As an aside, he said 
that as a lawyer, because of the numbers of court decisions which 
had been handed down in the last five to six years, it was 
virtually impossible to sue the state no matter what they do with 
it. He said it was called quasi judicial immunity and anytime a 
bureaucratic agency such as the department of health acts, the 
court is clothed under a quasi judicial immunity because they act 
in an administrative proceeding and the courts have characterized 
that as quasi judicial and given them immunity from suits. He 
thought, therefore, that any potential for liability regardless 
of what the state did was virtually nil. 
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REP. KOTTEL said, "Although you say the state would have to 
review all medical research to make sure the date was correct, it 
probably wouldn't make any difference because the state will be 
immune from lawsuits even though they don't give full information 
to the woman, correct .... as I understand it." 

Mr. Whalen answered, "What I would say is that if you are just 
talking about the possibility of litigation, my own view is they 
can do whatever they want and they are not going to be sued under 
the current state of the law. But with respect to your question 
as to what they should do under the terms of the bill, I think 
they certainly ought to survey competent medical studies that are 
available to make sure women are getting objective information." 

REP. KOTTEL asked if a minor child were injured in any tort 
action by any tortfeasor and died or became incompetent, would 
the parent under current law have a right of action on behalf of 
the child. 

Mr. Whalen answered that generally those kinds of actions are 
brought by a guardian ad litem and that was correct. In this 
particular case, they were specifically designated to be sure 
that would be allowed -- that the parent could bring that action. 
He said that it also provided that a spouse may do that. 

REP. KOTTEL asked if later on page 6, line 3 or anywhere in sub­
section 7 that the woman must be a minor for the parent to bring 
the action. 

Mr. Whalen said that it did not specifically say that, but SEN. 
BROWN had indicated that the purpose for that kind of provision 
was to make sure that it was made clear in the law that those 
individuals would have standing in the event of the incapacity of 
the person and would not have to be a minor, but could be someone 
otherwise incapacitated to where they could not make decisions on 
their own. . 

REP. KOTTEL asked if it said anywhere in the section that the 
woman had to be incompetent for the parent to bring the action on 
her behalf. 

Mr. Whalen replied that it did not and that he did not think it 
needed to say that. 

REP. KOTTEL stated that she read it to give an independent cause 
of action to the grandparents of the minor and asked if he wanted 
to state for the record that this does not in his mind do that. 

Mr. Whalen asked her to repeat the question. 

REP. KOTTEL said, "I read the statute to give an independent 
cause of action to the grandparents of the fetus, the unborn 
child. Would you like to state for the record that it is not 
your intent for this provision to do that?" 
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Mr. Whalen answered, "No, that's what the intent of the provision 
is in the event that the mother of the unborn child cannot act on 
her own; and I think that pretty clear from the legislative 
history that has been developed here so far." 

REP. KOTTEL said, "I said an independent cause of action when a 
parent acts on behalf of the child, a minor, or a parent acts on 
behalf of an incompetent adult, the parent does not have an 
independent cause of action, the parent files as guardian of that 
person or guardian of the estate of the person, but it is that 
person's action. II 

Mr. Whalen answered, "I apologize, it would be a derivative 
action. " 

REP. KOTTEL asked, "No problem here if the grandparent was the 
father of the child?" She restated it, "In an incestuous 
relationship, any problem if the grandparent is the father of the 
child that you have given the grandparent an independent of 
action? II 

Mr. Whalen replied, "First of all, I don't think that could ever 
be established because I don't know that you can establish 
paternity that no longer exists. II 

REP. KOTTEL asked, lIyou don't believe you could establish 
paternity on fetal matter. II 

Mr. Whalen answered, "Not in my understanding. II 

REP. KOTTEL questioned Dr. St. John about the physician training 
in scientific methods and asked if there was a difference between 
being pregnant and conceiving. 

Dr. St. John answered that conceiving is the act of getting 
pregnant. 

REP. KOTTEL asked how birth control pills work and if they stop 
conception or if they stopped the implantation. 

Dr. St. John said that the information they have is that they 
stop conception and that they probably have an affect on cervical 
mucous to prevent the actual penetration by the sperm so that 
pregnancy never occurs. 

REP. KOTTEL asked how IUDs work. 

Dr. St. John replied, "Probably by causing the same kind of 
thing, they also cause some trouble with the cervical mucous so 
that the sperm don't penetrate and if the pregnancy does occur, 
they probably prevent implantation of the fertilized ovum. 

REP. KOTTEL referred to page 7, subsection 1 under 50-20-104, 
MCA, and said she saw a significantly different definition of the 
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word, "abortion," and asked him to help her understand from a 
medical point of view why they had deleted, "the performance of, 
assistance or participation in the performance of, or submission 
to an act or operation intended to terminate a pregnancy without 
live birth" and had instead broadened it to the prescription of 
any medicine or drugs. 

Dr. St. John answered that he did not know since he had not 
written the bill nor had participated in writing the bill. He 
said that he could address it from the perspective that abortions 
are caused by many more things than just doing a suction 
curettage. 

REP. KOTTEL restated that she wanted to know from a medical 
perspective why it needed to be broadened to include medicine or 
drugs. 

Dr. St. John answered that there were two medicines currently 
under research in this country which would cause abortion and he 
assumed that was what they referred to in medicine or drugs. 

REP. KOTTEL asked, "So, by using the words, "medicine or drugs," 
those two, if approved, by the FDA would become illegal in 
Montana? (She amended so add "subject to this act.") 

Dr. St. John replied that he was not a lawyer and would have to 
ask someone else. 

REP. KOTTEL referred to various medical journals and asked if 
they were all reputable. 

Dr. St. John answered that he assumed so, but did not know. 

REP. KOTTEL stated, "These journals, using scientific methods, 
not anecdotal information or biased information from physician's 
practice, state in studies of British ·population, studies of U.S. 
population, that the incidence of post-abortion syndrome either 
occur at such a rate of 0.03 in 1,000 compared with 1.7 cases of 
postpartum depression after pregnancy ....... " She then quoted 
directly from one journal which concluded that the experience of 
abortion did not have dependent relationship to women's well­
being and that there was not evidence of wide-spread post­
abortion trauma. She asked if all those journals were wrong. 

Dr. St. John said that she would have to provide him with the 
article and that he had no idea of what she was referring to and 
that she was taking it out of context. He therefore could not 
answer her question. He said that he did know that C. Everett 
Koop, MD, had problems with those kinds of reports just for that 
reason--they were biased. 

REP. KOTTEL asked the sponsor about the two times in his opening 
which he referred to a guaranteed right of access. She asked, 
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"People just tell the woman the material is available, they don't 
actually give it to the woman?" 

SEN. BROWN answered, "Yes, when she requests an appointment to 
possibly have an abortion and the information is available to her 
and she is given 24 hours to consider it. But obviously, she 
doesn't have to consider it and doesn't even have to accept it if 
she doesn't want to. But when she comes in for the abortion, if 
that is her decision, has to sign a statement indicating that the 
information was made available to her. II 

REP. KOTTEL asked why the statute did not allow the referring 
physician to give the information and allow her to consider it in 
the privacy of her home with her family and then sign the consent 
form as long as that informed consent form was signed 24 hours 
prior to obtaining the abortion. 

SEN. BROWN responded that it did not even need to be signed 24 
hours prior to the abortion, it could be signed when she came in 
to obtain the abortion and she could even receive the information 
in the mail by calling on the telephone and she could consider it 
in the privacy of her own home and then go in for the abortion if 
she chose. 

REP. KOTTEL noted that the fiscal note included $35,250. She 
further noted that the House had turned down $50,000 which would 
provide contraceptive information to poor women. The statement 
on the floor of the House was that it was not the role of 
government to be involved in those issues. Even though it 
involved federal funds, it had an impact on the general revenue 
fund. Therefore, she had a hard time understanding the 
difference. 

SEN. BROWN answered that he probably would share her problem with 
that. He said that if they would take the number of women who 
obtain abortions in Montana from statistics in 1993 or 1994 and 
divided it into the $35,250, would result in something less than 
$13 per woman invested in that information. 

REP. KOTTEL said that the House had turned down the program on 
family preservation amounting to $120,000 of state money to be 
matched by federal money which would reach out to young women in 
high risk situations and that the statement was made that 
government had no right to be involved in family issues. She 
asked how he reconciled that to this bill. 

SEN. BROWN said he was not familiar with the issues and was not 
sure he could competently reconcile them. He said that if she 
would look at the information contained in the bill under section 
4 which enumerated the information available to women considering 
abortion, it was clear that if the decision is made to go ahead 
and not have an abortion there ought to be information provided 
so that she would have the best information available on how to 
take care of the child. 
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REP. KOTTEL stated that she like informed consent, but would like 
to see it across the board. She asked if this were a statute 
brought which required physicians to give informed consent to 
outline terms on all serious conditions, she would approve it. 
She asked why on another bill heard in a different committee it 
was stated that physicians did not have to give informed consent 
and why there was nothing in any statute requiring a patient to 
be informed of the ramifications of other conditions and 
surgeries. She asked why the legislature was being involved here 
when they were not involved in any other medical situation. 

{Tape: 2; Side: A; Approx. Counter: 36.6} 

SEN. BROWN answered, "If you will go back in history, you will 
see that abortion has been legal and not legal at different times 
in history in ours and other countries unlike most other medical 
procedures. So it is a more litigious area of medicine or 
surgery than any other that I'm aware of and the Roe v. Wade 
decision, even though there was no specific right to privacy not 
in the Constitution, essentially made the right to choose an 
abortion a constitutional right. Since the Roe v. Wade decision, 
there have been other decisions, most recently the Webster 
decision and the Casey decision which have modified the Roe v. 
Wade decision, but they clearly put this kind of medical 
procedure in the realm of the courts and legislatures and that is 
why this legislation is needed to specifically address this issue 
and make it clear that women are entitled to information and an 
adequate amount of time to consider it before they enter into a 
decision that could affect them in the way that proponents and 
myself claim abortions can affect." 

REP. JOAN HURDLE said that she had heard a great deal of rhetoric 
during this session about getting the government out of peoples 
lives and business and asked the sponsor if he had any qualms 
about state government putting words in doctors' mouths in regard 
to this issue when doctors were trained to counsel patients. 

SEN. BROWN restated his previous answer that this is an area of 
the law that requires legislation along those lines which other 
areas of the law do not require. 

REP. HURDLE said that she was offended by the term, "pro­
abortion," and considered it a real tragedy and wanted to know 
what other legislation he had considered to prevent unwanted 
pregnancies. 

SEN. BROWN said he did not know what that had to do with this 
legislation. He did not recall using that term and suggested she 
refer the question to someone whom she had heard use that term. 
He said he thought those who use the term are some of the 
opponents to this legislation. 

950320JU.HM1 



· •. 4, ._. V ~ .• " •. 4' ~,: ••• " 4.' 

HOUSE JUDICIARY COMMITTEE 
March 20, 1995 

Page 23 of 32 

REP. HURDLE said that Mr. Whalen used the term and that the 
accusation was made that our attorney general had run on a pro­
abortion platform and that she found that very offensive. 

SEN. BROWN repeated that he had not made that statement and 
suggested she question that person. 

REP. HURDLE asked him if they could count on him to put the 
$50,000 federal funds back in for family planning. 

SEN. BROWN answered, "No, you certainly can't, the two bills 
(inaudible) ." 

REP. LINDA Me CULLOCH asked for clarification if there was no 
place else in Montana law which mandated how pre-operative 
counseling must take place. 

SEN. BROWN said he was not aware of any but he did not know that. 

REP. MC CULLOCH said that she knew from a medical standpoint that 
usually the term in these situations for an unborn child is 
"fetus." 

SEN. BROWN said he was aware of that. 

REP. MC CULLOCH asked if he would have any problem with changing 
the term in the bill, "unborn child," to "fetus." 

SEN. BROWN said he would because the term, "unborn child, II was a 
more accurate description. The term, IIfetus,1I he said, was a 
less personal term and did not accurately describe what they were 
talking about when they talk about an unborn child. 

REP. MC CULLOCH stated, IIThen in order to make this bill a little 
more personal, they would use the term, 'unborn child'.11 

SEN. BROWN responded that he thought it was more accurate and 
that they were talking about human beings. The term, lIunborn 
human being," accurately described what they were talking about 
when others talk about it less personally as a IIfetus. 1I 

REP. MC CULLOCH said she was curious about the fiscal note and 
wanted to keep in mind that the legislative body would bring less 
government. She discussed the 24-hour telephone number and in 
distributing the expenses for the various printed materials, and 
did not see a listing for the costs of the employees who would 
man the 24-hour number. 

SEN. BROWN said he thought it was presumed that the information 
could be provided probably not by a person, but electronically. 

REP. MC CULLOCH asked if it would list all the information across 
the entire state. 
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SEN. BROWN did not think it had to be lengthy and that this was 
in line with what is being don~ in Pennsylvania. 

REP. MC CULLOCH said the bill provided that pre-operative 
counseling would be done by the physicians at the provider center 
and was concerned that the physician would not be as well-trained 
as a professional counselor. From her knowledge, a doctor's 
services are often much more expensive than a counselor and saw 
that this would increase the cost of the service. She asked why 
a doctor, and not a counselor, would provide the counseling. 

SEN. BROWN outlined the procedure to include the woman contacting 
the clinic or the abortion provider and be told that printed 
information would be available to her and prior to actually 
having the abortion, the physician who would conduct the abortion 
would review with her the procedure and what it would involve as 
well as the affects it would have on her. If the abortion clinic 
had a counselor, they could have the counselor rather than the 
receptionist provide the initial material and go over it with the 
person and he thought that would be appropriate. He believed 
that the person who conducted the medical procedure ought to 
provide the information to the person who would receive it as is 
done now for other types of surgery. 

(Tape: 2; Side: A; Approx. Counter: 45.6) 

REP. MC CULLOCH said she thought the bill provided that the 
physician was required to counsel about the materials which were 
given. 

SEN. BROWN said the physician would not be required to go to the 
reception room and talk to the person initially and introduce the 
material. But prior to conducting the abortion, he would discuss 
with the woman the specifics of what that procedure would entail. 

SEN. MC CULLOCH said she thought it had been established that 
there is violence surrounding abortion clinics and that often a 
person having to go back more than once would afford the 
opportunity for someone who did not believe they should be having 
the procedure to have access for harassment. She asked what the 
sponsor would be doing to prevent this from happening. 

SEN. BROWN said he agreed to an amendment proposed in the Senate 
to take care of that problem. The person would not have to go 
physically to the abortion clinic twice. She would only have to 
sign the certification that she had received the information 
prior to the time of the abortion and she could request it on the 
telephone or by mail. 

REP. MC CULLOCH moved to page 9, line 15 of the bill and asked 
for an explanation of the provision for homicide. 

SEN. BROWN explained that that was existing law as it pertained 
to premature infancy. The only amendment was the underlined 
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section beginning on line 20. It made it clear that the woman 
obtaining an abortion could not be prosecuted as the result of 
the changes made in the law if this bill were to pass and that 
the physician could not be prosecuted for not filling out 
documents they had not received. 

REP. MC CULLOCH asked for an explanation about how the department 
of health would come up with the materials. 

SEN. BROWN said that the National Society of Obstetricians, the 
AMA, the CDC would be some of the resources for the information. 
He thought that there was an attempt in the Senate to limit it to 
a few sources and he thought that was a mistake. He said the 
department of health needed to be given broader latitude to make 
the determination. He noted in the provision of the bill that 
the information had to be scientific and objective from whatever 
source. 

REP. MC CULLOCH asked if he also thought they should provide 
information on psychological and detrimental effects of a woman 
giving up a child for adoption. 

SEN. BROWN felt that in a general way that was covered and that 
he had addressed that previously and was adequately provided for 
in the proposed legislation. 

REP. MC CULLOCH addressed the issue of child support and asked if 
it was fair to include in the bill that according to current 
statistics only 58% of women in single households in the United 
States are awarded child support and that of that 58% only about 
one-half receive the child support they are entitled to. 

SEN. BROWN said it seemed to him that they would get into an 
inherent area of subjectivity when those kinds of things are 
addressed and would come under political philosophy. He did see 
the pertinence of accurately presenting that information. 

REP. MC CULLOCH asked Ms. Rykowski to address page 2, line 2 of 
the bill in terms of statistics. 

Ms. Rykowski said that was already provided in EXHIBIT lB. 

REP. MC CULLOCH asked if Ms. Frandsen could address the medical, 
emotional, psychological statements which were made in that 
regard. 

Ms. Frandsen stated that she was not a physician, but the 
director of Planned Parenthood. She had the experience of her 
clinic and that it had performed 400 abortions last year and of 
those 400 only one woman was hospitalized and that case was due 
to an unrelated virus. The average complic.ation rate in the 
United States was between 1% and 2% depending upon the method of 
determination of complications and depending upon how the numbers 
are viewed, between 7% - 14% times safer than childbirth. 
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Regarding emotional effects of induced abortion, she said that 
mild transient depression occurs in up to 20% of all women who 
have had abortions. However, she said that similar depression 
occurs in up to 70% of women immediately following childbirth. 
In unmarried women one out of nine experience post-operative 
depression and one out of four in deliveries. She said that more 
serious psychiatric disturbances, women who are at risk for 
enduring severe psychiatric disturbances following abortion, are 
those with previous psychiatric or abnormal obstetric history as 
well as those expressing ambivalence toward their abortions. She 
offered to share those studies with the committee. 

REP. MC CULLOCH said the crux of the issue was informed consent. 
She asked what sorts of things they do now to provide informed 
consent as an abortion provider. 

Ms. Frandsen answered that they given an extensive list of all 
the possible side effects, consequences, and complications for 
the procedure in the order of the most likely to the least 
likely. She thought it was important to note that in the last 23 
years since abortion had become legal in Montana that not a 
single woman had died. She said that the physician's feedback 
forms regarding the question asking if they felt they had 
received enough information, almost everyone said they did 
receive enough information, a few said they received too much 
information. She said the committee should understand that they 
are morally, legally and medically obligated to give complete 
informed consent on every possible thing that could go wrong and 
said she would be happy to provide the list which is given to the 
patient. They review the list with the patient and check off 
that they have heard and understood each of the complications. 

REP. MC CULLOCH asked the sponsor if he could look every woman in 
the legislature in the face and tell them that they are not 
responsible enough to make a medical decision on their own 
without interference from the state of Montana. 

SEN. BROWN said it was troublesome to him as he imagined it was 
to other men who were required to have an opinion on the issue 
which applied only to women, but referred to the testimony from 
the four women who had indicated that they wished they had had 
legislation available to them at the time that they made the 
decision which they felt was very harmful to them. He said he 
could not say that the legislation would uniformly help all 
women, but that there was substantial evidence presented which 
indicated it would be important to some women. 

REP. MC CULLOCH retorted that there had been enough testimony to 
refute that. She said she would have asked the question of 
anyone bringing the bill and not just because he was a man. 

(Tape: 2; Side: A; Approx. Counter: 59) 

950320JU.HM1 



HOUSE JUDICIARY COMMITTEE 
March 20, 1995 

Page 27 of 32 

REP. LOREN SOFT said that an opponent had stated that 
postponement would increase the medical risks and asked how 24 
hours would increase the medical risks. 

Dr. St. John said that the only way it would increase medical 
risks would be if there is an absolute medical emergency. There 
is a risk if the person waits weeks, but not 24 hours. 

REP. SOFT asked if there were other invasive procedures apart 
from emergencies which were performed on the same day as the 
initial visit. 

Dr. St. John said the only things that were done in the office 
would be removal of minor lumps and bumps. Any surgeries he 
scheduled were done days ahead. 

REP. SOFT asked what the purpose of that might be. 

Dr. St. John said it was just for this purpose; i.e., that the 
patient would be given the opportunity to understand it and have 
a chance to ask questions so that they were not left with any 
surprises and that was what he came over to testify to. 

{Tape: 2; Side: B} 

REP. DIANA WYATT asked the sponsor if he believed that there is a 
psychological impact to an adoption. 

SEN. BROWN replied that he did not see how and did not know where 
she was going with the question. 

REP. WYATT asked him to provide her with statistical information 
on the psychological trauma to a lady who had given up a live 
child to an adoption agency and to other parents and the 
correlation of psychological problems she might have then and 
later in terms of trying to find the child. 

REP. WYATT asked if the health department's research revealed 
objectively that there are positive ramifications to an abortion, 
would he accept those positive ramifications. 

SEN. BROWN said he would not have anything to say about it, but 
department of health would obtain the information. 

REP. WYATT asked if the data was gathered and it was impartial 
and it was determined that there are positive ramifications to 

SEN. BROWN interjected that the bill showed what the requirements 
were for the scientific information to be included. 
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REP. WYATT stated that in the past in the United States women had 
to sign off on their husband's vasectomies and asked if he 
considered that to be something that women should be able to do. 

SEN. BROWN said he saw that as having no relevance whatsoever to 
the bill. 

REP. WYATT disagreed in that when someone can keep a person from 
having prostate cancer surgery for a couple of days based upon 
the fact that they do not have the intelligence to investigate 
nor will they sit down with people who love and care for them and 
discuss and analyze the consequences of prostate cancer, a 
vasectomy or a coronary bypass, that those were medical 
implications which happen to those particular patients. This is 
a medical implication, she said, that happens only to women and 
the implication is that they as a group of people don't have the 
sense to investigate that without the state's determination that 
they need 24 hours to discuss it and that they can't think of the 
questions to ask the physician. That was her objection to the 
bill. She did not want [men] to have to get permission for a 
vasectomy or a coronary bypass, and did not want [women] to have 
to gain permission for other surgical activity. 

SEN. BROWN responded with the suggestion that she might want to 
introduce legislation to explore the issue which concerned her. 
The second response was that the biological fact was that it was 
within the body of a woman that the process of life begins and 
that was why women were more directly effected by this 
legislation than men were. He said he had indicated that he is 
sensitive to that, but as a man and a member of the legislature 
and someone who respects life whether born or unborn, he had to 
exercise judgement on it just as all other members of the 
legislature had to. Therefore, it was his right to bring it 
before the legislature just as it would be for her to introduce 
legislation directed at her concerns. 

REP. WYATT commented that there was not objection to anyone 
bringing forth legislation that represented their constituency, 
but that when it attacks or looks at one particular group and not 
across the board in terms of medical procedures and other people 
were not assumed to not have the intelligence to make and 
research decisions related to them, it was discriminatory. 

REP. AUBYN CURTISS said her concern was about children and asked 
what percentage of abortions were performed on minors. 

Ms. Randash provided the statistics that in 1993 2,644 women 
aborted in Montana and of those 298 were under 18 years old. 

REP. WILLIAM BOHARSKI noted that there were 14 female co-sponsors 
to the bill and that page 3 clearly indicated information on the 
medical dangers of live childbirth were also required. He asked 
the sponsor how closely the publications required by this bill 
would paralleled the statute in Pennsylvania. 

950320JU.HM1 



HOUSE JUDICIARY COMMITTEE 
March 20, 1995 

Page 29 of 32 

SEN. BROWN said that there were models from Pennsylvania and Ohio 
and the publications would be fashioned along those lines and 
that the statute would parallel the Pennsylvania statute. 

REP. BOHARSKI asked Ms. Keller if post-abortion syndrome exists. 

Ms. Keller said it did, that at least she went through it, and 
that she knew many other women who had gone through it. 

REP. BRAD MOLNAR asked Ms. Frandsen if her clinic was open seven 
days a week. 

Ms. Frandsen said it was open 5.5 days a week. 

REP. MOLNAR asked if she did not want to have people wait 1.5 
days to come in to see them. 

Ms. Frandsen said they don't perform abortions every day of the 
week and that they only perform them on one morning a week. 

REP. MOLNAR asked which morning. 

Ms. Frandsen replied that they alternate Thursdays and Saturdays. 
Her concern for the 24-hour waiting periods was that if a woman 
came for a pre-appointment on a Friday and it was determined that 
she was 13.9 weeks last menstrual period (LMP), they would not 
have the 24 hours because the following afternoon the physician 
would not be available. Essentially because there were fewer 
than 24 hours, they would have to turn her away from the 
procedure on the following morning and at that point, she would 
be in the early second trimester which increases the 
extensiveness of the procedure and the possible complications. 
Though this was not a particularly common experience, it does 
happen. 

REP. MOLNAR asked what they tell a 14~year-old who is waiting for 
an abortion. 

Ms. Frandsen said they would ask if she had told her parents or 
if she could tell her parents and they would encourage her to 
tell her parents and that they would help her do so. If she 
could not, they would want to know why. Then they would tell her 
all the other information they tell every other patient. She 
said that they give a great deal of time to a 14-year-old 
patient. 

REP. MOLNAR asked if they use the term, "fetus," or "unborn 
child," when discussing the procedure. 

Ms. Frandsen said they try to be medically accurate and use the 
medically accurate term, "fetus." Beyond that, counseling allows 
latitude and would use the terms that would be appropriate to the 
individual though they try to use all medically accurate terms, 
she said. 
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REP. MOLNAR asked. how long the time would be between the 14-year­
old entering the clinic saying she thought she was pregnant and 
that she wanted an abortion and the performance of the abortion. 

Ms. Frandsen said it would depend upon her situation. When they 
have felt a patient was ambivalent they have sent her away to 
think about it. They never want to perform the procedure on 
someone who is not absolutely clear that is what they want. It 
also depends upon the circumstances of the patient such as where 
she lives and her last menstrual period. 

REP. CHRIS AHNER asked if those who counsel in the clinic are 
licensed professional counselors. 

Ms. Frandsen said they are not but are those who are hired and 
trained specifically to family planning and sexually transmitted 
diseases and related issues. If they believe they have a patient 
who has ambivalence or psychological problems where they do not 
feel adequate, they are referred to a counselor outside of the 
organization within the community. 

REP. AHNER asked if she did counseling. 

Ms. Frandsen said she was the executive director and she went 
through the counseling training but did not do the counseling. 

REP. AHNER asked if another bill dealing with licensed 
professional counselors would affect this bill. 

Ms. Frandsen said she was not familiar with that bill but that if 
it would affect them, they would comply. 

{Tape: 2; Side: B; Approx. Counter: ~6.5} 

Closing by Sponsor: 

SEN. BROWN summarized. He addressed the opponents' assertion 
that there was no need for this legislation and that procedures 
identical or very similar to the ones required by SB 292 were 
already being conducted by people who provide abortions. 
Therefore he begged the question, IIWhat's the objection to the 
bill?1I He said that if they say that these procedures are 
already being performed, then they were saying that there is a 
need to do it. Therefore, he said the opponents' testimony could 
almost be turned around as proponents' testimony. 

He said that one of the opponents had said that post-abortion 
trauma syndrome was a myth. He reiterated his quote from C. 
Everett Koop, MD, and also the testimony of Dr. Whitesitt as well 
as the testimony of Dr. St. John which refuted that statement. 
But he said that what was really important was that the courts 
had recognized it. He re-quoted the Casey decision of the 
supreme court which made reference to IIdevastating psychological 
consequences. II 
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The 24-hour waiting period could be satisfied by a phone call or 
by mail. He said this legislation does not address the idea of 
choice. He said it is as legal to have an abortion if the bill 
passed or if it did not. It would not affect choice but only 
information. The purpose of the bill was to provide women 
information that they would need to make a very difficult 
decision and he believed it was unquestionably constitutional and 
based on the Casey decision which upheld similar legislation in 
Pennsylvania and eight other states had adopted similar 
legislation. 

Motion: REP. Me GEE MOVED TO ADJOURN. 

{Comments: The set of minutes is complete on two 60-minute tapes.} 
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Adjournment: The meeting was adjourned at 12:20 PM. 

BOB CLARK, Chairman 

BC/jg 
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Mr. Chairman, Members of the Committee: 

For the record, my name is Linda Rykowski, and I am the 
president of Montana Right to Life Association. Montana Right to 
Life is a state affiliate of the National Right to Life Committee, 
the oldest and largest Right to Life Organization in the country. 
The Montana Right to Life Association wishes to go on record in 
support of SB 292 introduced by Senator Bob Brown. 

This bill provides that a woman who is considering aborting 
her baby be given information on: 

1. The fetal development of her baby (in two-week stages); 

2. The risks associated with the abortion surgery; and 

3. The resources that are available from public and private 
sources that the woman can take advantage of if she 
carries her baby to term. 

The bill also provides for a 24-hour reflection period to 
allow the woman time to digest the information she is furnished 
outside the coercive environment of the abortion facility. I quote 
from the American College of Obstetricians and Gynecologists' 
publication Committee Opinion (No. 61, March 1988) discussion on 
the ethical meaning of informed consent: 

"The ethical concept of informed consent contains two 
maj or elements: free consent and comprehension (or 
understanding). Both of these elements together 
constitute an important part of a patient's "self­
determination" (the taking hold of one's own life and 
action, determining the meaning and the possibility of 
what one undergoes as well as what one does). 

"Free consent is an intentional and voluntary act which 
authorizes someone else to act in certain ways. In the 
context of medicine, it is an act by which a person 
freely authorizes a medical intervention in her or his 
life, whether in the form of treatment or participation 



in research. As ""consent:,"" it implies the opposite of 
being coerced or unwillingly invaded by forces beyond 
oneself. As ""free,"" consent implies a choice between 
alternatives. It includes the possibility of choosing 
otherwise -- as the result of deliberation and/or of 
identification with different values and preferences. 
Free consent, in other words, implies the possibility of 
choosing this or that option or the refusal of any 
proposed option. 

""Comprehension ( as an ethical element in informed 
consent) includes awareness and some understanding of 
j ,1formation about one's situation and possibilities. 
Comprehension in this sense is necessary in order for 
there to be freedom in consenting. Free consent, of 
course, admits of degrees, and its presence is not always 
verifiable in concrete instances; but if it is to be 
operative at all in the course of medical treatment, it 
presupposes some level of understanding of available 
options." (Emphasis ours.) 

I ask you, how can a woman choose among options when she does 
not even know what her options are? 

In closing, I would like you to know that our Association in 
consultation with our legal counsel and the National Association's 
counsel drafted the provisions of this bill, to ensure that its 
provisions were both constitutional and enforceable. Our local 
counsel worked closely with Greg Petesch in the Montana Legislative 
Council office in drafting this legislation so that it would 
properly dovetail with Montana law. Because of the fact that this 
type of legislation is so heavily litigated by abortion rights 
advocacy groups, this legislation has had to be carefully crafted 
to ensure its enforceability. Therefore, we request that you 
oppose any and all amendments that might be offered by opponents of 
this legislation, who do not want to see its provisions enforced. 

Our legal counsel, Tim Whalen, is available to answer any 
questions the committee may have with respect to the legal aspects 
of this bill. 

Please give Senate Bill 292 a DO PASS recommendation without 
amendment. Thank you. 

Linda Rykowski, President 
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A
b

o
rtio

n
 is a surgical procedure in w

hich a w
om

an's body is forcibly 
en

tered
 

and 
h

er pregnancy 
is 

forcibly 
"term

in
ated

." B
ecause 

it 
is 

intrusive, and because it disrupts a natural process (pregnancy), abor­
tion poses both short-term

 and long-term
 risks to

 the health and w
ell­

b
ein

g
 o

f the aborted w
om

an. A
bortion is never w

ithout risks. 
A

 few
 abortion advocates continue to

 insist that abortion is so safe 
as to b

e virtually "risk free," b
u

t such-claim
s arc exaggerations result­

ing from
 som

e blind belief in the slogans and cliches fostered by th
e 

early abortion reform
ers. I 

In contrast to 
these few

 abortion zealots, 
m

ost defenders o
f abortion, 

particularly 
those 

in 
the 

health fields. 
adm

it that there arc inherent risks 
to 

abortion. 
W

ithin th
e m

edical 
profession the intense debate is not over w

h
eth

er there arc risks or not 
b

u
t over how

 often com
plications w

ill occur. S
om

e claim
 th

e risks arc 
"accep

tab
le," w

hile others insist they are not. 
A

nsw
ering th

e question "H
o

w
 safe is abortion?" is crucial to any 

public policy on abortion; 
b

u
t it is even m

ore crucial to the w
om

en 
facing th

e abortion decision. U
nfortunately for hundreds o

f thousands 
o

f w
o

m
en

. their "safe and easy" abortions proved to be neither safe nor 
easy. 

E
ven 

m
ore 

outrageous 
is 

the 
fact 

that alm
ost 

none o
f these 

w
om

en w
ere given a realistic assessm

ent o
f th

e risks o
f abortion. 
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M
aintaining abortion's im

age o
f "safety" is im

portant to groups sup­
porting abortion for a variety o

f reasons. O
bviously, for abortion referral 

agencies, abortion counselors, and the abortionists them
selves, finan­

cial success d
ep

en
d

s upon their ability to
 assure clients that abortion is 

"safe." F
or population control groups that encourage abortion, achiev­

ing their long-range 
goals 

for 
population 

control 
d

ep
en

d
s 

on 
their 

ability to prom
ote abortion as a "safe" and even "preferable" alter­

native to childbirth. 
A

nd finally, 
the ideological success o

f the pro­
choice philosophy in fem

inism
 d

ep
en

d
s on the "desirability" of abor­

tion. 
A

fter all, 
if abortion 

is 
found 

to
 be dangerous 

to
 w

om
en, 

its 
legalization can hardly b

e claim
ed as a trium

ph for "w
om

en's rights." 
F

or these reasons and others, abortion providers, population control­
lers, and pro-choice fem

inists are all anxious to
 believe that abo'rtion is 

safe, and they are even m
ore anxious to spread this belief to

 the general 
public. T

h
ey

 su
p

p
o

rt the contention that abort~on is "relatively" safe 
by citing national statistics w

hich report a "low
" incidence o

f abortion­
related deaths. B

ut are these statistics accurate? P
robably not. 

In th
e first place, accurate statistics arc scarce becaus'e the'report­

ing o
f com

plications is alm
ost entirely at the option o

f abortion pro­
viders. 

In o
th

er w
ords, abortionists are in 

the privileged position o
f 

b
ein

g
 able to

 hide any inform
ation w

hich m
ight dam

age their reputa-

tions or trade. 
H

ow
 can this b

e so? 
F

ederal court rulings have sheltered the practice o
f abortion in a 

"zo
n

e o
f privacy." 

T
h

is 
prohibits any 

m
eaningful 

form
 

o
f state or 

federal 
regulation o

th
er than broad "general requirem

ents as 
to 

the 
m

aintaining o
f sanitary facilities and .

.
.
 m

inim
al building code stan­

dards .
.
.
 "
2

 A
s a result, any law

s w
hich attem

p
t to require that deaths 

and 
com

plications 
resulting from

 
abortion 

be 
recorded, 

m
uch 

less 
reported, are unconstitutional. 3 T

h
u

s the only inform
ation available on 

abortion com
plications is 

th
e result o

f data w
hich 

is volllllffl";~)' 
re­

ported. S
ince abortionists w

ant to
 hide their failures, underreporting of 

com
plications is th

e rule rather than the cxception.
4 

T
h

e
 deliberate underreporting o

f abortion com
plications occurs 

prim
arily for three reasons: 1) A

bortionists are seeking to protect their 
personal and professional reputations; 2) B

y m
inim

izing the existence 
o

f unfavorable records, 
abortionists can m

inim
ize the availability o
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dam

aging evidence in 
the event o

f m
alpractice suits; 

and 3) A
bor­

tionists w
ant to m

aintain the general m
yth that abortion is safe. 
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B
ut even assum

ing that abortionists w
ere totally w

illing to report 
com

plications, underreporting w
ould still occur for other reasons: 

1) 
M

ost outpatient abortion 
clinics 

do 
not provide 

follow
-up 

exam
inations. W

ithout these, the clinics sim
ply assum

e there are 
no com

plications unless they receive a com
plaint. O

th
er clinics do 

provide post-abortion exam
s, b

u
t these are usually b

rief and su­
perficial. 

2) 
E

v
en

 
if a 

post-abortion exam
 is 

insisted 
upon, 

conditions 
w

hich m
ay develop into long-range com

plications, such as sterility 
or an incom

petent uterus, are not easily detectable w
ithout pro­

longed surveillance. 

3) 
r .... 1any w

om
en hide their identities w

hen seeking an abortion 
and m

ay fail to return for a post-abortion exam
 even w

h
en

 o
n

e is 
available. 

4) 
O

ver 60 percent o
f the w

om
en w

ho need em
ergency treat­

m
en

t follow
ing an 

outpatient abortion go 
to 

a nearby hospital 
instead o

f going back to the abortionist. In these cases, an abor­
tionist m

ay never know
 that a com

plication occurred. 5 

5) 
W

hen w
om

en arc treated for long-term
 com

plications such as 
infertility, they m

ay hide their past abortion experience or sim
ply 

not realize that it is relevant.
6 

W
hat all 

these 
factors 

add 
up 

to 
is 

sim
ply 

this: 
com

plication 
records from

 outpatient clinics are virtually inaccessible, or nonexis­
tent, even though these clinics provide the vast m

ajority o
f all abor­

tions. E
v

en
 in B

ritain w
here reporting requirem

ents are m
uch b

etter 
than in the U

nited S
tates, m

edical experts believe that less than 10 
percent o

f abortion com
plications arc actually reported to governm

ent 
health agencies.

7 

W
hen 

treatm
ent 

for 
a com

plication 
takes 

place 
in 

a 
hospital, 

how
cver, the records arc m

uch m
ore likely to

 be contributed 
to

 the 
health agencies w

hich com
pile national health statistics; b

u
t this still 

does not m
ean that the records w

ill b
e com

pletely accurate. Instead, 
com

plications due to abortion are often listed u
n

d
er other categories. 

S
om

etim
es this is done to disguise the cause o

f death. In o
n

e case, for 
exam

ple, 
a 21-year-old w

om
an died only a few

 
hours after a saline 

abortion, and her death w
as crcatively listed as d

u
e to "spontaneous 

gangrene o
f the ovary."8 T

h
e 

reason 
for 

the 
cover-up 

is 
relatively 

9
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 one's p

atien
t, and loyalty to one's profession. 

E
x

am
p

les o
f th

e first categ
o

ry
 o

ccu
r w

h
en

 y
o

u
n

g
 w

o
m

en
 w

h
o

 have 
b

een
 ab

o
rted

 w
an

t to h
id

e th
e cau

se o
f th

eir hospitalization from
 their 

fam
ilies an

d
 friends, ev

en
 w

h
en

 th
ey

 arc in d
an

g
er o

f dying.') T
h

u
s, 

w
h

at b
eg

in
s as 

an attem
p

t to avoid em
barrassing a w

om
an and 

h
er 

fam
ily en

d
s u

p
 as an om

ission o
f facts in th

e hospital's official rccords 
an

d
, su

b
seq

u
en

tly
, as a distortion o

f national abortion statistics. 
S

econdly, th
ere exists in th

e m
edical profession, as in m

o
st profes­

sions, an
 u

n
stated

 co
d

e o
f "b

ro
th

erh
o

o
d

" w
hich discourages p

o
in

tin
g

 
fingers at th

e m
istakes o

f o
th

er physicians. T
h

erefo
re, in k

eep
in

g
 w

ith 
th

e g
en

eral 
rule o

f th
e fraternity, 

"sec no evil; sp
eak

 no ev
il," 

th
e 

physician atten
d

in
g

 an abortion com
plication at a local hospital is q

u
ite 

likely to sim
ply treat th

e co
n

d
itio

n
 and avoid recordi,ng that it w

as th
e 

resu
lt o

f an in
co

m
p

lete abortion p
erfo

rm
ed

 by his colleague d
o

w
n

 th
e 

street. 
A

ll o
f th

e above factors have b
een

 m
en

tio
n

ed
 to

 explain th
e lack o

f 
co

m
p

lete records on abortion com
plications in A

m
erica. P

olitical an
d

 
financial m

otives, as w
ell as resp

ect for personal privacv, all h
in

d
cr th

e 
rep

o
rtin

g
 o

f th
ese statistics. W

ith
 th

ese factors in m
il;d, it sh

o
u

ld
 b

e 
rem

em
b

ered
 

th
at 

th
e 

figures 
w

h
ich

 
w

ill 
b

e 
cited

 
in 

th
e 

follow
ing 

sectio
n

s are m
inim

llm
 com

plication rates based on partial stlldies. T
h

ey
 

reflect o
n

ly
 w

h
at is voluntarily rep

o
rted

, not w
h

at is actually h
ap

p
en

-

m
g. 

A
bortion M

orbidity 

T
h

e
 rate o

f com
plications follow

ing a m
edical procedure is k

n
o

w
n

 as 
th

e m
o

rb
id

ity
 rate. F

or th
e reasons cited

 above, th
e m

orbidity rate d
u

e 
to ab

o
rtio

n
 in A

m
erica is u

n
k

n
o

w
n

, though a few
 hospital stu

d
ics have 

b
een

 d
o

n
e. B

u
t w

h
ile th

e rate o
f com

plications is u
n

certain
, th

e variety 
o

f co
m

p
licatio

n
s w

hich occur is w
cll d

o
cu

m
en

ted
. 

O
v

er o
n

e h
u

n
d

red
 potential com

plications havc b
een

 associated 
w

ith ab
o

rtio
n

. S
o

m
e o

f th
cse com

plications can b
e im

m
cd

iatcly
 spot­

ted
, su

ch
 as a p

u
n

ctu
re o

f th
e u

tcru
s or o

th
er organs, co

n
n

d
sio

n
s, or 

cardiac arrest. 
O

th
er com

plications 
reveal 

th
em

selv
es 

w
ithin 

a 
few

 
days, su

ch
 as a slow

 h
em

o
rrh

ag
e, p

u
lm

o
n

ary
 em

b
o

lism
s, infection and 
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fever. 
S

till o
th

er com
plications are long-term

 in 
nature, 

usually th
e 

result o
f d

am
ag

e to th
e reproductive system

, an
d

 m
ay result in chronic 

infection, 
an 

inability 
to carry a su

b
seq

u
en

t pregnancy 
to 

term
, 

o
r 

sterility. T
h

e
se

 laten
t com

plications m
ay not b

e ap
p

aren
t until a later 

p
reg

n
an

cy
 is attem

p
ted

 or until th
e uterus is so infected as to require 

rem
oval. T

h
u

s, an abortion recorded as com
plication-free in a short­

term
 stu

d
y

 m
ig

h
t in 

fact 
have caused long-term

 dam
age. T

h
u

s, 
as 

m
an

y
 

investigators 
have 

discovered, 
short-term

 
stu

d
ies o

f abortion 
com

plications reveal only th
e tip o

f th
e iceberg. 

In
d

eed
, 

th
e lo

n
g

er 
w

o
m

en
 are k

ep
t u

n
d

er surveillance after an abortion, th
e h

ig
h

er are th
e 

rep
o

rted
 rates o

f laten
t m

orbidity. 10 W
om

en w
h

o
 m

ay ap
p

ear physically 
u

n
affected

 by an abortion after a o
n

e year follow
-up m

ay b
e found to b

e 
severely effected

 b
y

 th
e abortion as m

any as tcn
 to fifteen years later. 

B
ecause o

f th
e large n

u
m

b
er o

f possible com
plications, it is diffi­

cu
lt for an

y
 m

edical study to ch
eck

 for th
em

 all, especially th
e m

ore 
elusive o

n
es. F

u
rth

erm
o

re, because o
f th

e great tim
e variation b

etw
een

 
sh

o
rt-term

 com
plications and long-term

 com
plications, no m

ajor scien­
tific stu

d
ies have b

een
 done to tabulate both. 

A
fter n

o
tin

g
 all o

f these qualificatiolls, a few
 general observations 

can b
e m

ad
e. F

irst, every type o
f abortion p

ro
ced

u
re carries significant 

risks. S
eco

n
d

, th
e earlier th

e abortion is d
o

n
e, th

e low
er is th

e rate o
f 

im
m

ed
iate an

d
 short-term

 "m
ajor" com

plications. T
h

ird
, every ty

p
e o

f 
abortion p

ro
ced

u
re poses a significant long-term

 th
reat to

 a w
om

an's 
reproductive h

ealth
. F

ourth, th
e younger th

e p
atien

t, th
e g

reater th
e 

long-term
 risks to h

er reproductive system
. 

O
verall, th

e rate o
f im

m
ediate and sh

o
rt-term

 com
plications is no 

less than 10 p
ercen

t. T
h

is figure is based on a reported 100,000 abortion 
com

plications in 1977, w
hen th

e total n
u

m
b

er o
f legal abortions in th

at 
year w

as approxim
ately one m

illion. 11 T
h

is 10 p
ercen

t m
orbidity rate, 

it sh
o

u
ld

 b
e rem

em
b

ered
, is an u

n
d

isp
u

ted
 m

inim
um

 rate for im
m

ed
i­

ate and sh
o

rt-term
 com

plications. It does not in
clu

d
e u

n
rep

o
rted

 com
­

plications or long-range com
plications such as infcrtility. A

s w
e w

ill see, 
th

e ev
id

en
ce indicates that th

e actual m
orbidity rate is probably m

u
ch

 
higher. 

Im
m

ed
iate and S

hort-term
 R

isks 

Stlr/ioll C
tlrtllage 

A
lm

ost 90 p
ercen

t o
f all abortions are perform

ed by suction cu
rettag

e, 
co

m
m

o
n

ly
 k

n
o

w
n

 as vacuum
 abortions. In this p

ro
ced

u
re, th

e vagina 
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an
d

 cerv
ix

 are forcibly d
ilated

 w
ith

 progressively larger tap
ered

 cylin­
d

ers called dilators. 
D

ilatio
n

 provides th
e ab

o
rtio

n
ist w

ith th
e neces­

sary
 

"w
o

rk
in

g
 

ro
o

m
" 

th
ro

u
g

h
 

w
h

ich
 

h
e 

in
serts 

th
e 

ab
o

rtio
n

 
in

stru
m

en
ts, 

in 
this 

case 
a 

cu
ttin

g
 

in
stru

m
en

t 
attach

ed
 

to
 

a 
high 

p
o

w
ered

 v
acu

u
m

 (29 tim
es m

ore pow
erful th

an
 a h

o
m

e vacuum
). W

ith 
this d

ev
ice, th

e ab
o

rtio
n

ist d
ism

em
b

ers th
e "p

ro
d

u
cts o

f co
n

cep
tio

n
" 

(i.e., th
e u

n
b

o
rn

 ch
ild

 an
d

 its p
lacen

ta) an
d

 sim
u

ltan
eo

u
sly

 vacuum
s 

o
u

t th
e p

ieces. A
b

o
rtio

n
ists insist th

at in sk
illed

 h
an

d
s su

ctio
n

 cu
ret­

tag
e is th

e safest form
 o

f ab
o

rtio
n

. M
an

y
 physicians disagree. 12 

A
ccording to

 tw
o

 in
d

ep
en

d
en

t stu
d

ies, 
th

e im
m

ed
iate or short­

term
 co

m
p

licatio
n

 rate for v
acu

u
m

 abortions is ap
p

ro
x

im
ately

 12 per­
cen

t.
1

3
 T

h
e
 

rep
o

rted
 

"m
ajo

r" com
plication 

rate (strictly d
efin

cd
 

to
 

in
clu

d
e o

n
ly

 life-th
reaten

in
g

 com
plications) is 4000 p

er m
illion. O

b
­

viously, d
efin

in
g

 "m
a
jo

r" co
m

p
licatio

n
s in restrictiv

e term
s w

o
u

ld
 

m
ak

e ab
o

rtio
n

 ap
p

ear safer th
an

 it really is. 14 C
o

n
sid

erin
g

 b
o

th
 im

m
e­

d
iate an

d
 lo

n
g

-term
 co

m
p

licatio
n

s, a m
ajor G

erm
an

 stu
d

y
 found th

at 
th

e total m
o

rb
id

ity
 rate for v

acu
u

m
 aspiration ab

o
rtio

n
s ex

ceed
ed

 31 
p

ercen
t. IS

 

B
ecau

se th
e ab

o
rtio

n
ist o

p
erates blindly, by sen

se o
f feel only, th

e 
cu

ttin
g

/su
ctio

n
 d

ev
ice is p

o
ten

tially
 deadly. P

erforation o
f th

e u
teru

s is 
o

n
e o

f th
e m

o
st co

m
m

o
n

 co
m

p
licatio

n
s (this can

 o
ccu

r durin~ dilation 
o

r ev
acu

atio
n

) w
h

ich
 lead

s to
 severe h

em
o

rrh
ag

e an
d

 can occasionally 
resu

lt in d
am

ag
e to o

th
er in

tern
al organs. 

In
 a 

few
 

reco
rd

ed
 cases, 

ab
o

rtio
n

ists h
av

e in
ad

v
erten

tly
 su

ck
ed

 o
u

t several feet o
f in

testin
es in a 

m
atter o

f o
n

ly
 a few

 seco
n

d
s. 1

6
 

A
n

o
th

er co
m

m
o

n
 co

m
p

licatio
n

 results from
 failure to ex

tract all 
th

e "p
ro

d
u

cts o
f co

n
cep

tio
n

." If a lim
b

 or skull is left in th
e u

teru
s, or 

if a p
o

rtio
n

 o
f th

e p
lacen

ta rem
ains intact, sev

ere in
fectio

n
 m

ay result, 
cau

sin
g

 sev
ere cram

p
in

g
 an

d
 b

leed
in

g
. lrc

a
tm

e
n

t m
ay req

u
ire an

o
th

er 
dialation follow

ed b
y

 m
ech

an
ical cu

rettag
e an

d
 antibiotics. If th

e infec­
tion 

b
eco

m
es too ad

v
an

ced
 or is 

p
ersisten

t, 
a 

h
y

sterecto
m

y
 w

ill 
be 

n
ecessary

 to rem
o

v
e th

e d
iseased

 u
tcru

s.
17 

T
h

ird
, as w

ith
 all form

s o
f abortion, su

ctio
n

 cu
rettag

e results in a 
high in

cid
en

cc o
f em

b
o

lism
s. A

n em
b

o
lism

 is an o
b

stru
ctio

n
 o

f a blood 
vessel b

y
 a foreign su

b
stan

ce su
ch

 as air, fat, 
tissue, or a blood clot. 

U
sually, su

ch
 a b

lo
ck

ag
e is m

in
o

r an
d

 gocs u
n

n
o

ticcd
 an

d
 is eycntually 

dissolvcd. B
u

t if th
e b

lo
ck

 occurs in th
c brain or h

cart, itm
ay

 rc.~ult in a 
stro

k
e or h

eart attack
. 

If it occurs in 
th

e lungs, 
it 

m
ay 

result in 
a 

p
u

lm
o

n
ary

 
th

ro
m

b
o

em
b

o
lism

. 
T

h
is 

co
n

d
itio

n
 

m
ay 

o
ccu

r an
y

w
h

ere 
from

 tw
o to fifty days aftcr an ab

o
rtio

n
 an

d
 is a rclativcly freq

u
cn

t m
ajor 
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com
plication. In

 o
n

e group o
f ab

o
rtio

n
-related

 d
eath

s, p
u

lm
o

n
ary

 em
-

' 
bolism

s w
ere th

e second m
o

st co
m

m
o

n
 cau

se o
f d

eath
. B

ecau
se o

f th
e 

n
atu

re o
f em

bolism
s, 

th
cse ab

o
rtio

n
 fatalities are u

n
p

red
ictab

le an
d

 
o

ften
 unavoidable. T

h
is risk, 

like m
o

st o
th

ers, is seld
o

m
 revealed to

 
w

o
m

en
 during counseling at ab

o
rtio

n
 clinics, ev

en
 th

o
u

g
h

 it is w
id

ely
 

k
n

o
w

n
 in 

m
edical circles. 

P
u

lm
o

n
ary

 em
b

o
li are rep

o
rted

 
to

 afflict 
ab

o
u

t 200 aborted w
o

m
en

 each
 year. 1

8
 

F
o

u
rth

, d
u

e to 
th

c rich 
blood su

p
p

ly
 aro

u
n

d
 

th
e u

teru
s d

u
rin

g
 

p
reg

n
an

cy
, 

local an
d

 g
en

eral an
esth

esia d
u

rin
g

 ab
o

rtio
n

s are p
ar­

ticularly risky. A
nesthesia com

plications d
u

rin
g

 first trim
ester ab

o
rtio

n
s 

are fairly co
m

m
o

n
 and 

u
n

p
red

ictab
le. W

h
en

 an ad
v

erse reaction to 
an

esth
etics occurs in an o

u
tp

atien
t ab

o
rtio

n
 clinic, th

ere is g
en

erally
 

little eq
u

ip
m

en
t an

d
 ex

p
ertise available o

n
 th

e site to deal w
ith

 th
e 

em
erg

en
cy

. C
onvulsions, h

eart arrest, an
d

 d
eath

 are n
o

t an
 u

n
co

m
m

o
n

 
resu

lt o
f th

ese circum
stances. In

 o
n

e stu
d

y
 o

f 74 w
o

m
en

 killed b
y

 legal 
ab

o
rtio

n
s, anesthesia com

plications ran
k

ed
 as th

e third lead
in

g
 cau

se o
f 

d
eath

. T
h

e
 officially rcported rate o

f an
esth

esia com
plications is 20 p

er 
100,000 first trim

ester abortions. 1
9

 

T
h

e
 

nine 
m

o
st co

m
m

o
n

 
"m

ajo
r" com

plications 
resu

ltin
g

 
from

 
v

acu
u

m
 abortions arc: 

infection, excessive b
leed

in
g

, em
b

o
lism

, rip­
p

in
g

 o
r p

erfo
ratio

n
 

o
f th

e u
teru

s, 
an

esth
esia co

m
p

licatio
n

s, co
n

­
vulsions, hem

orrhage, ccrvical injury, an
d

 en
d

o
to

x
ic sh

o
ck

. zO "M
in

o
r" 

com
plications include: 

m
inor infections, b

leed
in

g
, fevers an

d
 chills, 

seco
n

d
 d

eg
ree burns, chronic ab

d
o

m
in

al p
ain

, vom
iting, gastro-intes­

tinal disturbances, w
eig

h
t loss, painful or d

isru
p

ted
 m

en
stru

al cycles, 
an

d
 R

h sensitization. 21 

A
 w

ord ab
o

u
t th

e last item
: o

n
ly

 42 p
ercen

t o
f ab

o
rted

 w
o

m
en

 
receive R

h
 screening prior to

 th
eir abortions; an

d
 ev

en
 for th

e m
in

o
rity

 
th

at are tested
, th

e analysis o
f th

e blood sam
p

les are o
ften

 ru
sh

ed
 an

d
 

inaccurate. 22 U
nless a w

om
an w

ith
 R

h
 negative blood receives a R

ho­
G

am
 injection im

m
ed

iately
 after th

e abortion, sensitization m
ay result. 

In
 a later "w

an
ted

 p
reg

n
an

cy
" this sensitization m

ay en
d

an
g

er b
o

th
 th

e 
life o

f th
e m

o
th

er an
d

 h
cr child, a com

plication w
h

ich
 could n

o
 lo

n
g

er 
b

e co
n

sid
ered

 "m
in

o
r." 

D
ila

tio
fl a

fld
 C

llrelfage (D
C

:!C
) 

D
ilation and cu

rettag
e is vcry sim

ilar to
 su

ctio
n

 cu
rettag

e b
u

t is u
sed

 
prim

arily in late first trim
estcr an

d
 early seco

n
d

 trim
ester abortions. It 

differs from
 

suction abortions in 
th

at in
stead

 o
f v

acu
u

m
in

g
 o

u
t th

e 
"p

ro
d

u
cts o

f co
n

cep
tio

n
," th

c ab
o

rtio
n

ist m
anually d

ism
em

b
ers th

e 
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fetus an
d

 scrapes th
e organs o

u
t o

f th
e uterus and into a basin. B

ecause 
it uses sh

arp
er instrum

ents and involves m
ore scraping, D

&
C

 abortions 
typically result in m

u
ch

 greater blood loss and a higher rate o
f overall 

com
plications. 
T

h
e
 types o

f com
plications associated w

ith 
D

&
C

 abortions are 
virtually th

e sam
e as w

ith vacuum
 abortions, b

u
t are approxim

ately 20 
p

ercen
t m

ore frequent. 23 

Sa/illc A
bortiolls 

E
ach

 y
ear th

ere are b
etw

een
 100,000 and 

150,000 second and third 
trim

ester abortions. 
M

ost o
f th

ese are saline abortions. T
h

e
 rate o

f 
"m

ajo
r" com

plications associated w
ith saline abortion is reported to

 b
e 

ab
o

u
t five tim

es greater than for first trim
ester suction abortions. z.t 

In
 a saline abortion, also know

n as a "salting o
u

t," a co
n

cen
trated

 
salt solution is injected into the am

niotic sack surrounding the baby. 
T

h
is solution burns th

e skin o
f the fetus and slow

ly poisons his system
, 

resu
ltin

g
 in vasodilation, ed

em
a, congestion, hem

orrhage, shock and 
d

eath
. 25 T

h
is process takes from

 o
n

e to
 th

ree hours, during w
hich the 

d
istressed

 unborn kicks, thrusts, and w
rithes in its attem

p
ts to cscape. 

T
w

elve to forty-eight hours after th
e child dies, the m

other's horm
onal 

sy
stem

 shifts in recognition o
f this fact and sh

e goes into natural labor. 
N

orm
ally, w

ithin 72 hours after th
e injection, sh

e w
ill deliver a dcad 

fetus. T
h

e
 tech

n
iq

u
e o

f saline abortion w
as originally developed in th

e 
co

n
cen

tratio
n

 cam
ps o

f N
azi G

erm
any.2(, In Japan, w

here abortion has 
b

een
 legalized since th

e 1940s, the saline abortion tech
n

iq
u

e has b
een

 
o

u
tlaw

ed
 b

ecau
se it is "extraordinarily dangerous. "27 In

d
eed

, in 
the 

U
n

ited
 S

tates saline abortion is second only to heart transplants as the 
electiv

e surgery w
ith th

e highest fatality rate.
2

1\ D
esp

ite this fact, state 
law

s attem
p

tin
g

 to prohibit saline abortions because o
f their grcat risk 

to
 

ab
o

rtin
g

 
w

o
m

en
 

have 
b

een
 

d
eclared

 
u

n
co

n
stitu

tio
n

al 
by 

th
e 

courts. 29 
S

ev
ere infections and hem

orrhages arc extrem
ely com

m
on follow

­
ing saline abortions. In addition, seep

ag
e o

f the salt solution into the 
w

om
an's blood system

 m
ay result in life-threatening coagulation prob­

lem
s. In

co
m

p
lete abortions and retained placentas occur in from

 40 to 
SS 

p
ercen

t o
f all 

cases, 
th

e correction o
f w

hich 
requires additional 

surgery. 
F

u
rth

erm
o

re, 
infections or uterine dam

age incurred d
u

rin
g

 
saline abortions frequently require rem

oval o
f the uterus.:ln 
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P
rostag/alldill A

bortioffs 

In a tech
n

iq
u

e sim
ilar to saline abortions, the chem

ical prostaglandin is 
injected 

into 
the am

niotic fluid. 
B

ut instead 
o

f killing th
e unborn 

outright, this m
eth

o
d

 induces intense contractions o
f th

e uterus an
d

 
causes forced labor. 

U
sually the child dies during the traum

a o
f pre­

m
ature labor, b

u
t frequently it does not. T

h
is results in o

n
e o

f the m
ost 

disturbing "com
plications" o

f prostaglandin abortions, a live birth. 
W

h
en

 prostaglandins w
ere first introduced, there w

as great h
o

p
e 

am
ong abortionists that this new

 technique w
ould be safer than saline 

injections. B
u

t w
h

en
 six w

om
en died and a large n

u
m

b
er o

f "ab
o

rted
" 

b
ab

ies 
w

ere 
d

eliv
ered

 
o/io(, 

th
e 

en
th

u
siasm

 
for 

p
ro

stag
lan

d
in

s 
dw

indled rapidly.31 
F

req
u

en
t com

plications associated w
ith 

prostaglandin abortions 
include spontaneous ruptures in the uterine w

all, convulsions, hem
or­

rhage, coagulation defects, and cervical injury. 
Incom

plete abortions 
arc also very com

m
on. In these cases the decay o

f retained tissue m
ay 

result in severe infections, 
prolonged hospitalization, additional sur­

gery, and in m
any cases thc necd for an em

ergency hysterectom
y.32 

In su
m

, rather than replacing saline abortions, prostaglandins have 
sim

ply cau
sed

 a d
eb

ate w
ithin the aborting co

m
m

u
n

ity
 as 

to w
hich 

m
eth

o
d

 is th
e m

ost dangerous. O
ddly enough, how

ever, although the 
evidence seem

s to indicate that prostaglandins are slightly less dan­
gerous, 

m
ost abortionists 

continue 
to 

prefer saline abortions. 
T

h
e
 

reason for this is sim
ple. L

ive births follow
ing prostaglandin abortions 

are ex
trem

ely
 disturbing to both the m

edical staff and the m
others. In

 
o

th
er w

ords, a higher priority is being placed on killing th
e fetus than 

on provid ing th
e safest w

ay for a w
om

an to b
e rid o

f h
er pregnancy. 3

3
 

T
h

e L
iving C

om
plication 

E
x

cep
t w

h
en

 dilation and curettage is used, second and third trim
ester 

abortions alw
ays run 

the risk o
f producing a live born aborted baby. 

T
h

cse p
rem

atu
re infants generally die w

ithin a few
 m

in
u

tes or hours. 
S

om
e, how

ever, live for days, and a few
 live to adulthood. 34 

B
esides th

e extraordinary traum
a w

hich a live birth abortion poses 
for a w

om
an, live births constitute the m

ost difficult ethical and legal 
dilem

m
a faced by abortionists. Is a physician w

ho is being paid to kill 
an u

n
w

an
ted

 fetus o
n

e m
om

ent, required to attem
p

t to save an unex­
p

ected
 baby th

e next? A
ccording to D

r. 
R

obert C
rist, a K

ansas C
ity 

abortionist, "th
e abortion patient has a right not only to b

e rid o
f the 
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grow
th, 

called a fetus 
in 

her body, 
b

u
t also 

has a 
right to 

a dead 
fetus. "35 B

u
t w

h
en

 w
itnesses rep

o
n

ed
 that they saw

 D
r. W

illiam
 B

. 
W

addill choke and kill a live born baby w
hich resulted from

 a nonlethal 
saline abortion, th

e physician w
as subjected to trial for m

urder. J(, 
T

h
o

u
g

h
 m

ost doctors do not actively attem
p

t to 
kill 

live 
born 

babies follow
ing an abortion, m

ost do attem
p

t to ensure dcath through 
neglect. F

ollow
ing m

ost second and third trim
ester abortions, abortion 

staffs m
ak

e a conscious effort 1
1

0
/ to discover w

h
eth

er the child is alive 
or dead. A

ny signs o
f m

o
v

em
en

t or breathing w
hich m

ight be noticed 
are dism

issed as "reflex," unless m
ovem

ent and crying reach a level 
w

hich cannot b
e ignored. O

n
e abortionist describes his policy this w

ay: 

A
t the tim

e o
f delivery, it has b

ecn
 our policy to w

rap thc fctlls in a 
tow

el. T
h

e
 fetus is th

en
 m

oved to another room
 w

hile our atten­
tion is 

turned to th
e care o

f [th
e w

om
an]. S

he is 
exam

ined to 
d

eterm
in

e w
h

eth
er com

plete placental. expulsion has occurred and 
th

e ex
ten

t o
f vaginal bleeding. O

nce w
e arc sure her condition is 

stable, th
e fetus is evaluated. A

lm
ost invariably all signs of life 

have ceased. 37 

W
rapping th

e fetus in a tow
el accom

plishes tw
o things. F

irst, it con­
ceals all "signs o

f life" w
hich m

ay be disturbing to the p
aticn

t and staff. 
S

econd, 
if th

e p
rem

atu
re baby 

is 
not already dead, 

the tow
el 

w
ill 

prevent the baby from
 getting th

e oxygen it needs to survive. 
M

ost abortionists w
ill do anything to avoid treating a live born 

aborted baby.38 O
n

e o
f the m

ost shocking exam
ples occurred in P

ine 
B

luff, A
rkansas, w

h
ere an abortion resulted in a kicking and scream

ing 
baby: 

i 
In th

e exam
ining room

 after the abortion, th
e doctor w

rapped the 
baby in a tow

el and laid it aside w
hile he finished caring for t\larie. 

T
h

e
 infant continued to

 squirm
 and cry. 

S
oon afterw

ard, 
M

arie left the doctor's office 
for 

a friend's 
house nearby. T

h
e
 physician then placed the child in a sack and 

gave it to o
n

e o
f the tw

o friends w
ho had accom

panied l\laric .
.
.
.
 

In a few
 m

inutes, 
the w

om
an w

ith the sack arri\'cd at the 
house w

here M
arie w

as w
aiting. S

he said the doctor had told her 
to "tak

e it along w
ith you, and pretty soon it w

ill stop m
m

·ing." 
A

fter l\larie fell asleep, 
the friends 

k
ep

t their death w
atch 

over th
e aborted infant until they decided to seek

 help.]'1 
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In 
this case, 

even 
after prolonged 'neglect, 

the baby survived. 
M

arie, filled w
ith guilt, is glad th

at her child lives. 
L

ive birth abortions occur in the U
nited S

tates at a rate o
f 400 to 

500 tim
es per year, literally an every day experience. 4o T

h
e
 n

u
m

b
er 

m
ay be higher, since (1) there is no effort to determ

ine if a child is live 
born, and (2) m

ost abortionists avoid reporting live birth abortions. D
r. 

W
illiard C

ates, chief of abortion surveillance at the C
en

ter for D
isease 

C
ontrol in A

tlanta, describes the cover-up this w
ay: "It's like turning 

yourself in to the IR
S

 for an audit. W
h

at is there to gain? T
h

e
 tendency 

is not to report because there are only negative incentives. "
4

1
 

In order to avoid the "com
plication" o

f live births, abortionists are 
experim

enting w
ith m

ore deadly techniques for second and third tri­
m

ester abortions. O
n

e new
 technique involves the injection o

f a poi­
sonous dose o

f digitoxin directly into the unborn child's heart. A
s w

ith 
m

ost experim
ental abortion procedures, w

om
en are generally not in­

form
ed that the procedure is untested.

4
2

 T
h

ese new
 techniques m

ay 
solve the "abortionists' dilem

m
a," b

u
t they m

ay also pose unforeseen 
dangers to the health of w

om
en. 

L
ong-range R

isks 

A
 high risk of infection is com

m
on to all form

s o
f abortion. Infection 

m
ay result from

 bacteria and viruses introduced into the w
om

b during 
the abortion or from

 the decay o
f dam

aged uterine tissue or unrem
oved 

"products of conception." 
In 

one 
series 

o
f 1,182 abortions 

w
hich 

occurred under closely regulated hospital conditions, researchers found 
th

at 27 percent o
f thc patients acquired post-abortion infections result­

ing in fevers 
lasting thrce days or longer.

43 T
h

e infection rate from
 

o
u

tp
atien

t "abortion m
ills" is probably m

uch higher. 
M

any infections arc dangerous and life-threatening, and severe 
pain w

ill typically prom
pt the patient to seek

 em
ergency treatm

ent. 
B

ut 
the 

m
ajority 

of infcctions 
are 

o
f a m

ilder order. 
T

h
ese lesser 

in
fectio

n
s w

ill 
cause only m

inor discom
fort, 

if any. 
E

v
en

tu
ally

 a 
w

om
an's body w

ill overcom
e these m

ilder infections, 
b

u
t long-term

 
dam

age m
ay still result. 

M
ild or severe infections m

ay extend from
 the uterine lining to the 

fallopian tubes or to organs adjacent to the uterus. S
car tissue left by 

the infection m
ay block the fallopian tubes, resulting in total or partial 

infertility and 
an 

increased 
probability o

f ectopic pregnancies. 
If a 

chronic infection results, a total hysterectom
y m

ay be required several 
m

onths or even years after the abortion.
4

4
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S
tu

d
ies have· show

n that a w
om

an's risk o
f an ectopic pre~naney 

dram
atically increases follow

ing an abortion. O
n

e stu
d

y
 su~gests that 

th
e risk increases 100 to 

150 percent, an
o

th
er study sug~ests a 400 

p
ercen

t increased risk, and a third indicates an 800 percent increased 
risk.45 S

in
ce th

e legalization o
f abortion in 1973, there has b

een
 a 300 

p
ercen

t increase in the occurrence o
f ectopic pregnancies in the U

nited 
S

tates. 46 O
th

er countries w
ith IC

l!;alizcd abortion havc w
itncssed the 

sam
e effect. 
T

reatm
en

t o
f an ectopic pregnancy requircs m

ajor sur~cry to re-
m

o
v

e 
th

e im
p

reg
n

ated
 fallopian 

tu
b

e b
efo

re it b
u

rsts. 
F

or ev
ery

 
100,000 cases o

f ectopic pre~nancy, 300 w
o

m
en

 d
ie d

u
e to rupture and 

h
em

o
rrh

ag
e. 47 

T
h

ese d
eath

s arc alw
ays 

listed 
u

n
d

er the 
"m

aternal 
m

o
rtality

" 
category 

rather than 
as 

"abortion 
d

eath
s," 

even 
though 

ab
o

rtio
n

 m
ay b

e th
e root cause o

f m
ost cctopic pregnancies today. 

If th
e scar tissu

e cau
sed

 b
y

 p
o

st-ab
o

rtio
n

 in
fectio

n
 

is 
sev

erc 
en

o
u

g
h

 
to

 
com

pletely 
block 

th
e 

fallopian 
tu

b
es, 

total 
sterility w

ill 
resu

lt. W
o

m
en

 w
h

o
 undergo just o

n
e induced abortion arc thrce to

 four 
tim

es m
ore likely to suffer from

 secondary infertility than non-aborted 
w

o
m

en
. 48 

N
u

m
ero

u
s studies have 

found 
th

at 3 t~) 5 p
ercen

t o
f all 

ab
o

rted
 w

o
m

cn
 are inadvcrtently left sterile by the operation.

4
'} I f a 

w
o

m
an

 is also infected by a venereal disease at the tim
e o

f her abor­
tion, th

e risk o
f b

ein
g

 rendcred sterilc is even greater. so 
A

fter infection, cervical dam
age is the n

ex
t leading cause o

f post­
abortion 

reproductive 
problem

s. 
D

am
age 

to
 

the 
~ervix 

m
ay 

occur 
d

u
rin

g
 th

e "scraping o
u

t" in a vacuum
 or D

&
C

 abortion, or durin~ thc 
"ex

p
u

lsio
n

" in a saline or prostaglandin abortion. B
ut undoubtcdly, it 

is d
u

rin
g

 th
e forced dilation o

f th
e uterus in vacuum

 and D
&

C
 abor­

tions th
at m

ost cervical dam
age is incurred. 

N
orm

ally th
e cervix is 

rigid 
and 

tightly closed 
throughout 

the 
pregnancy. O

n
ly

 at the tim
c o

f birth does it begin to
 naturally softcn 

an
d

 o
p

en
. B

u
t in an artifically in

d
u

ccd
 abortion, no such natural ch

an
g

e 
occurs; 

th
e cervix is hard and "g

rcen
," designed by nature to 

resist 
intrusion and 

to 
protcet its charge. 

In 
this context, 

it 
is 

clear that 
abortion is an attack not only on the unborn, b

u
t also on the w

om
an's 

rep
ro

d
u

ctiv
e organs, w

hich are designed to protect thc child. T
h

u
s, 

d
u

rin
g

 th
e forcible dilation w

hich occurs in all early abortions. a tre­
m

en
d

o
u

s stress is placed upon th
e w

om
an's "g

recn
" cervical m

uscles. 
T

h
is stress virtually alw

ays causes m
icroscopic tearing o

f the m
uscles, 

and occasionally results in severe ripping o
f the uterinc w

all (a "m
ajo

r" 
com

plication). A
ccording to

 one hospital study, I in H
 suction curretage 

/0
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abortions 
required 

stitches 
for 

cervical 
laceration. 51 

A
nother stu

d
y

 
indicated th

at laceration o
f the cervix occurred in 22 p

ercen
t o

f aborted 
w

om
en. 

A
gain it should be rem

em
bered th

at in o
u

tp
atien

t abortion 
clinics, such lacerations arc frcquently not noticed, m

u
ch

 less treated. 
In any case, w

h
cth

er the dilation dam
age to

 the u
terin

e m
uscles is 

m
icroscopic or m

acroscopic, this dam
age frequently results in a perm

a­
n

en
t w

eak
en

in
g

 o
f the uterus. T

h
is w

eakening m
ay result in an "in

­
co

m
p

eten
t cerv

ix
" 

w
hich, 

u
n

ab
le 

to 
carry

 th
e 

w
eig

h
t o

f a 
later 

"w
an

ted
" 

pregnancy, 
opens prem

aturely, 
resulting in 

m
iscarriage o

r 
p

rem
atu

re birth. 52 For this reason, the chance th
at a later "w

an
ted

" 
child w

ill d
ie during prcgnancy or labor is at least tw

ice as high for 
rireviously ab

o
rted

 w
om

en. S
J 

C
ervical dam

agc is extrcm
ely frequent in young w

o
m

en
 p

reg
n

an
t 

for th
c first tim

e, because the ccrvix is m
uch m

ore rigid in w
o

m
en

 w
ho 

have not previously given birth. 5
4

 T
h

is fact is particularly u
n

n
erv

in
g

 
since nearly 60 pcrcent o

f all abortions are for first pregnancies. M
ost o

f 
these w

o
m

en
 w

ill 
later seck a "w

an
ted

" pregnancy, 
b

u
t because o

f 
cervical dam

age thcy rnay instead face the traum
as o

f repeated m
iscar­

riages and prem
ature births. 

A
ccording to one study, the risk o

f a second trim
estcr m

iscarriage 
increases tenfold follow

ing a vaginal abortion. 
S

im
ilarly, 

the risk o
f 

p
rcm

atu
re delivery also increases eight to ten

 tim
es. T

h
o

u
g

h
 norm

ally 
only 5 p

ercen
t o

f all babics arc born prem
aturely, this rate ju

m
p

s to 40 
p

ercen
t am

o
n

g
 w

om
cn w

ho have had abortions. 5
5

 In an
o

th
er stu

d
y

 o
f 

first 
pregnancy abortions, a rescarcher found th

at 48 p
ercen

t o
f th

e 
w

om
en stu

d
ied

 suffered from
 abortion-related com

plications in later 
"w

an
ted

" pregnancies. \V
om

en in this group ex
p

erien
ced

 2.3 m
iscar­

riages for ev
ery

o
n

e live birth. 5
6

 

T
h

ese figures reflect the increased risks for th
e average w

om
an 

undergoing an abortion. B
ut w

hen the w
om

an is only a teenager, th
e 

frequency and scverity o
f the dam

age is even w
orse since a teenager's 

"g
reen

" cervix is still grow
ing and changing. T

h
is fact is b

est illus­
trated in a com

parative study done by D
r. J. 

K
. R

ussell. In this study, 
D

r. 
R

ussell tracked the reproductive lives o
f 62 p

reg
n

an
t teenagers. 

W
h

en
 first pregnant, 50 o

f the girls had abortions, 11 gave birth and 1 
m

iscarried. O
f the 11 

teenagers w
ho gave birth, 9 later becam

e preg­
n

an
t w

ith "w
an

ted
" children and delivered w

ith no com
plications and a 

100 
p

ercen
t succcss 

rate. 
A

m
ong 

the 50 girls 
w

ho 
had 

undergone 
abortions, th

erc w
ere 47 su

b
seq

u
en

t "w
an

ted
" pregnancies. O

f these 
47 "w

an
ted

" pregnancies, 66 percent en
d

ed
 in defective births (includ-

1
0
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in
g

 19 m
iscarriages an

d
 sev

en
 p

rem
atu

re births}. O
n

ly
 34 p

ercen
t o

f th
e 

p
reg

n
an

cies am
o

n
g

 th
e previously ab

o
rted

 group en
d

ed
 w

ith a full­
term

 d
eliv

ery
 o

f a h
ealth

y
 child. 5

7
 

In
d

u
ced

 abortion m
ay cau

se not only ccrvical in
co

m
p

eten
ce, b

u
t 

also cervical rigidity. P
erm

an
cn

t d
am

ag
e to

 th
c u

terin
e w

all m
ay result 

in th
e faulty p

lacem
en

t an
d

 d
ev

elo
p

m
en

t o
f th

e placenta d
u

rin
g

 latcr 
p

reg
n

an
cies. A

 1981 stu
d

y
 at V

anderbilt U
niversity found th

at after a 
sin

g
le abortion th

e risk o
f p

lacen
ta previa in later pregnancies incrcases 

sev
en

 to fifteen tim
es. 5

8
 A

bnorm
al d

cv
elo

p
m

en
t o

f th
e placenta d

u
e to

 

u
terin

e 
d

am
ag

e 
increases 

th
e 

risk 
o

f fetal 
m

alform
ation, 

perinatal 
d

eath
, an

d
 excessive b

leed
in

g
. 5

9
 

D
u

e to u
terin

e d
am

ag
e, previollsly ab

o
rted

 w
o

m
en

 also facc tlluch 
m

o
re difficult an

d
 dangerolls deliveries in 

latcr pregnancics. A
b

o
rted

 
w

o
m

en
 face at least th

ree tim
es m

o
re labor com

plications than non­
ab

o
rted

 w
o

m
en

.
6

0
 P

reviously ab
o

rted
 w

o
m

en
 rcquire longer pcriods o

f 
lab

o
r d

u
rin

g
 all 

th
ree stages o

f labor; 
th

ey
 are m

ore likely to req
u

ire 
m

an
u

al o
r in

stru
m

en
tal assistance 

to
 co

m
p

lete th
eir labor; 

they are 
m

o
re likely to

 su
ffer from

 
retain

ed
 an

d
 ad

h
eren

t placenta follow
ing 

delivery; 
th

ey
 are m

o
re likely 

to
 ex

p
erien

ce ru
p

tu
re .of their u

tcru
s 

d
u

rin
g

 labor; an
d

 th
ey

 are m
ore likely to

 suffer from
 severe h

cm
o

rrh
ag

e 
at p

artu
ritio

n
 and ex

p
erien

ce su
b

stan
tially

 g
reater blood losses 

than 
th

eir n
o

n
-ab

o
rted

 sisters. 61 In
 sh

o
rt, abortion places w

o
m

en
 an

d
 th

eir 
fu

tu
re ch

ild
ren

 at m
u

ch
 g

reater risk d
u

rin
g

 both th
eir p

reg
n

an
cies and 

th
eir deliveries. 

F
inally, th

ere is a large class o
f long-term

 com
plications w

hich is 
o

n
ly

 now
 b

ein
g

 investigated. 
F

or ex
am

p
le, a recen

t stu
d

y
 p

erfo
rm

ed
 

b
y

 C
alifornia researchers found th

at th
e risk o

f breast can
cer d

o
u

b
led

 
am

o
n

g
 w

o
m

en
 w

h
o

 ab
o

rt th
eir first pregnancy.62 'n

v
o

 k
n

o
w

n
 stu

d
ies 

are now
 u

n
d

erw
ay

 to d
eterm

in
e if th

ere is a link b
etw

een
 abortion am

I 
th

e high in
cid

en
ce o

f cervical can
cer am

o
n

g
 ab

o
rted

 w
o

m
en

. 6
] 

T
h

e
 ex

p
lan

atio
n

 for increased b
reast cancers and cervical canccrs 

am
o

n
g

 ab
o

rted
 w

o
m

en
 lies in th

e u
n

n
atu

ral disruption o
f th

eir chang­
in

g
 b

o
d

ies. E
arly in pregnancy, th

e breasts and uterus u
n

d
erg

o
 a rapid 

g
ro

w
th

 an
d

 ch
an

g
e. S

u
d

d
en

ly
 d

isru
p

tin
g

 th
ese ch

an
g

es before th
eir 

co
m

p
letio

n
 m

ay ren
d

er th
ese cells su

scep
tib

le to
 "n

eo
p

lastic stim
u

li" 
(tu

m
o

r initiation) o
r m

ig
h

t h
asten

 th
e grow

th o
f cells w

hich arc already 
m

alig
n

an
t. 

O
n

ly
 th

e future w
ill reveal how

 m
an

y
 o

th
er side effects result from

 
ab

o
rtio

n
. B

u
t already it is c1e;li lhat b

ecau
se o

f its m
an

y
 im

m
ed

iate and 
lo

n
g

-term
 com

plications, legal abortion is p
erh

ap
s th

e leading cau
se o

f 
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gynecological and obstetric em
erg

en
cies in the. U

n
ited

 S
tates. 6

4
 T

h
is is 

reflected in th
e trend in m

edical m
alpractice insurance tow

ard creatin
g

 
a n

ew
 "ultra-risk" category for su

rg
eo

n
s w

h
o

 perform
 abortions. 6

5
 

E
vidence from

 O
th

er C
ountries 

A
s 

w
e 

m
en

tio
n

ed
 

at 
th

e 
b

eg
in

n
in

g
 o

f this 
ch

ap
ter, 

th
e A

m
erican 

"ex
p

erim
en

t" w
ith 

abortion 
has 

y
et to provide any co

m
p

reh
en

siv
e 

data. 
T

h
e
 abortion industry has 

ev
ery

th
in

g
 to gain 

b
y

 w
ith

h
o

ld
in

g
 

d
ata, an

d
 nothing to lose. M

ost o
f th

e d
ata th

at is available co
m

es from
 

hospital 
supervised 

abortions, 
w

h
ich

 
are 

n
o

t 
representative 

o
f th

e 
"av

erag
e" clinic abortion; and ev

en
 th

ese stu
d

ies are usually narrow
 in 

rangc an
d

 scope. 
B

u
t though inform

ation ab
o

u
t abortion com

plications is generally 
o

b
stru

cted
 in th

e U
nited S

tates, 
this is 

not alw
ays th

e case in o
th

er 
co

u
n

tries w
hich have had longer ex

p
erien

ce w
ith legal abortion. 

In
 

particular, m
any E

u
ro

p
ean

 nations have socialized m
ed

icin
e, in

clu
d

in
g

 
B

ritain an
d

 S
w

ed
en

, and in th
ese cases g

o
v

ern
m

en
t control provides a 

m
o

re system
atic m

ethod for th
e g

ath
erin

g
 o

f abortion statistics th
an

 is 
available in th

e U
nited S

ta
te

s-th
o

u
g

h
 this d

o
es n

o
t necessarily m

ean
 

th
at th

ese governm
ents provide an im

partial tabulation an
d

 release o
f 

th
ese statistics. 

O
verall, how

ever, th
e foreign ex

p
erien

ce w
ith abortion com

plica­
tions seem

s to confirm
 th

e w
orst fcars ab

o
u

t its h
ealth

 risks in A
m

erica. 
A

b
o

rtio
n

 proponents in 
this co

u
n

try
 typically ignore foreign data o

r 
insist th

at such figures 
are 

not rep
resen

tativ
e o

f th
e "b

etter h
ealth

 
care" in A

m
erica. B

u
t in fact, m

edical care in m
an

y
 E

u
ro

p
ean

 co
u

n
tries 

is 
regarded by m

edical authorities as su
p

erio
r to th

at in A
m

erica. In
 

ad
d

itio
n

, because m
any o

f th
ese co

u
n

tries have socialized m
ed

icin
e, 

m
o

st o
f their abortions are p

erfo
rm

ed
 in hospitals, w

ith
 little regard for 

cost, an
d

 the p
atien

t is hospitalized for tw
o to

 th
ree days in o

rd
er to

 
w

atch for com
plications and treat th

em
 prom

ptly. S
in

ce A
m

ericans rely 
prim

arily on o
u

tp
atien

t abortion clinics, th
e abortion com

plication rate 
in A

m
erica is 

probably llluch h
ig

h
er th

an
 th

at ex
p

erien
ced

 in th
ese 

o
th

er countries.
6

6
 H

ere arc a few
 ex

am
p

les. 

Japan 

Jap
an

 
has had 

th
e lllost ex

p
erien

ce w
ith

 legal abortion. 
It w

as first 
legalized there as part o

f th
e p

o
p

u
latio

n
 control m

easu
res estab

lish
ed

 
d

u
rin

g
 th

e A
m

erican occupation follow
ing W

orld W
ar II. 
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A
cco

rd
in

g
 
to

 o
n

e Jap
an

ese study, 
w

o
m

en
 

u
n

d
erg

o
in

g
 ab

o
rtio

n
s 

ex
p

erien
ced

 th
e follow

ing co
m

p
licatio

n
s: 9 p

ercen
t w

ere su
b

seq
u

en
tly

 
sterile; 

14 
p

ercen
t su

ffered
 

from
 

recu
rrin

g
 m

iscarriages; 
17 

p
crcen

t 
ex

p
erien

ced
 m

en
stru

al irregularities; 20-.10 p
ercen

t rep
o

rted
 ab

d
o

m
i­

nal 
p

ain
, 

d
izzin

ess, 
h

ead
ach

es, 
etc,; 

an
d

 
th

ere 
w

as 
a 

400 
p

erccn
t 

in
crease in ecto

p
ic p

reg
n

an
cies,6

7
 

E
ngland 

In
 G

reat B
ritain

 th
e h

ig
h

 co
m

p
licatio

n
 rate asso

ciated
 w

ith
 ab

o
rtio

n
 has 

b
e
e
n

 a 
m

ajo
r su

b
ject o

f co
n

cern
 am

o
n

g
 p

h
y

sician
s. 

R
eco

rd
s at o

n
e 

u
n

iv
ersity

 h
o

sp
ital rev

ealed
 a 27 p

ercen
t in

fectio
n

 rate am
o

n
g

 ab
o

rted
 

p
atien

ts; 9
.5

 
p

ercen
t h

em
o

rrh
ag

ed
 en

o
u

g
h

 to 
req

u
ire b

lo
o

d
 

tran
sfu

­
sio

n
s; 5 p

ercen
t o

f early
 v

acu
u

m
 an

d
 D

&
C

 ab
o

rtio
n

s tore th
e cervical 

m
u

scle; an
d

 1
.5

 p
ercen

t p
erfo

rated
 th

e u
teru

s. A
n

ticip
atin

g
 th

e co
u

n
­

terarg
u

m
en

t th
at m

o
re sk

illed
 ab

o
rtio

n
ists w

o
u

ld
 h

av
e few

er co
m

p
lica­

tio
n

s, th
e au

th
o

r o
f th

is stu
d

y
 m

ad
e sp

ecial n
o

te th
at: "It is significant 

th
at so

m
e o

f th
e m

o
re serio

u
s co

m
p

licatio
n

s o
ccu

rrcd
 w

ith
 th

e m
o

st 
sen

io
r an

d
 ex

p
erien

ced
 o

p
erato

rs. T
h

is em
p

h
asizes th

at term
in

atio
n

 o
f 

p
reg

n
an

cy
 is n

eith
er as sim

p
le nor as safc as so

m
e advo.cates o

f abor­
tio

n
-an

-d
em

an
d

 
w

o
u

ld
 

h
av

e 
th

e 
p

u
b

lic b
eliev

e. "68 
In

 
o

th
er w

ords, 
ab

o
rtio

n
 is an

 in
h

eren
tly

 risky an
d

 in
tru

siv
e o

p
eratio

n
, an

d
 ev

en
 th

e 

m
o

st sk
illfu

l su
rg

ery
 w

ill resu
lt in co

m
p

licatio
n

s. 
A

n
o

th
er d

etailed
 B

ritish stu
d

y
 fo

u
n

d
 th

at m
an

y
 co

m
p

licatio
n

s arc 
easily

 
m

issed
 

w
ith

o
u

t rep
eated

 
follow

-ups. 
T

h
e
 

au
th

o
rs stated

 
th

at 
"th

e
 p

rev
alen

ce o
f m

o
rb

id
ity

 follow
ing in

d
u

ced
 ab

o
rtio

n
 .
.
.
 d

ep
en

d
s 

o
n

 h
o

w
 lo

n
g

 th
e w

o
m

en
 co

n
cern

ed
 arc k

ep
t u

n
d

er su
rv

eillan
ce after 

th
e o

p
eratio

n
. Tire longer tire stl1vri//{/1/rr, thr higher the m

O
l/lidit.\' "('/1011('(/." 

[em
p

h
asis 

th
e
ir o

w
n

] T
w

o
 

m
eticu

lo
u

s stu
d

ies cited
 

b
y

 
th

ese 
in

­
v

estig
ato

rs 
rev

ealed
 35.6 p

ercen
t am

I 
J
() p

ercen
t o

f ab
o

rted
 

w
()m

en 

su
ffer from

 ab
o

rtio
n

-related
 co

m
p

licatio
n

s. r,<
) 

S~:eden a
n

d
 N

o/w
ay 

S
w

ed
ish

 an
d

 N
o

rw
eg

ian
 stu

d
ies in

d
icate an in

cid
en

ce o
f total sterility 

fo
llo

w
in

g
 4 to

 5 p
ercen

t o
f all ab

o
rtio

n
s, a figure w

h
ich

 is less th
an

 h
alf 

th
e 

rep
o

rted
 

rate 
in 

Jap
an

.
7

0
 

A
ssu

m
in

g
 

this 
co

n
serv

ativ
e 4 

p
ercen

t 
figure is ap

p
licab

le in A
m

erica w
h

ere 1.5 m
illion w

o
m

en
 arc ab

o
rted

 
each

 y
ear, o

n
e
 w

o
u

ld
 co

n
clu

d
e th

at 60,000 w
o

m
en

 p
er y

ear arc in
ad

­
v

erten
tly

 ren
d

ered
 sterile b

y
 ab

o
rtio

n
. l\lo

st o
f th

ese w
o

m
en

 arc ah
o

rt­
in

g
 a first p

reg
n

an
cy

 an
d

 w
ill later b

e seek
in

g
 a "w

an
ted

" p
reg

n
an

cy
 in 

vain. 
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H
((ngary 

F
irst 

trim
ester ab

o
rtio

n
s 

have 
b

een
 

allow
ed 

in 
H

u
n

g
ary

 
u

n
d

er 
in­

creasin
g

ly
 p

erm
issiv

e law
s for ab

o
u

t th
irty

 years. D
u

rin
g

 th
e co

u
rse o

f 
th

is 
tim

e, 
th

e 
rates 

o
f m

iscarriag
es, 

p
rem

atu
re 

b
irth

s, 
lo

w
 

b
irth

 
w

eig
h

ts, an
d

 d
am

ag
ed

 infants have increased in p
ro

p
o

rtio
n

 to ab
o

rtio
n

s 
p

ro
v

id
ed

, 
d

esp
ite eontinu31ly im

p
ro

v
in

g
 h

ealth
 care. 

P
erin

atal 
m

o
r­

tality alo
n

e has d
o

u
b

led
 since abortion w

as m
ad

e easily available. 
T

h
e
se

 figures 
have led 

H
u

n
g

arian
 

h
ealth

 au
th

o
rities to d

eclare 
th

at "th
e cau

se-effect correlation b
etw

een
 first trim

ester in
d

u
ced

 abor­
tion 

an
d

 
su

b
seq

u
en

t difficulties 
in 

p
reg

n
an

cy
 

has 
b

een
 estab

lish
ed

 
b

ey
o

n
d

 a d
o

u
b

t." A
n

d
 for this reason th

e H
u

n
g

arian
 g

o
v

ern
m

en
t has 

p
assed

 a law
 w

ith
 "n

u
m

ero
u

s restrictions for w
o

m
en

 seek
in

g
 ab

o
rtio

n
s 

early
 in th

eir rep
ro

d
u

ctiv
e life, b

u
t w

ith
o

u
t restriction for th

o
se w

h
o

, 
h

av
in

g
 b

o
rn

e tw
o o

r th
ree ch

ild
ren

, had p
resu

m
ab

ly
 co

m
p

leted
 th

eir 
fam

ilies. T
h

e
 officially stated

 p
u

rp
o

se o
f th

e n
ew

 law
 w

as to avoid th
e 

n
eg

ativ
e effects o

f in
d

u
ced

 ab
o

rtio
n

 u
p

o
n

 su
b

seq
u

en
t g

estatio
n

s. "
7

1
 

C
z('rhoslovakia 

U
n

d
er socialized m

ed
icin

e in C
zechoslovakia, ab

o
rtio

n
 is legal u

p
 to 

tw
elv

e 
w

eek
s 

after co
n

cep
tio

n
. 

V
acuum

 
cu

rettag
e 

is 
u

sed
 

an
d

 
th

e 
p

atien
t is k

ep
t u

n
d

er observation in th
e hospital for th

ree to five days, 
o

rd
ered

 to tak
e b

ed
 rest for o

n
e w

eek
 at h

o
m

e, an
d

 p
aid

 b
y

 in
su

ran
ce 

for h
er lost w

ages. l\lo
re ideal co

n
d

itio
n

s could h
ard

ly
 b

e ex
p

ected
, b

u
t 

th
e co

m
p

licatio
n

 rate is still high. A
ccording to a th

irteen
-y

ear stu
d

y
 

d
o

n
e at a u

n
iv

ersity
 hospital in P

rague: 

A
cu

te 
in

flam
m

ato
ry

 co
n

d
itio

n
s occur in 5 

p
ercen

t o
f th

e cases, 
w

h
ereas p

erm
an

en
t co

m
p

licatio
n

s su
ch

 as ch
ro

n
ic in

flam
m

ato
ry

 
co

n
d

itio
n

s o
f th

e fem
ale organs, sterility an

d
 eeto

p
ic p

reg
n

an
cies 

are reg
istered

 
in 20-30 p

ercen
t o

f all 
w

o
m

en
 .
.
.
.
 A

 high inci­
d

en
ce o

f cervical in
co

m
p

eten
ce resu

ltan
t from

 ab
o

rtio
n

 has raised 
th

e 
in

cid
en

ce 
o

f sp
o

n
tan

eo
u

s 
ab

o
rtio

n
s 

[m
iscarriag

e] 
to 3

0
-4

0
 

p
ercen

t.
7Z

 

In 
su

m
, 

th
e 

C
zechosl()\'akia 

D
ep

u
ty

 l\lin
ister o

f H
ealth

 states 
th

at, 
"R

o
u

g
h

ly
 25 

p
ercen

t 
o

f th
e 

w
o

m
en

 
w

h
o

 
in

terru
p

t 
th

eir first 
p

reg
n

an
cy

 h
av

e rem
ain

ed
 p

erm
an

en
tly

 childless. "73 
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W
hy T

h
e T

ruth R
em

ains B
uried 

T
h

e
 m

o
rb

id
ity

 rate from
 in

d
u

ced
 ab

o
rtio

n
 is u

n
d

o
u

b
ted

ly
 hi~h. S

o
m

e 
ab

o
rtio

n
 advocates m

ay co
n

tin
u

e to arg
u

e ab
o

u
t th

e particulars, ju
st as 

tobacco co
m

p
an

ies co
n

tin
u

e to
 insist th

at th
e dangers o

f sm
o

k
in

g
 are 

ex
ag

g
erated

, b
u

t th
e tren

d
 o

f th
e ev

id
en

ce is certainly clear. C
o

m
p

ared
 

to
 ch

ild
b

irth
, th

e m
orbidity rate o

f abortion is astronom
ical. F

or child­
b

irth
, th

e overall m
atern

al m
o

rb
id

ity
 rate is approxim

ately 2 p
erccn

t. 74 

B
u

t as w
e h

av
e seen

, th
e rep

o
rted

 im
m

ed
iate com

plication rate, alone, 
o

f ab
o

rtio
n

 is no less th
an

 10 p
ercen

t. In
 addition, stu

d
ies o

f lon~-range 
co

m
p

licatio
n

s show
 rates no less than 17 p

ercen
t and freq

u
en

tly
 rep

o
rt 

co
m

p
licatio

n
 rates in th

e range o
f 25 to 40 p

ercen
t. O

n
e p

u
b

lic hospital 
has ev

en
 rep

o
rted

 an overall com
plication rate follow

ing abortion o
f 70 

percent!75 
T

h
e
 extraordinary d

eg
ree to

 w
hich this ev

id
en

ce has b
een

 su
p

­
p

ressed
 an

d
 ignored is sh

o
ck

in
g

 b
u

t instructive. W
h

en
 co

n
trasted

 
to

 

th
e regulation an

d
 publicity su

rro
u

n
d

in
g

 o
th

er potentially d
an

g
ero

u
s 

activities, th
e silen

ce su
rro

u
n

d
in

g
 abortion m

orbidity is d
eafen

in
g

. F
or 

ex
am

p
le, 

th
e 

F
D

A
 freq

u
en

tly
 

b
an

s 
drugs 

for 
fear o

f com
plications 

w
h

ieh
 are m

u
ch

 less d
o

cu
m

en
ted

 or severe than in th
e case o

f ahortion. 
S

im
ilarly, th

e S
u

rg
eo

n
 G

en
eral requires each pack o

f cigarettes to
 carry 

a w
arn

in
g

 o
f th

e p
o

ten
tial d

an
g

ers o
f sm

o
k

in
g

, and th
e n

ew
sp

ap
ers an

d
 

m
ag

azin
es are full o

f h
ealth

 an
d

 safety w
arnings ab

o
u

t au
to

m
o

b
iles, 

toys, 
acid 

rain, 
saccharin, 

etc. 
B

u
t ex

cep
t for 

so
m

e 
m

in
o

r activity 
w

ith
in

 anti-abortion 
groups, 

virtually 
n

o
th

in
g

 is 
b

ein
g

 d
o

n
e 

by 
th

e 
ab

o
rtio

n
 industry, th

e g
o

v
ern

m
en

t, or th
e general press to w

arn w
o

m
en

 
co

n
sid

erin
g

 abortions ab
o

u
t its high rate o

f sh
o

rt-term
 and long-term

 

risks. In
d

eed
, th

e S
u

p
rem

e C
o

u
rt has given abortionists "su

p
er rights" 

w
h

ieh
 allow

 th
em

 to u
se any abortion tech

n
iq

u
e they desire, no m

atter 
how

 d
an

g
ero

u
s it m

ay b
e, and 

th
e C

o
u

rt has m
ad

e abortion clinics 
im

m
u

n
e from

 any req
u

irem
en

ts for m
inim

al stan
d

ard
s o

f co
u

n
selin

g
. 76 

A
ccording to

 this latter "co
n

stitu
tio

n
al rig

h
t," abortion clinics are al­

low
ed, an

d
 ev

en
 en

co
u

rag
ed

, n
o

t to
 tell th

eir clien
ts any o

f th
e risks 

associated w
ith abortion. In

stead
, p

atien
ts are to b

e k
ep

t in ignorance 
an

d
 

th
ereb

y
 "p

ro
tected

" 
from

 
"u

n
n

ecessary
 fears" 

w
hich 

m
ay 

lead 
th

em
 to reevaluate th

e desirability o
f th

e abortion option. T
h

e
 C

o
u

rt 
g

u
aran

tees 
"freed

o
m

 o
f ch

o
ice" 

b
u

t d
en

ies 
th

e 
right 

'to
 

"in
fo

rm
ed

 
ch

o
ice." A

bortionists rail legally rd/ltltold ill/orll1a/ioll, or ev
en

 an
)id

 th
eir 
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clients' direct questions, in o
rd

er to en
su

re th
at th

e p
atien

t w
ill agree to

 

an
 abortion w

hich w
ill b

e, they assu
m

e, "in
 h

er b
est in

terests." 
A

ll this silence has led o
n

e B
ritish su

rg
eo

n
 to

 com
plain that: 

T
h

ere has 
b

een
 alm

ost a conspiracy o
f silence in declaring its 

[abortion's] risks. U
nfortunately, b

ecau
se o

f em
o

tio
n

al reactions to 
legal abortion, w

ell-d
o

cu
m

en
ted

 ev
id

en
ce from

 countries w
ith a 

vast ex
p

erien
ce o

f it receives little atten
tio

n
 in eith

er th
e m

edical 
o

r lay press. T
h

is is m
edically in

d
efen

sib
le w

h
en

 p
atien

ts su
ffer as 

a result .
.
.
.
 [T

h
e) term

ination o
f p

reg
n

an
cy

 is n
eith

er as sim
p

le 
nor safe as so

m
e advocates o

f ab
o

rtio
n

-o
n

-d
em

an
d

 w
ould have th

e 
public believe. 7

7
 

W
h

y
 is there such w

idespread silen
ce ab

o
u

t th
e dangers o

f legal 
abortion? W

asn
't abortion legalized in o

rd
er to im

prove h
ealth

 care for 
w

o
m

en
 rather than to encourage th

em
 to tak

e u
n

n
ecessary

 risks? 
T

h
e
 answ

ers to th
ese q

u
estio

n
s are co

m
p

lex
. W

e w
ill deal w

ith 
th

em
 at length later on. F

or now
 it is sufficient to say th

at th
ere are very 

d
efin

ite pro-abortion 
forces 

in 
this co

u
n

try
 w

h
o

 seek
 to en

co
u

rag
e 

increasing n
u

m
b

ers 
o

f abortions w
ith

o
u

t 
regard 

to 
th

e 
risks 

w
hich 

w
o

m
en

 w
ill face. T

h
ese include g

o
v

ern
m

en
t and private agencies w

h
o

 
seek

 to prom
ote abortion as 

a 
m

ean
s o

f p
o

p
u

latio
n

 control, 
groups 

w
h

ich
 prom

ote abortion particularly am
o

n
g

 th
e poor for eu

g
en

ic rea­
sons, and clinics and doctors w

h
o

 p
erfo

rm
 ab

o
rtio

n
s for financial gain. 

O
bviously, n

o
n

e o
f these truly pro-abortion groups w

ants to
 ad

m
it to 

th
e danger~ o

f abortion; they w
ould rath

er b
e inclined to co

n
trib

u
te to a 

cover-up. 
B

u
t perhaps m

ore im
p

o
rtan

t to th
e p

resen
t discussion is th

e large 
n

u
m

b
er o

f p
eo

p
le w

ho do 
n

o
t w

an
t to 

k
n

o
w

 ab
o

u
t th

e dangers o
f 

abortion. T
h

ese people do n
o

t advocate ab
o

rtio
n

 for its o
w

n
 sake, they 

are sim
ply "p

ro
-ch

o
ice." B

u
t th

ey
 create an

d
 m

aintain th
e social at­

titu
d

e that abortion is th
e "easy w

ay o
u

t"
-fo

r m
o

th
er, child, relatives 

an
d

 
friends, 

an
d

 ev
en

 
for 

society as 
a 

w
hole. 

T
h

ese 
p

eo
p

le never 
encourage abortion for reasons o

f social en
g

in
eerin

g
 o

r personal gain. 
In

stead
, th

ey
 su

p
p

o
rt th

e o
p

tio
n

 o
f abortion w

ith
 paternalistic advice 

like, "It w
ould probably be th

e b
est th

in
g

 for ev
ery

o
n

e, h
o

n
ey

." 
T

h
is "pro-choice" option allow

s th
e paternal friend an

d
 society at 

larg
e to avoid th

e costly, 
tim

e-co
n

su
m

in
g

, em
o

tio
n

al in
v

o
lv

em
en

t 
w

h
ich

 w
ould otherw

ise b
e necessary to deal w

ith th
ese m

o
th

ers an
d

 

1
0

7
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th
eir "u

n
w

an
ted

" ch
ild

ren
 in 

pO
SItiV

e, 
creative w

ays. 
A

bortion 
is 

a 
co

n
v

en
ien

t "b
an

d
-aid

" solution to rcal problem
s, a half-hearted solu­

tion p
ro

m
o

ted
 by those w

ith a half-hearted concern. T
h

u
s, m

any pro­
choice advisors sim

ply ru
'a

llt to believe abortion is safe becausc they 
w

an
t to have a "so

lu
tio

n
" 

to
 offer w

O
lnen w

ith problem
 pregnancies 

w
hich d

o
cs n

o
t involve a d

em
an

d
in

g
 personal 

relationship w
ith 

the 

w
o

m
an

 an
d

 h
er child. 

F
inally, abortion, like m

ost evils, is tem
p

tin
g

. B
ecause it prom

ises 
to

 solve so neatly a potentially m
ajor problem

, 
m

any w
o

m
cn

 
th

em
­

selves w
an

t to believe in it, too. A
bortion is a prom

ise too valued 
to

 

allow
 it to

 b
e tarnished by facts. 

B
u

t if th
ere are really so m

any com
plications from

 abortion, w
hy 

aren
't th

ey
 m

ore ap
p

aren
t? \V

hy h
av

en
't m

ore ab
o

rted
 w

o
m

en
 com

­
p

lain
ed

 b
efo

re now
? T

h
e
re

 arc m
any reasons for this. 

1) 
M

an
y

 
w

o
m

en
 

have 
tried 

to 
tell 

others ab
o

u
t 

th
e 

physical 
d

am
ag

e th
ey

 in
cu

rred
 from

 abortions. B
u

t th
ey

 usually find th
em

­
selv

es ig
n

o
red

 an
d

 
tu

rn
ed

 
aw

ay: 
"Y

O
li're ju

st th
e ex

cep
tio

n
. 

E
v

ery
o

n
e know

s th
at abortion is safe. U

nfortunately, you w
ere th

e 
victim

 o
f an accid

en
t, b

u
t d

o
n

't b
e b

itter and say it,happens all th
e 

tim
e." 

If p
eo

p
le d

o
n

't w
ant 

to
 hear, 

they w
o

n
't hear. 

F
urther­

m
ore, ed

u
eated

 A
m

ericans ten
d

 to
 place far greater credibility on 

statistics th
an

 on personal testim
ony. U

nfortunately, how
evcr, it is 

th
e abortionists w

h
o

 control th
e statistics. 

2) 
M

o
st abortionists require clients to sign form

s'relie\'ing th
em

 
from

 
responsibility for co

m
p

licatio
n

s-aftcr they assurc 
w

o
m

en
 

th
at com

plications arc rare, o
f course. \V

hat m
ost w

o
m

cn
 do not 

know
, 

how
ever, is th

at th
ese rclease form

s arc not legally hind­
ing,78 A

bortionists require these form
s to b

e signed only to
 intim

i­
d

ate an
d

 b
lu

ff w
o

m
en

 into subm
ission, if and w

h
en

 com
plications 

develop. T
h

ese release form
s arc only an extra tool in the abor­

tionists' arsenal o
f d

eceit. 
3) 

In
 m

o
st cases abortion is a personal or fam

ily secret. O
nly in 

th
e m

o
st radical fem

inist circles is abortion so
m

eth
in

g
 that \\'om

en 
talk ab

o
u

t w
ith ap

lo
m

b
. T

h
is air o

f secrecy and sh
am

e com
pels a 

m
ajority o

f abortion's victim
s to b

e silent ab
o

u
t th

e com
plications 

th
ey

 ex
p

erien
ced

. F
ew

 arc w
illing to

 air thcir grie\'ances in public. 
especially if th

e com
plications arc "m

in
o

r" and can b
e "fix

ed
" or 

cn
d

u
red

. L
ik

e th
e abortion itself, the com

plications arc so
m

cth
in

g
 

m
an

y
 w

o
m

cn
 sim

ply try to
 p

u
t out o

f their m
inds. 

/(18 

T
H

E
 P

H
Y

S
IC

A
L

 R
IS

K
S

 O
F

 A
B

O
R

T
IO

N
 

4) 
E

specially w
ith regard to th

e long-term
 com

plications, m
ost 

w
o

m
en

 sim
ply cannot bc sure that their problem

s relate to th
e 

original abortion. 
E

ven 
if a gynecologist know

s th
at a w

om
an's 

problem
s m

ay bc abortion-related, he m
ay not tell h

er s
o

-if only 
to

 avoid rubbing salt into her w
ounds. 

5) 
M

an
y

 \vom
en view

 the com
plications as p

u
n

ish
m

en
t w

hich 
they "d

eserv
e" for having undergone an abortion in th

e first place. 
F

or this reason, thcy rem
ain silent ab

o
u

t b
o

th
 th

eir "sin
" and their 

"p
u

n
ish

m
en

t. " 

6) 
F

inally, although it is the w
om

en w
ho ex

p
erien

ce th
e pain and 

com
plications of abortion, 

it 
is 

th
e abortionists w

ho 
k

eep
 and 

control th
e statistics. In o

th
er w

ords, th
e party w

hich suffers least, 
and in

d
ced

 has the m
ost to gain, also has co

m
p

lete control o
f the 

inform
ation. 

T
h

e
 U

 ndcrrcporting of A
bortion D

eaths 

O
n

 Ju
n

e 
14, 

1977, 
B

arbaralee 
D

avis 
u

n
d

erw
en

t 
a 

routine 
suction 

abortion at th
e H

o
p

e C
linic for W

om
en in G

ranite C
ity, Illinois. A

fter 
th

e custom
ary period o

f observation in the clinic's recovery room
, she 

com
plained o

f w
eakness and w

as sen
t hom

e w
ith instructions to rest. 

A
lone in h

er bedroom
, she slept and quietly bled to d

eath
. H

er body 
w

as found less than tw
elve hours after the abortion. A

fter th
e incident 

w
as reported in the local prcss, I'vlichacl G

robsm
ith, ch

ief o
f th

e l11inois 
D

ep
artm

en
t o

f P
ublic H

ealth's D
ivision o

f H
ospitals and C

linics, com
­

m
en

ted
 o

n
 th

e death by saying: "It's unfortunate, b
u

t it's h
ap

p
en

in
g

 
evcry day in C

hicago, and you're just not hearing ab
o

u
t it."79 

O
n

e year later, during an investigation o
f only four C

hicago-based 
clinics (in a state w

ith o\'er tw
enty abortion clinics), 

th
e Chicago-8111l 

Till1(,s 
u

n
co

v
ered

 
tw

ch
'e ab

o
rtio

n
 d

eath
s 

th
at h

ad
 

n
ev

er b
een

 
re­

ported. HO 
E

v
cn

 w
hen abortion-related d

eath
s such as 

th
ese are 

un­
covered, th

ey
 are generally not included in 

the "official" total since 
they w

ere not reported as such on the original d
eath

 certificates. HI 
If 

thcre arc this m
any unreportcd abortion d

eath
s in o

n
e city from

 only a 
few

 clinics, in a state \\'ith regulations as strict as any allow
ed by the 

courts, how
 m

any m
orc are there across th

c country? 
A

s w
ith o

th
er ahortion com

plications, there is no accurate m
echa­

nism
 

for gathering statistics about abortion-related d
eath

s. T
h

e
 S

u­
p

rem
e C

ourt's abortion cases ha\'e struck uow
n all 

req
u

irem
en

ts for 
reporting abortion-related com

plications and 
d

cath
s on 

th
e grounds 
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th
at su

ch
 rep

o
rtin

g
 m

ig
h

t discourage w
o

m
en

 from
 seek

in
g

 abortions. 82 
T

h
is n

ew
 freed

o
m

 allow
s abortionists an

d
 o

th
crs to

 disguise abortion 
d

eath
s 

u
n

d
er o

th
er categories w

h
en

 
filling 

o
u

t d
eath

 
certificates. H

J 

E
v

en
 

th
e C

en
ter for 

D
isease C

o
n

tro
l, 

a d
ata b

an
k

 for 
U

.S
. 

h
ealth

 
statistics w

h
ich

 is strongly pro-abortion in its editorial opinions, ad
m

its 
th

at th
e rep

o
rted

 rate o
f d

eath
s d

u
e to legal abortion is b

ein
g

 deliber­
ately

 k
ep

t low
 th

ro
u

g
h

 selective u
n

d
errep

o
rtin

g
. 84 

B
u

t th
o

u
g

h
 th

ere are no precise figures for th
e n

u
m

b
er o

f d
eath

s 
from

 legal abortions, th
ere is no d

o
u

b
t th

at th
e figure is m

u
ch

 h
ig

h
er 

th
an

 th
e official1y rep

o
rted

 totals. O
n

 o
n

e occasion, for ex
am

p
le, D

r. 
L

ester H
ib

b
ard

, ch
airm

an
 o

f th
e L

o
s A

ngeles C
o

u
n

ty
 M

edical S
o

ciety
 

C
o

m
m

ittee, w
h

ich
 is charged w

ith k
eep

in
g

 track o
f m

aternal d
eath

s, 
to

ld
 a 

n
ew

sp
ap

er rep
o

rter th
at 

th
ere 

had 
b

een
 only 

four 
abortioll­

related
 d

eath
s officially rep

o
rted

 as such. l3ut, D
r. H

ib
b

ard
 ad

d
ed

, h
e 

personally k
n

ew
 o

f at least four o
th

er d
eath

s w
hich had follow

ed legal 
ab

o
rtio

n
s b

u
t h

ad
 n

o
t b

een
 rep

o
rted

 as su
ch

 On th
e d

eath
 certificates. 

F
u

rth
erm

o
re, 

h
e said h

e w
as certain th

at th
ese u

n
rep

o
rted

 abortion 
d

eath
s w

ere o
n

ly
 th

e tip o
f th

e iceberg. 8
5

 A
ccording to

 o
n

e e~timate, 
less 

th
an

 
10 

p
ercen

t o
f d

eath
s 

from
 

legal 
abortion 

arc 
rep

o
rted

 
as 

su
ch

. 86 
: 

T
h

e
 d

eg
ree to w

h
ich

 abortion d
eath

s are u
n

d
errep

o
rted

 is h
in

ted
 

at in th
e results o

f a 1974 survey w
hich ask

ed
 486 obstetricians ab

o
u

t 
th

eir ex
p

erien
ce w

ith
 com

plications resulting from
 legal abortions. O

f 
th

e doctors su
rv

ey
ed

, 91 
p

ercen
t had 

treated
 

p
atien

ts for com
plica­

tions, 87 p
ercen

t h
ad

 hospitalized o
n

e o
r m

orc p
atien

ts, and 6 p
erccn

t 
.(29 doctors) rep

o
rted

 o
n

e o
r m

ore p
atien

ts h:1V
ing d

ied
 from

 a Ie)!,al 
ab

o
rtio

n
. 87 

It can
 

b
e 

assu
m

ed
 

th
at 

th
ese 

doctors 
w

itn
essed

 
th

ese 
d

eath
s b

etw
een

 th
e years 1968 an

d
 1974, since 1968 w

as th
e first y

ear 
in w

h
ich

 ab
o

rtio
n

 b
ecam

e legal in so
m

e states. T
h

erefo
re, extrapola­

tion o
f this 6 p

ercen
t sam

p
le rate to all 21,700 obstetricians in th

e U
.S

. 
in 1974 w

o
u

ld
 in

d
icate a probability o

f 1,300 p
atien

t d
eath

s d
u

e 
to

 

ab
o

rtio
n

-related
 com

plications d
u

rin
g

 th
e six-year period b

etw
een

 1968 
an

d
 

1974. 
l3ut th

e actual n
u

m
b

er o
f d

eath
s from

 legal abortions re­
p

o
rted

 for th
at period w

as 52, on Iy 5 percetlt o
f th

e p
ro

jected
 figu re. H

H
 In 

o
rd

er for th
e rep

o
rted

 figure o
f only 52 d

eath
s d

u
rin

g
 this period to b

e 
accu

rate, th
e 486 doctors su

rv
ey

ed
 in this stu

d
y

 m
u

st have co
in

cid
en

­
tally seen

 over half o
f all th

e nation's d
eath

s from
 legal a

b
o

rtio
n

-a
 very 

u
n

lik
ely

 co
in

cid
en

ce. F
inally, this projection o

f 1,300 d
eath

s b
etw

een
 

1968 an
d

 
1974 

is 
b

ased
 o

n
 a 

survey o
f obstctricians only. 

A
b

o
rtcd

 
w

o
m

en
 w

h
o

 d
ied

 u
n

d
er th

e care o
f general practitioners or o

th
er h

ealth
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professionals w
ould n

o
t b

e included in this survey, so th
e actual m

or­
tality rate, and cover-up, could be ev

en
 w

orse. 
W

h
at should b

e clear is that th
ere is a m

ajor flaw
 in th

e m
ortality 

statistics for legal abortion. It is q
u

ite possible th
at only 5 to 10 p

ercen
t 

o
f all d

eath
s resulting from

 legal abortion arc b
ein

g
 rep

o
rted

 as abor­
tion-related. E

ven if 50 p
ercen

t w
ere b

ein
g

 accurately rep
o

rted
, th

at 
extra m

argin o
f risk is far greater than w

o
m

en
 are b

ein
g

 led
 to believe. 

In
d

eed
, based on th

e reported abortion d
eath

s alone, abortion is already 
th

c fifth leading cause o
f m

aternal d
eath

 in th
e U

n
ited

 S
tates.89 

T
h

e
 m

ost co
m

m
o

n
 causes o

f d
cath

 from
 legal abortion include: 

h
em

o
rrh

ag
e, 

infcction, 
blood clots 

in 
th

e 
lungs, 

h
eart failure, 

an
d

 
an

esth
etic com

plications. 90 T
h

ese can
 occur after any ty

p
e o

f abortion 
p

ro
ccd

u
re and arc generally unpredictable. S

o
m

e o
f th

ese d
eath

s result 
b

ecau
se o

u
tp

atien
t clinics are seld

o
m

 eq
u

ip
p

ed
 

to
 h

an
d

le an em
er­

gency. l3ut m
ore frequently the d

eath
 occurs aJterthe p

atien
t leaves th

e 
clinic. A

ccording to o
n

e study: "43%
 o

f abortion d
eath

s o
ccu

rred
 o

n
 

th
e day o

f th
e abortion, 4%

 on th
e seco

n
d

 postabortion day, 22%
 o

n
 th

e 
third day, an

d
 30%

 thereafter. "91 O
bviously, fifteen m

in
u

tes or an h
o

u
r 

in 
a 

clinic 
recovery 

room
 

(usually 
u

n
d

er th
e supervision o

f a staff 
p

erso
n

 w
ith

o
u

t m
edical training) 

is 
n

o
t sufficient to en

su
re th

at an 
abortion is 

"com
plication free." W

ith
o

u
t daily follow

-ups, infections, 
blood clots, and slow

 hem
orrhages w

ill co
n

tin
u

e to
 tak

e th
eir toll. 

F
u

rth
erm

o
re, it shou Id be n

o
ted

 th
at abortion actually increases 

th
e ch

an
ce o

f m
aternal d

eath
 in later pregnancies. M

edical researchers 
~Iargaret and A

rth
u

r W
ynn, w

ho favor ab
o

rtio
n

 o
n

 req
u

est, state in 
th

eir co
m

p
reh

en
siv

e study o
f the effects o

f abortion on later pregnan­
cies that: "A

ny p
atien

t w
ho has had a previous history o

f an
 abortion 

should b
e regarded as a high risk patient."92 T

h
is is b

ecau
se abortion 

dram
atically increases th

e risks o
f ectopic p

reg
n

an
cies, cervical incom

­
p

eten
ce, 

m
iscarriage, 

and o
th

er com
plications o

f pregnancy. 
T

h
ese 

conditions increase th
e risk o

f d
eath

 for b
o

th
 m

o
th

er an
d

 ehild in later 
pregnancies. B

ut d
esp

ite th
e fact tl:,:t abortion is indirectly responsible 

for 
th

ese deaths, 
d

ealh
s 

resulting from
 

th
ese co

n
d

itio
n

s w
ill 

b
e in­

clu
d

ed
 only u

n
d

er th
e m

aternal 
m

ortality co
lu

m
n

; 
th

ey
 w

ill not b
e 

proportionately attrib
u

ted
 to abortion. 9

3
 

F
inally, the p

resen
t claim

s for a low
 abortion m

ortality rate in th
e 

U
n

ited
 S

tates should be com
pared to

 ex
p

erien
ce prior to Roe v. W

ade 
w

h
en

 states w
ith 

perm
issive abortion 

law
s w

ere allow
ed 

to 
req

u
ire 

rep
o

rtin
g

 o
f abortion-related deaths. O

f course, this d
id

 n
o

t g
u

aran
tee 

th;!t all d
eath

s w
ould be reported, b

u
t failure to

 rep
o

rt m
ig

h
t result in 
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legal p
ro

b
lem

s an
d

 ev
en

 th
e revoking o

f a physician's licen
se. 

U
n

d
er 

th
ese co

n
d

itio
n

s, O
reg

o
n

 rep
o

rted
 

13.<) abortion d
cath

s p
cr 

lO
O

,nO
O

 
legal ab

o
rtio

n
s co

m
p

ared
 to

 only K
.4 m

aternal d
eath

s p
cr 1

0
0

,0
0

0
 livc 

b
irth

s. 
M

ary
lan

d
 rep

o
rted

 4
0

.S
 d

eath
s p

er 1
0

0
,0

0
0

 legal ah
o

rtio
n

s as 
co

m
p

ared
 to

 23.1 
m

atern
al d

eath
s p

er IO
O

,O
O

() live births.'11 A
ccording 

to th
ese pre-R

oe state statistics, th
e m

ortality rate for legal ab
o

rtio
n

 is 
n

early
 tw

ice as h
ig

h
 as th

e overall m
atern

al m
ortality rate. 

T
h

e
 o

n
ly

 state w
h

ich
 claim

cd
 an abortion m

ortality rate low
er th

an
 

th
e 

m
atern

al 
m

o
rtality

 
rate 

w
as 

N
cw

 )(H
k. 

T
h

crc, 
a 

p
u

h
lic 

h
ealth

 
official, citin

g
 th

e official records, claim
cd

 o
n

ly
 5

.3
 d

cath
s p

cr 1
0

0
,0

0
0

 
ab

o
rtio

n
s. U

u
t th

ese N
ew

 )b
rk

 figures arc w
idcly rcco

g
n

ized
 as invalid 

b
ecau

se o
n

ly
 32 p

ercen
t o

f all th
e abortions p

erfo
rm

cd
 w

ere in
clu

d
ed

 
in th

e follow
-up. 

A
n

y
 d

eath
s am

o
n

g
 th

e o
th

cr 68 p
ercen

t w
o

u
ld

 n
o

t 
h

av
e b

een
 reco

rd
ed

. In
d

ecd
, ev

en
 am

o
n

g
 th

c ab
o

rtio
n

-rclated
 d

eath
s 

th
at w

ere rep
o

rted
, at least sev

en
 k

n
o

w
n

 d
cath

s w
ere arbitrarily cx­

c1uded 
from

 
th

e 
"official" 

total 
for 

strain
ed

, 
tech

n
ical 

reasons. 
In 

ad
d

itio
n

, a large n
u

m
b

er o
f o

th
er k

n
o

w
n

 d
cath

s w
h

ich
 had occlIrrcd 

aftcr th
e p

atien
ts h

ad
 flow

n b
ack

 to th
cir h

o
m

cs o
u

t o
f statc w

cre also 
ex

clu
d

ed
 from

 th
e "official records. "

'IS
 

In
 co

n
trast to N

ew
 Y

ork's "official" safety record for ab
o

rtio
n

, a 
1971 stu

d
y

 d
o

n
e b

y
 D

r. Jo
sep

h
 J. 

R
ovinsky co

n
clu

d
ed

 th
at th

e <lctllnl 
ab

o
rtio

n
 m

o
rtality

 rate in N
ew

 )(]rk w
as no less th

an
 38 p

er 100,()()O
.'lh 

In
d

eed
, b

y
 1972, th

e y
ear prior to

 R
oe v. 

m
{(le, 

th
e rep0l1er/ n

u
m

h
er o

f 
w

o
m

en
 w

h
o

 had d
ied

 from
 legal ab

o
rtio

n
s ex

ceed
ed

 th
c n

u
m

b
er d

y
in

g
 

from
 illegal ab

o
rtio

n
s b

y
 alm

o
st tw

o to one.')7 O
n

ly
 after all 

req
u

ire­
m

en
ts for 

rep
o

rtin
g

 w
cre stru

ck
 d

o
w

n
 

d
id

 
th

e 
n

u
m

b
er o

f rep
o

rted
 

d
eath

s from
 legal ab

o
rtio

n
 ev

en
 b

cg
in

 to
 levcl off. 'JH

 

T
h

e
 

ex
p

erien
ce 

in 
o

th
er co

u
n

tries 
also 

confirm
s 

th
at 

ab
o

rtio
n

 
m

o
rtality

 rates, 
ev

en
 d

u
rin

g
 th

e first 
trim

ester, 
are 

invariably largcr 
th

an
 th

eir resp
ectiv

e m
atern

al m
ortality rates. F

or ex
am

p
le, in S

w
cd

en
 

th
e d

eath
 rate for legal ab

o
rtio

n
 is 3

9
 p

er 100,000, an
d

 in D
en

m
ark

 th
e 

rep
o

rted
 d

eath
 rate is ap

p
ro

x
im

ately
 30 p

cr 100,000. T
h

e
se

 rates are 
m

o
re 

th
an

 d
o

u
b

le th
e 

m
atern

al 
m

ortality rates o
f th

ese countrics.'1'1 
C

an
ad

ian
 figures list 3

6
 d

eath
s p

cr 1
0

0
,0

0
0

 abortions. 1
0

0
 A

nd 
in o

n
e 

B
ritish stu

d
y

 at G
lasg

o
w

 
U

niversity, 
fifteen 

d
eath

s w
erc 

found 
in 

a 
series o

f 20,000 legal ab
o

rtio
n

s y
ield

in
g

 an u
n

cx
p

ccted
 fatalit\ rate o

f 
75 p

er 100,000. 10\ 
In S

lim
, w

h
at can w

e say ab
o

u
t abortion m

ortality rates? Fir~t, not 
all ab

o
rtio

n
-related

 d
eath

s are rep
o

rted
 as su

ch
. In

d
eed

. circu111stantial 
ev

id
en

ce in
d

icates th
at o

n
ly

 a m
in

o
rity

 o
f ab

o
rtio

n
 d

cath
s arc rcp

o
rted
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as ab
o

rtio
n

-related
. S

cco
n

d
, for th

e average, h
ealth

y
 w

o
m

an
, abortioll is 

ja
r m

ore fisi:), tha1l rhildbil1h. 102 
B

u
t it sh

o
u

ld
 b

e rem
em

b
ered

 that in term
s o

f practical deeision­
m
a
k
i
n
~
 for th

e individual, m
ortality rates for b

o
th

 ab
o

rtio
n

 an
d

 ch
ild

­
b

irth
 arc virtually 111e;l1lin~less. A

s D
r. T

h
o

m
as Ililg

ers p
o

in
ts o

u
t: 

If a w
o

m
an

 achieves p
reg

n
an

cy
 an

d
 carries it th

ro
u

g
h

 to term
 w

ith
 

th
e d

eliv
ery

 o
f thc infant, h

cr ch
an

ces o
f su

rv
iv

in
g

 th
at p

reg
n

an
cy

 
are 99.99 p

ercen
t. I n fact, h

er ch
an

ces o
f su

rv
iv

in
g

 th
at p

reg
n

an
cy

 
are h

ig
h

er, at all age levels, than h
er ch

an
ces o

f sim
p

ly
 su

rv
iv

in
g

 
th

e n
ex

t o
n

e year o
f life. IO

J 

L
ik

ew
ise, th

e ch
an

ces o
f surviving an abortion are o

n
ly

 slightly w
orse 

o
r slightly b

etter, d
ep

en
d

in
g

 on w
h

o
m

 you believe. T
h

e
 vast m

ajority 
o

f p
reg

n
an

t w
o

m
en

 w
ill survive eith

er ch
ild

b
irth

 o
r abortion. 

In term
s o

f a p
reg

n
an

t w
om

an's d
ecisio

n
-m

ak
in

g
, co

m
p

arin
g

 th
e 

rom
plicotioll rates o

f abortion and ch
ild

b
irth

 is far m
o

re im
p

o
rtan

t th
an

 
th

e 
m

ortality 
rates. 

W
h

en
 

ju
d

g
in

g
 

th
e 

co
m

p
arativ

e 
h

ealth
 

risks 
o

f 
ab

o
rtio

n
 

versus ch
ild

b
irth

 
on 

th
e 

basis 
o

f m
o

rb
id

ity
 

rates, 
it is 

an 
in

d
isp

u
tab

le fact th
at th

e risk o
f long-term

 co
m

p
licatio

n
s follow

ing an 
ab

o
rtio

n
 is ten

 to tw
cn

ty
 tim

es g
reater th

an
 th

e risk o
f allY co

m
p

lica­
tions follow

ing ch
ild

b
irth

. 1O
.t 

T
h

e
 q

u
estio

n
 w

hich w
o

m
en

 co
n

sid
erin

g
 ab

o
rtio

n
 m

u
st face is n

o
t 

so m
u

eh
 a q

u
estio

n
 o

f th
eir survival as it is a q

u
estio

n
 o

f h
o

w
 w

ell th
ey

 
w

ill survive. S
in

ce abortion is freq
u

en
tly

 d
am

ag
in

g
 to a w

om
an's re­

p
ro

d
u

ctiv
e sy

stem
, w

O
lllcn w

ho m
ay w

ish to h
av

e ch
ild

ren
 at a later 

d
ate arc esp

ecially
 at risk. lO

S
 S

u
m

m
ary

 

T
h

is 
ch

ap
ter 

has 
d

ealt 
w

ith 
th

e 
su

b
ject 

o
f physical 

co
m

p
licatio

n
s 

related
 to abortion. T

h
c
 su

b
ject is co

m
p

lex
 b

ecau
se so little is k

n
o

w
n

. 
T

h
e
 rep

o
rtin

g
 o

f abortion com
plications is 

not req
u

ired
 

b
y

 law
 an

d
 

th
ere are n

u
m

ero
u

s m
otives for not rep

o
rtin

g
 th

em
. A

ll ev
id

en
ce seem

s 
to

 confirm
 th

at IlfldflTrpO
l1ill[;;S the 17I1e m

ther thall the exreptioll. 
B

u
t ev

en
 assu

m
in

g
 th

at all com
plications an

d
 d

eath
s from

 legal 
ab

o
rtio

n
 arc 

rep
o

rtcd
. 

th
e safety record 

o
f abortion 

is 
dism

al. 
T

h
e
 

rep0/1rr/ rate o
f im

m
cd

iatc com
plications follow

ing in
d

u
ced

 ab
o

rtio
n

 is 
fully 

10 
p

ercen
t. 

T
h

c
 

frcq
u

en
cy

 o
f late com

plications is 
n

o
t docu­

m
en

ted
 in A

m
erican statistics, b

u
t based on foreign ex

p
erien

ce, long-
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term
 com

plications can b
e expected in 

from
 

17 to SO percent o
f all 

aborted w
om

en. M
ost o

f these long-term
 com

plications result in partial 
or total infertility, and an increased risk o

f ectopic pregnancies, m
iscar­

riages, and prem
ature births. T

h
ese risks are especially I~igh am

ong 
young w

om
en w

ho have not yet had their fam
ilies. 

T
h

e evidence overw
helm

ingly proves that th
e m

orbidity and m
or­

tality rates of legal abortion are several tim
es higher than that for l:arrying 

a 
pregnancy to 

term
. 

B
u

t this 
fact 

has 
b

een
 

largely suppressed in 
A

m
erica for political and population control reasons. 

A
ll o

f these points, o
f course, are o

p
en

 to dispute to
 the degree 

th
at it is im

possible to prove the cause o
f any health problem

 . .lust as 
tobacco grow

ers and cigarette com
panies continue to claim

 that the 
"causal 

lin
k

" 
b

etw
een

 sm
oking and 

lung cancer has 
not yet been 

"p
ro

v
en

," so do abortion providers insist that the dangers of ahortion 
are still "u

n
certain

." 
B

u
t o

n
e thing is 

certain. 
D

espite the legalization o
f abortion, 

com
plications and deaths continue to

 occlir, 
and little or nothing is 

b
ein

g
 d

o
n

e to w
arn 

w
om

en about the possibility o
f such 

negative 
results. 

N
o

 o
n

e doubts that legal abortion 
is 

m
arginally safer than 

illegal abortion, b
u

t neither is there any d
o

u
b

t that decrim
inalization 

has encouraged m
ore w

om
en 

to
 undergo abortions than ever hefore. 

R
isk goes dow

n, b
u

t num
bers go up. A

s w
e w

ill see in later chapters, 
this com

bination m
eans that though the odds o

f any particular w
om

an 
suffering iII effects from

 an abortion have dropped, the IO
la

l num
ber of 

w
om

en w
ho suffer and die from

 abortion is far greater than ever before. 
B

efore looking at that com
parison, how

ever, there is another area 
o

f post-abortion com
plications w

hich needs to b
e exam

ined. T
h

ese 
com

plications arc not physical, b
u

t they arc certainly no less painful. 
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T
h

e P
sych

ological Im
p

act o
f 

A
bortion 

E
v

e
n

 
m

ore so 
than 

w
ith 

physical com
plications, 

th
e psychological 

d
am

ag
e caused by abortion is practically im

possible to quantify. O
n

ce 
again, th

e lack o
f com

prehensive stu
d

ies in A
m

erica is d
u

e in p
art to

 

obstructionism
 b

y
 abortion providers w

ho k
eep

 few
, 

if any, 
reco

rd
s.' 

B
u

t ev
en

 assum
ing that co

m
p

lete records 
w

ere 
k

ep
t, 

psychological 
com

plications are never casily quantified. 
B

y com
parison, it is m

u
ch

 
easier to co

u
n

t scarred uteruses than scarred psyches. 
A

s 
w

ith 
physical com

plications, 
th

ere are 
tw

o d
istin

ct levels o
f 

d
isp

u
te. O

n
 o

n
e levcl, som

e abortion p
ro

p
o

n
en

ts have co
n

fu
sed

 th
e 

issue w
ith num

erous unscicntifie opinion papers insisting th
at psycho­

logical problem
s associated w

ith abortion are a m
y

th
, b

u
t th

ese efforts 
are so obviously biased that they ten

d
 tow

ards th
e ludicrous. Z

 . 

B
u

t ev
en

 w
hcn m

ore objective stu
d

ies are d
o

n
e, 

th
e biases o

f 
researchers m

ay still b
e evident, particularly in th

e w
ays in w

hich th
ey

 
define "significent psychiatric seq

u
elae" (aftereffects). 

F
or ex

am
p

le, 
stu

d
ies d

o
n

e by abortion advocates typically co
u

n
t only w

o
m

en
 hospi­

t(1/iZfd w
ith m

ental brcakdow
ns as victim

s o
f post-abortion seq

u
elae, 

w
hereas anti-abortion researchers w

ill alw
ays include w

o
m

en
 treated

 
on an o

u
tp

atien
t basis as w

ell. T
h

u
s, w

hile both pro-
and anti-abortion 

researchers agree that som
e w

om
en are 

n
o

t capable o
f dealing w

ith 
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post-abortion seq
u

elae, th
ey

 disagree as to w
h

eth
er psychological dis­

co
m

fo
rt alo

n
e, ev

en
 w

h
en

 b
earab

le or in
term

ittan
t, sh

o
u

ld
 b

e consid­
ered

 "sig
n

ifican
t." 

B
esides th

e d
isp

u
te o

v
er d

efin
in

g
 "significant" seq

u
elae, th

e pro­
cess o

f d
o

cu
m

en
tin

g
 th

e rate o
f post-abortion seq

u
elae is fu

rth
er co

m
­

plicated b
y

 d
elay

ed
 reactions. A

 w
o

m
an

 th
at a six

-m
o

n
th

 post-abortion 
su

rv
ey

 declares "w
ell-ad

ju
sted

" m
ay ex

p
erien

ce sev
ere traum

a on th
e 

anniversary o
f th

e ab
o

rtio
n

 d
ate, o

r even m
an

y
 years later. T

h
is fact is 

attested
 

to in 
psychiatric tex

tb
o

o
k

s w
hich affirm

 that: 
"T

h
e
 signifi­

can
ce o

f abortions m
ay n

o
t b

e revealed until later p
erio

d
s o

f cm
otioT

lal 
d

ep
ressio

n
. D

u
rin

g
 d

ep
ressio

n
s occurring in th

e fifth o
r six d

ecad
es o

f 
th

e patient's life, 
th

e psychiatrist freq
u

en
tly

 hears ex
p

ressio
n

s o
f re­

m
orse an

d
 guilt co

n
cern

in
g

 abortions th
at o

ccu
rred

 
tw

cn
ty

 or m
orc 

years earlier. "
3

 In
 o

n
e study, th

e n
u

m
b

er o
f w

o
m

en
 w

h
o

 ex
p

ressed
 

"serio
u

s self-rep
ro

ach
" increased fivefold over th

e p
erio

d
 o

f tim
e cov­

ered
 by th

e study.4 
O

ften
 th

e d
elay

ed
 trau

m
a from

 
a previcius ab

o
rtio

n
 w

ill 
rise 

in 
association w

ith
 o

th
er cau

ses for anxiety, in
clu

d
in

g
 su

ch
 in

cid
en

ts as 
th

e d
eath

 
o

f a 
loved 

o
n

e; 
th

e 
failure 

to 
conceive 

o~ 
th

e 
loss 

o
f a 

"w
an

ted
" child; th

e b
irth

 o
f a niece, nephew

, o
r g

ran
d

ch
ild

; or secin
g

 a 
ch

ild
 or y

o
u

n
g

 ad
u

lt w
h

o
 w

ould b
e ab

o
u

t th
e sam

e ag
e as th

e ab
o

rted
 

ch
ild

. s M
iscarriage o

f a "w
an

ted
" b

ab
y

 is a particularly co
m

m
o

n
 occa­

sion for 
renew

al o
f p

o
st-ab

o
rtio

n
 anxieties. 

If an
d

 w
h

en
 th

e w
o

m
an

 
learns th

at th
e m

iscarriage m
ay have b

een
 d

u
e to

 a previous ah
o

rtio
n

, 
th

e g
u

ilt an
d

 an
g

u
ish

 can
 b

e o
v

erw
h

elm
in

g
. 

In
 this sen

se, 
physical 

com
plications from

 ab
o

rtio
n

 o
ften

 co
n

trib
u

te to psychological seq
u

elae 
as w

ell. 
O

n
 an ev

en
 lo

n
g

er tim
escale, 

it has b
een

 o
b

serv
ed

 
th

at laten
t 

an
x

ieties o
v

er a 
previous ab

o
rtio

n
 

freq
u

en
tly

 surface only w
ith 

th
e 

o
n

set o
f m

en
o

p
au

se.
6 

T
h

is 
m

ay 
b

e 
d

u
e 

to 
a 

w
o

m
an

's: rcn
ew

ed
 

aw
areness o

f h
er rep

ro
d

u
ctiv

e system
 an

d
 th

e realization th
at th

ere ,,"ill 
b

e no m
o

re o
p

p
o

rtu
n

ities to replace th
e p

reg
n

an
cy

 th
at w

as "lo
st." 

O
bviously, th

en
, th

e validity o
f stu

d
ies on post-abortion seq

u
elae 

are heavily d
ep

en
d

en
t o

n
 th

e stage o
f th

e post-abortion period w
hich 

th
ey

 ex
am

in
e. S

urveys w
h

ich
 are tak

en
 w

ithin th
e first few

 w
eek

s after 
an abortion invariably sh

o
w

 low
er rates o

f em
o

tio
n

al d
istress than those 

w
h

ich
 are tak

en
 m

o
n

th
s later. O

n
e reason for this is th

at a sh
o

rt-term
 

follow
-up 

m
ay 

record 
th

e 
patient's 

tem
p

o
rary

 relief or h
ap

p
in

ess at 
having th

e d
read

ed
 p

ro
ced

u
re finally over w

ith
, o

r at h
av

in
g

 th
e cause 

o
f th

e tem
p

o
rary

 em
b

arrassm
en

t rem
o

v
ed

. 
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A
 second, sim

ilar reason w
h

y
 sh

o
rt-term

 stu
d

ies are sk
ew

ed
 in­

volves w
hat psychiatrists id

cn
tify

 as em
o

tio
n

al paralysis, a post-abor­
tion "n

u
m

b
n

ess," w
hich in itself m

ay b
e an adverse reaction m

eritin
g

 
p

sy
ch

iatric treatm
en

t.
7 L

ik
e sh

ell-sh
o

ck
ed

 so
ld

iers, m
an

y
 ab

o
rted

 
w

o
m

en
 

are 
u

n
ab

le 
to 

truly 
ex

p
ress 

th
eir em

o
tio

n
s. 

T
h

e
ir focus 

is 
prim

arily on 
having survived 

th
e ordeal, 

an
d

 
th

ey
 are at least tem

­
porarily o

u
t o

f touch w
ith th

eir in
n

er feelings. 

T
h

ird
, short-term

 stu
d

ies are o
f little u

se b
ecau

se m
an

y
 w

o
m

en
, 

ev
en

 those w
ho arc not "n

u
m

b
ed

" b
y

 th
eir ex

p
erien

ces, are sim
p

ly
 

unw
illing to cx

p
o

sc th
eir clllotional turm

oil. T
h

e
 w

o
u

n
d

s o
f ab

o
rtio

n
, 

at this point, are too fresh, 
too ten

d
cr to b

e p
ro

b
ed

. F
or this reason, a 

sup'crficial post-abortion survcy w
ill record o

n
ly

 w
h

at th
e p

atien
t m

'uflfs 
to

 fecI 
rather than w

h
at sh

e rcally 
fcels. 

A
s o

n
e ab

o
rtio

n
 co

u
n

selo
r 

ad
m

its: 

A
bortion is very elllotional for ev

ery
o

n
e. T

h
e
 w

o
m

en
 th

in
k

, L
et's 

g
et it over w

ith fast. 
T

h
ey

 d
o

n
't o

p
en

 lip in co
u

n
sclin

g
 as they 

should .
.
.
.
 -So th

e trouble d
o

esn
't co

m
e o

u
t till afterw

ard
s an

d
 

th
ey

 ju
st k

eep
 it all in. 

P
ost-abortion co

u
n

selin
g

 d
o

esn
't d

o
 an

y
 

good eith
er, b

ecau
se if th

e w
o

m
an

 has an
y

 regrets, ad
m

ittin
g

 it 
w

ill feed h
er guilt fcelings ev

en
 m

ore .
.
.
.
 "
8

 

T
h

e
 ten

d
en

cy
 to conceal n

eg
ativ

e feelings ean b
e fu

rth
er accen

tu
­

ated
 by th

e desire o
f th

e ab
o

rtcd
 w

o
m

an
 to say w

h
at sh

e th
in

k
s th

e 
in

terv
iew

er w
ants to

 hear. If th
e w

o
m

an
 th

in
k

s th
e co

u
n

selo
r w

an
ts to

 

h
ear h

er say 
sh

e 
feels 

"fin
e," 

sh
e 

m
ay 

say so ju
st 

to
 avoid 

b
ein

g
 

co
n

sid
ered

 
"ab

n
o

rm
al" 

an
d

 
th

u
s 

ex
p

o
sed

 
to

 
fu

rth
er 

p
ro

b
in

g
 q

u
es-

-
9 

tlons. T
h

ese insights w
ere confirm

ed by a C
an

ad
ian

 study, w
h

ich
 found 

th
at sh

o
rt-term

 stu
d

ies using q
u

estio
n

n
aires or ro

u
tin

e p
o

st-ab
o

rtio
n

 
cx

am
s alw

ays 
u

n
d

erestim
ate 

th
e 

actual 
rate 

o
f n

eg
ativ

e 
resp

o
n

ses. 
T

h
e
se

 psychiatrists found 
th

at w
o

m
en

 w
h

o
 an

sw
ered

 
th

e q
u

estio
n

­
naires responded m

u
ch

 differently w
h

en
 professionally in

terv
iew

ed
 in 

detail. O
n

e reason w
as that w

o
m

en
 saw

 q
u

estio
n

n
aires as cold, an

d
 so 

th
ey

 answ
ered coldly, 

ullclllotionally, "w
ith

o
u

t reach
in

g
 d

o
w

n
 w

ith
in

 
th

em
selv

es and 
searching 

for 
th

eir in
m

o
st 

feelin
g

s." 
O

n
 

th
e 

o
th

er 
h

an
d

, w
h

en
 W

om
en w

ere q
u

estio
n

ed
 w

ith p
sy

ch
o

th
erap

y
 tech

n
iq

u
es, 

th
ey

 w
ere encouraged to grasp th

eir em
o

tio
n

s, u
n

d
erstan

d
 th

em
, an

d
 

ex
p

ress th
em

. 1
0

 

F
u

rth
erm

o
re, no m

atter how
 a survey is stru

ctu
red

, tim
in

g
 lim

ita-

/1
7

 



A
B

O
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G
rvlE

N
 

tions w
ill 

alw
ays exist. 

F
or ex

am
p

le, 
in 

o
n

e stu
d

y
 co

n
d

u
cted

 
by a 

university hospital interview
s w

ith w
o

m
en

 four w
eek

s after abortion 
rep

o
rted

 
th

at 94 p
ercen

t o
f th

e w
o

m
en

 ex
p

ressed
 

"satisfaction 
th

at 
[th

e] rig
h

t decision w
as m

ad
e." B

u
t a six-m

onth telep
h

o
n

e follow
-up 

found 
th

at th
e "satisfaction" rate 

had d
ro

p
p

ed
 

to
 85 

p
ercen

t. II 
N

o
 

fu
rth

er follow
-up interview

s w
ere d

o
n

e to
 see if th

e dow
nw

ard tren
d

 
w

ould co
n

tin
u

e w
ith tim

e. In
d

eed
, th

e "lo
n

g
-term

," six-m
onth follow

­
u

p
 w

as still ex
trem

ely
 sh

o
rt since m

o
st o

f th
e ab

o
rted

 w
om

en had y
et 

to face th
e original delivery d

ate o
r th

e anniversary d
ate o

f th
e abor­

tio
n

-b
o

th
 o

f w
hich, w

e now
 know

, can trigger laten
t reactions. 

T
h

e
 final difficulty in recording post-abortion seq

u
elae lies in th

e 
ability o

f w
o

m
en

 to
 express th

e root cause o
f th

eir m
ental pain. E

v
en

 
assu

m
in

g
 a w

illingness to
 discuss th

eir post-abortion m
isgivings, so

m
e 

w
o

m
en

 are sim
ply n

o
t consciously aw

are o
f their in

n
er conflicts. T

h
is is 

b
ecau

se 
denial 

and 
suppression 

o
f negative, 

feelings 
is 

a 
co

m
m

o
n

 
reaction to abortion. In

 o
n

e report, a psychiatrist treated fifty w
o

m
en

 
w

h
o

 h
ad

 co
m

e to
 him

 for p
ro

b
lem

s w
hich w

ere su
p

p
o

sed
ly

 not abor­
tio

n
-related

. B
u

t after prolonged therapy, it w
as discovered th

at th
eir 

disabilities stem
m

ed
 from

 long-buried reactions to
 previous abortions. 

O
n

 a 
conscious level, 

each
 o

f th
ese w

o
m

en
 

believed 
that 

sh
e 

had 
effectiv

ely
 

resolved 
h

erself 
to

 
h

er 
previous 

abortion. 
E

ach
 

w
om

an 
b

eliev
ed

 
th

at th
e psychological 

turm
oil 

w
hich 

had 
led 

h
er to 

seek
 

treatm
en

t w
as d

u
e to o

th
er situations in h

er life. B
u

t in fact, th
ey

 each
 

revealed u
n

d
er therapy th

at it w
as unresolved conflicts associated w

ith 
th

eir abortions, h
id

d
en

 at a subconscious level, w
hich w

ere precipitat­
in

g
 th

e n
ew

 problem
s in th

eir lives. It w
as only after recognizing th

eir 
rep

ressed
 g

rief th
at th

ese w
o

m
en

 w
ere able to

 m
ak

e progress tow
ards 

im
p

ro
v

in
g

 th
eir em

otional and m
en

tal states.
1

2
 

W
o

m
en

 such as th
ese w

ho su
ffer from

 abortions at a subconscious 
level are "w

alk
in

g
 tim

e-b
o

m
b

s," 
w

aiting to ex
p

lo
d

e over situations 
seem

in
g

ly
 u

n
related

 
to

 th
eir previous abortions. 

In such cases, 
ob­

viously, superficial surveys or q
u

estio
n

n
aires investigating abortion se­

q
u

elae w
ill n

o
t reveal this subconscious disorder created hy :lbortion. 

G
iv

en
 all th

ese variables an
d

 u
n

certain
ties, a co

m
p

lete quantifica­
tion o

f post-abortion seq
u

elae is virtually im
possible. B

ut though it can 
b

e d
eb

ated
 as to

 how
 freq

u
en

tly
 th

e im
p

act o
f abortion is "se\"C

re," th
e 

personal testim
o

n
y

 o
n

 b
o

th
 th

e pro-choice an
d

 pro-life sides d
em

o
n

­
strates th

at th
e abortion decision an

d
 its afterm

ath are seld
o

m
. if ever, 

traum
a-free. 

D
o

u
b

ts, discom
fort, am

b
iv

alen
ce and tears arc th

e rule 
rath

er th
an

 th
e ex

cep
tio

n
, as ev

en
 m

an
y

 pro-choice advocates ad
m

it. 1-' 
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P
sychologically, th

e ideal abortion is at b
est a neutral ex

p
erien

ce. 
N

o
 o

n
e looks forw

ard 
to

 having an abortion, and ev
en

 th
o

se w
h

o
 claim

 
to 

b
e u

n
tro

u
b

led
 by it arc generally anxious 

to
 avoid 

rep
eatin

g
 th

e 
ex

p
erien

ce. T
h

e only positive feeling co
m

m
o

n
ly

 ex
p

ressed
 after abor­

tion 
is 

an 
overw

hclm
ing feeling o

f relief. 
B

u
t ev

en
 th

en
, 

th
e relief 

w
hich 

is 
felt 

is 
often 

as 
m

uch 
relief at having th

e "u
g

ly
" abortion 

p
ro

ced
u

re over w
ith as it is relief at no lo

n
g

er facing th
e "u

n
w

an
ted

" 
pregnancy. In

d
eed

, studies show
 th

at m
an

y
 w

o
m

en
 w

h
o

 ex
p

ress relief 
after abortion arc sim

ultaneously ex
p

erien
cin

g
 th

e m
ix

ed
 reactions o

f 
guilt, sh

am
e, fear, loss, anger, resen

tm
en

t, d
ep

ressio
n

, an
d

 rem
orse. 14 

W
o

m
en

 ex
p

erien
ce so m

any em
otions follow

ing an abortion th
at th

e 
only safe th

in
g

 to say is that it takes a long tim
e for a w

o
m

an
 to so

rt 
through th

em
 all. 

W
ith

 th
ese points in 

m
ind, it sh

o
u

ld
 b

e indicated again th
at th

e 
figures from

 th
e studies w

hich follow
 arc m

inim
um

 rates o
f psychologi­

cal distress am
ong aborted w

om
en. 

S
tatistical R

eports 

A
s w

e m
en

tio
n

ed
 earlier, th

e reported ranges for "sev
ere" post-abor­

tion seq
u

elae vary by a w
ide degree. In

 a survey o
f available stu

d
ies, 

th
e R

oyal C
ollege o

f O
bstetricians an

d
 G

ynecologists in E
n

g
lan

d
 o

b
­

serv
ed

 th
at, "T

h
e
 incidence o

f serious, p
erm

an
en

t psychiatric after­
m

ath
 [from

 abortion] is variously rep
o

rted
 as b

etw
een

 9 an
d

 59%
."15 

N
aturally, th

e percentage is higher if o
n

e in
clu

d
es th

e "n
o

n
-serio

u
s" 

an
d

 "n
o

n
-p

erm
an

en
t" afterm

ath. 
T

h
e
 follow

ing is an assortm
ent o

f figures given in various stu
d

ies. 
T

h
e
 stan

d
ard

s and definitions used in each
 stu

d
y

 w
ere d

ifferen
t, an

d
 so 

th
e results can

n
o

t be ad
d

ed
 to

g
eth

er or co
m

p
ared

 in any m
eaningful 

w
ay. 

B
u

t th
e general trend strongly su

p
p

o
rts o

u
r ow

n survey findings 
w

hich sh
o

w
 th

at significant post-abortion seq
u

elae are co
m

m
o

n
. 

• 
A

 E
u

ro
p

ean
 study reported negative psychiatric m

anifestations 
follow

ing legal abortions in 55%
 o

f th
e w

o
m

en
 ex

am
in

ed
 by 

psychiatrists. 1
6

 

• 
In

 th
e i\11Iffirrlll jr}f{m

a
l 0/ P

syrhiatl)', researchers rep
o

rted
 th

at 
o

f 500 aborted w
om

en stu
d

ied
, 43%

 sh
o

w
ed

 im
m

ed
iate nega­

tive responses. 
A

t th
e tim

e o
f a later review

, approxim
ately 

50%
 expressed negative feelings, an

d
 u

p
 to 10%

 o
f th

e w
o

m
en

 

J
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w
ere classified as h

av
in

g
 d

ev
elo

p
ed

 "serio
u

s psychiatric co
m

­

p
licatio

n
s." 17 

In
 o

n
e o

f th
e m

o
st d

etailed
 stu

d
ies o

f post-abortion seq
u

clac: 
"A

nxiety, w
h

ich
 if p

resen
t after an abortion is felt very kccnly, 

w
as rep

o
rted

 b
y

 43.1 %
 ... D

ep
ressio

n
, o

n
e o

f th
c en.lotions 

likely 
to

 
b

e felt w
ith

 
m

o
re 

th
an

 
a 

m
o

d
erate stren

g
th

, 
w

as 
rep

o
rted

 b
y

 3
1

.9
%

 o
f w

o
m

en
 su

rv
ey

ed
 .

.
.
 26.4%

 felt guilt, 
.
.
.
 (an

d
] 18.1%

 felt n
o

 relief or ju
st a bit. T

h
e
y

 w
ere oY

cr­
w

h
elm

ed
 by negative feelings. E

v
en

 th
o

se w
o

m
en

 w
h

o
 w

ere 
strongly su

p
p

o
rtiv

e o
f th

e right to
 ab

o
rt reacted to

 th
eir 

0
\\"1

1
 

abortions w
ith

 regret, 
an

g
er, 

em
b

arrassm
en

t, 
fear o

f disap­
proval an

d
 ev

en
 sh

am
e." III In

 an
o

th
er p

ap
er, th

e sam
e gro\1p 

o
f psychiatrists rep

o
rted

 th
at w

h
en

 d
etailed

 in
ter\'iew

s w
cre 

p
erfo

rm
ed

, every ab
o

rted
 w

o
m

an
, "w

ith
o

u
t ex

ccp
tio

n
" cx

p
e­

rien
ced

 
"feelin

g
s 

o
f g

u
ilt 

or 
profound 

regret. . . . 
A

ll 
th

e 
w

o
m

en
 

felt 
th

at th
ey

 
had 

lost 
an 

im
p

o
rtan

t 
p

art o
f th

em
-

selv
es." 1

9
 

A
n

o
th

er stu
d

y
 o

f ab
o

rted
 w

o
m

en
 o

b
serv

ed
 th

at 23%
 su

ffercd
 

"sev
ere g

u
ilt." A

n additional 25%
 w

ere classified as su
fferin

g
 

from
 "m

ild
 g

u
ilt" an

d
 ex

h
ib

ited
 sy

m
p

to
m

s su
ch

 as insom
nia, 

d
ecreased

 w
o

rk
 capacity, an

d
 nervousness. 2() 

O
n

e research p
ro

ject co
n

tacted
 84 w

o
m

en
 w

h
o

 had receiycd 
legal abortions tw

o years previously an
d

 visited th
em

 in th
eir 

h
o

m
es. F

o
u

r o
f th

e w
o

m
en

 w
ere em

b
arrassed

 an
d

 d
istressed

 
an

d
 w

ere u
n

w
illin

g
 to

 talk ab
o

u
t it, 22 ex

p
ressed

 o
p

en
 fcelings 

o
f guilt, 9 w

ere classified as consciously repressing guilt fccl­
ings, an

d
 10 w

ere classified as h
av

in
g

 su
ffered

 "im
p

airm
cn

t o
f 

th
eir m

en
tal health."21 

O
n

e d
o

cto
r reports: "S

in
ce abortion w

as legalized I have scen
 

h
u

n
d

red
s o

f p
atien

ts w
h

o
 have had 

th
e o

p
eratio

n
. 

A
pprox­

im
ately 10%

 ex
p

ressed
 very little or no co

n
cern

 .
.
.
 A

m
o

n
g

 
th

e o
th

er 90%
 th

ere w
ere all sh

ad
es o

f distress, anxiet~·, h
eart-

ach
e an

d
 rem

orse. "22 
In

 a C
an

ad
ian

 stu
d

y
 it w

as found th
at u

p
 to

 14%
 o

f ab
o

rted
 

w
o

m
en

 later seek
 psychiatric h

elp
 to

 co
p

e w
ith th

e ab
o

rtio
n

, 
an

d
 u

p
 to

 10%
 o

f th
ese w

ere hospitalized. 23 

E
v

en
 th

e m
o

st biased pro-ahortion S\lfY
CY

S ad
m

it th
at se\'ere post­

ab
o

rtio
n

 psychological trau
m

a d
o

cs occur. B
u

t th
esc investigators insist 
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th
at disabling seq

u
elae are rare, o

ccu
rrin

g
 in o

n
ly

 five 
p

ercen
t o

f all 
ab

o
rted

 w
om

en. O
n

c researcher ev
en

 claim
s th

at "d
isab

ilitatin
g

" psy­
chiatric problem

s occur in "o
n

ly
" o

n
c p

ercen
t o

f ab
o

rted
 w

o
m

en
. 24 B

u
t 

dism
issing even a o

n
c p

erccn
t rate o

f d
isab

lin
g

 seq
u

elae w
ith

 an "o
n

ly
" 

is 
obviously 

unjustifiable 
w

hcll 
th

e 
n

u
m

b
er o

f w
o

m
en

 
u

n
d

erg
o

in
g

 
ab

o
rtio

n
s each year has rcachcd su

ch
 large proportions. If "o

n
ly

" o
n

e 
p

ercen
t o

f 1.5 m
illion w

o
m

en
 su

ffer sev
ere disabling psychic trau

m
a 

from
 abortion, th

at m
eans th

at each
 y

ear 15,000 w
o

m
en

 are so sev
erely

 
scarrcd

 by post-abortion traum
a th

at th
ey

 b
eco

m
e u

n
ab

le to fu
n

ctio
n

 
norm

ally. 
S

ince this o
n

c p
crcen

t figure 
is 

by far th
e low

est claim
ed

 
an

y
w

h
ere 

in 
th

e 
literature, 

th
e 

actual 
rate o

f d
isab

lin
g

 seq
u

elae 
is 

p
ro

b
ab

ly
 m

u
ch

 highcr. 

A
n In

sid
e L

o
o

k
 

S
tatistics can b

e looked at am
i arg

u
ed

 ab
o

u
t ad infinitum

. B
u

t th
ey

 are 
really valid only as indicators. T

h
e
 real issue is n

o
t ex

actly
 how

 m
an

y
 

w
o

m
en

 su
ffer,.b

u
t that they rio suffer. T

h
e
 first several ch

ap
ters o

f th
is 

b
o

o
k

 revealed how
 w

o
m

cn
 th

em
sclv

es feel th
ey

 have b
een

 affected
 b

y
 

ab~)ftion. In this section w
e w

ill tak
e a clo

ser look at so
m

e o
f th

e m
ajor 

categories o
f post-abortion scquc1ae, an

d
 at how

 th
ese reactions are 

an
aly

zed
 by psychiatrists. 

G
llilt alld Rem

orse 

F
eclin

g
s o

f guilt ar.e am
o

n
g

 th
e m

o
st co

m
m

o
n

 reactions to ab
o

rtio
n

. 
S

o
m

etim
es th

e feelings o
f g

u
ilt are vague. O

th
er tim

es th
ey

 are q
u

ite 
specific, as w

h
en

 a w
om

an states, "I have m
u

rd
ered

 m
y

 b
ab

y
." O

ften
 

th
e b

elief th
at abortion is m

u
rd

er exists ev
en

 b
efo

re th
e ab

o
rtio

n
, y

et 
th

e w
om

an proceeds d
esp

ite h
er q

u
alm

s. 2S 
l\lany 

stu
d

ies 
ha\'c 

sh
o

w
n

 
th

at 
u

n
ap

p
ro

v
in

g
 

attitu
d

es 
tow

ards 
ab

o
rtio

n
 are 

very prevalent am
o

n
g

 aborters. 
Z

im
m

erm
an

's study, 
as 

d
iscu

ssed
 earlier, found 

th
at fully 70 p

ercen
t o

f ab
o

rtin
g

 w
o

m
en

 ex
­

p
resscd

 general disapproval o
f ab

o
rtio

n
. 2(, A

n
o

th
er stu

d
y

 w
h

ich
 co

n
­

cen
trated

 
on 

unm
arried 

ad
o

lescen
t 

ab
o

rters 
found 

th
at 34 

p
ercen

t 
b

eliev
ed

 abortion w
as w

rong ex
cep

t for th
e "h

ard
" cases su

ch
 as rape, 

in
cest, or saving th

e m
other's life. Y

et d
esp

ite th
eir m

oral disapproval o
f 

ab
o

rtio
n

 in general, m
an\' y

o
u

n
g

 w
o

m
en

 ten
d

 to rationalize th
em

selv
es 

as "ex
cep

tio
n

s" to th
e rule.27 T

h
is "ex

ccp
tio

n
" clau

se w
as cn

u
n

ciated
 

hy o
n

e girl w
ho after :111 ahortion said: "It's m

u
rd

er, b
u

t it's ju
stifiab

le 
l11urder."2H
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C
ases like these dem

onstrate a conscious aw
areness o

f a m
oral 

com
prom

ise. T
h

o
se w

ho su
b

m
it to an abortion, even though it violated 

th
eir consciences, feel that they have "co

p
p

ed
 o

u
t," betraying their 

values and them
selves. 29 A

s one w
om

an said: "\V
e w

ere convinced that 
th

e abortion w
as the b

est thing rather than the right thing. If you asked 
m

e how
 I felt ab

o
u

t abortion, I w
ould say I w

as against it. I feel very 
hypocritical. "30 A

ll o
f this, o

f course, represents a severe attack upon 
th

e self-im
ages o

f aborted w
om

en. 
It m

akes th
em

 feel that they arc 
"to

o
 w

eak
" to live th

e w
ay they w

ould w
ant to

. 
T

raum
atic 

feelings 
o

f guilt 
from

 
abortion 

have 
b

een
 

rccorded 
d

ecad
es after the fact. S

uch "blood guilt" docs not easily dissipate w
ith 

tim
e. T

h
o

se w
ho m

ention G
od in sp

eak
in

g
 o

f their guilt express tw
o 

points o
f view

. S
o

m
e believe that they are forgiven by G

od b
u

t can
n

o
t 

forgive them
selves. O

th
ers believe that G

od is punishing th
em

 through 
infertility, m

iscarriages, or through o
th

er em
otional conflicts in 

their 

lives. 31 
T

h
is view

 th
at guilt feelings arise from

 w
ithin runs co

u
n

ter to
 the 

claim
 b

y
 so

m
e abortion advocates th

at guilt over aborti.on occurs solcly 
b

ecau
se o

f th
e C

hristian "hang-ups" o
f W

estern civilization. I f society 
approved o

f abortion, they claim
, w

om
en w

o
u

ld
n

't feel guilty. B
ut this 

claim
 is 

hard 
pressed 

b
y

 th
e evidence 

from
 

Japan, 
w

hich 
is 

not a 
C

hristian cu
ltu

re and has had abortion-on-dem
and for several decades. 

Y
et surveys th

ere s.how
 th

at guilt feelings are still prevalent. A
ccording 

to o
n

e survey, 73.1 p
ercen

t o
f Japancse w

om
en w

ho have had abortions 
report "an

g
u

ish
" ab

o
u

t w
h

at they have d
o

n
e .. '2

 F
urtherm

ore, 59 per­
cen

t felt th
at abortion is som

ething "very b
ad

," 16 percent felt it w
as 

considerably bad, 17 p
ercen

t felt it w
as so

m
ew

h
at bad, w

hile only 8 
p

ercen
t th

o
u

g
h

t it could not b
e considered bad. 

R
epeated Japanese 

surveys show
ed th

at slightly over half believed that abortion "is bad, 

b
u

t can
n

o
t b

e h
elp

ed
. "33 

G
uilt, it w

ould seem
, is crosseultural, rising from

 interior discom
-

forts rath
er th

an
 from

 exterior expectations. T
h

o
u

g
h

 abortion propo­
n

en
ts w

ill co
n

tin
u

e to claim
 that guilt is a social "h

an
g

-u
p

," such claim
s 

do n
o

th
in

g
 to alleviate th

e pain and d
o

u
b

ts o
f those w

ho arc afflictcd by 

rem
orse. 
F

inally, it should b
e noted th

at psychiatrists believe that feelings 
o

f post-abortion guilt m
ay eventually cause psychotic conditions if the 

w
om

an's p
erso

n
ality

 is 
n

o
t w

ell 
en

o
u

g
h

 
in

teg
rated

 to ,handle 
th

e 

stress. 34 
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B
roken R

elationships and Sexual D
ysfunction 

A
bortions 

alm
ost alw

ays 
result 

in 
changed 

attitu
d

es 
tow

ard 
sexual 

partners, usually for the w
orse. T

h
is fact, though never m

en
tio

n
ed

 in 
abortion counseling, 

is 
recognized 

by both sides o
f th

e controversy. 
P

ro-choice advocate L
inda B

ird F
rancke notes th

at alm
ost every rela­

tionship b
etw

een
 single 

people broke u
p

 eith
er before o

r after the 
abortion. 35 

W
om

en w
ho have abortions, 

if not actually ab
an

d
o

n
ed

 by their 
partners, often feel abandoned. T

h
is results in an

g
er at boyfriends or 

husbands w
hom

 they feel failed to su
p

p
o

rt or help th
em

 co
n

tin
u

e w
ith 

tl~e u
n

p
lan

n
ed

 pregnancy. T
h

ey
 m

ay resent their p
artn

er for his unw
ill­

ingness to "w
an

t" the baby. J(, 
W

om
en frequently feel 

that their partners forced 
th

em
 to have 

their abortions. S
om

etim
es this is literally true; often it is m

ore sym
­

bolic. A
ny hesitation O

il thc part o
f the father to accept the pregnancy, 

or a statem
en

t such as 
''I'll go along w

ith w
hatever you d

ecid
e," is 

perceived to im
ply a prcference for abortion, if n

o
t an insistence on 

abortion. In
d

eed
, any failure on the m

ale's part to b
e happy ab

o
u

t the 
pregnancy m

ay b
e interpreted as negativism

. S
in

ce th
e father's attitu

d
e 

is a leading determ
inrtnt in 

a w
om

an's abortion decision, such nega­
tivism

, 
w

h
eth

er real or im
agined, m

ay b
e th

e decisive factor in th
e 

abortion decision, and thus a continuing source o
f resen

tm
en

t w
ithin 

the relationship. 
C

onfusion and resentm
ent, on the o

th
er hand, can also develop on 

the m
ale side o

f the cquation. C
onditioned to believe that abortion is 

solely 
the 

"w
om

an's 
choice," 

m
any 

m
en

 
hesitate 

to 
express 

their 
doubts ab

o
u

t abortion, or even their ex
citem

en
t ab

o
u

t b
ein

g
 a parent. 

T
h

ey
 believe 

th
at 

to
 be good 

partners and 
"lib

erated
" lovers, 

they 
should 

express 
only 

support for 
her decision, 

no 
m

atter w
h

at sh
e 

decides.
37 In such cases, the m

an m
ay unw

ittingly add to the pressure 
to abort. F

ailing to urge childbirth, the m
an leaves th

e w
om

an feeling 
isolated or forced 

to 
bear the w

eight o
f th

e decision alone. 
In 

the 
m

ean
tim

e, 
th

e m
an 

him
self m

ay inw
ardly feel 

frustrated and angry 
ab

o
u

t 
b

ein
g

 
"helpless" 

to 
prevent the 

abortion. 38 
S

u
ch

 
failures 

to 
com

m
unicate openly about the abortion decision are d

u
e in part to the 

pro-choice 
rhetoric o

f our age. 
W

hen 
eith

er p
artn

er rem
ains silent 

about his or h
cr am

bivalence, seeds o
f rcsen

tm
en

t are planted w
hich 

w
ill later em

erg
e as a severe strain on the relationship.39 
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S
o

m
etim

es w
o

m
en

 in
terp

ret th
e post-abortion silence and \\"ith­

draw
al o

f th
eir partners as coldness and insensitivity, w

h
en

 in fact th
e 

m
ale, 

too, 
is 

suffering from
 

feelings 
o

f rem
orse, 

guilt, 
and 

loss.·10 
T

h
o

u
g

h
 each p

artn
er m

ay 
have anticipatcd grief over th

e ahortion. 
each

 b
eco

m
es d

eterm
in

ed
 to accept th

e abortion and overcom
e th

eir 
g

rid
 for th

e sak
e o

f th
e other. S

uffering separately, they are unahle to
 

sh
are their rem

orse o
p

en
ly

 w
ith

o
u

t falling into accusations., O
n

e sus­
p

ects th
at if th

ese couples had b
een

 able to freely co
m

m
u

n
ieatc their 

m
utual, d

o
u

b
ts ab

o
u

t abortion 
in 

th
e 

first 
place, 

m
any w

ould 
havc 

d
ecid

ed
 against it. B

u
t th

e choice o
f abortion is not an easy topic to

 talk 
ab

o
u

t. In
d

eed
, m

any deliberately h
id

e th
eir fcelings sim

ply bccause 
. th

ey
 d

o
n

't w
an

t to talk them
selves o

u
t o

f "th
e practical thing to

 d
o

." 
A

n
o

th
er seed

 for future conflict is planted w
h

en
 a m

an d
elib

er­
ately thrusts th

e w
eig

h
t o

f th
e decision upon the w

om
an bec;ll1sc he is 

unw
illing to accept responsibility for it. T

h
is m

ay b
e d

o
n

e because th
e 

m
an

 fetls th
at abortion w

ould b
e "co

n
v

en
ien

t," even though he con­
sciously believes it to b

e m
orally w

rong. In s'uch cases, th
e m

ale m
ay 

w
an

t to "w
ash his hands" o

f responsibility by insisting that it is "h
er 

b
o

d
y

 and 
h

er d
ecisio

n
." 

B
y 

ab
an

d
o

n
in

g
 

her to 
m

ak
e, th

e 
decision 

alone, 
h

e can rationalize 
his ow

n innocence on o
n

e level, w
hile o

n
 

an
o

th
er level his isolation pressures h

er tow
ards the ab

o
rtio

n
-p

ressu
re 

w
hich m

ig
h

t b
e increased by com

plaints ab
o

u
t how

 shr b
ecam

e preg­
n

an
t. 

In o
th

er w
ords, 

h
e w

ants th
e abortion, 

b
u

t he w
ants 

to
 d

en
y

 

responsibility for it, too. 
In cases like th

ese, how
ever, th

e w
om

an is usually aw
are o

f th
e 

duplicity, 
at 

least on 
a 

subconscious 
level. 

T
h

o
u

g
h

 
th

e 
fceling 

o
f 

isolation 
m

ay 
drive 

h
er 

into 
th

e 
abortion 

option, 
sh

e 
w

ill 
seldom

 
em

erg
e w

ith
o

u
t resen

tm
en

t tow
ards th

e person w
ho forced h

er to
 m

ak
e 

th
e decision alone. 

T
h

e
 o

v
erw

h
elm

in
g

 w
eight o

f ev
id

en
ce indicates 

th
at abortions 

p
erfo

rm
ed

 w
ith th

e h
o

p
e o

f saving a relationship seldom
 succeed. 

If 
eith

er person is u
n

h
ap

p
y

 w
ith th

e abortion choice, or if eith
cr accepts it 

m
erely

 o
u

t o
f com

prom
ise, bittcrness and resen

tm
en

t ineyitabh' d
e-

velop. A
bortion, it seem

s, alw
ays underscores the w

eaknesses in a rela-
tionship. A

s an act o
f conditional lo\'e \\'hich reflects an un\\'illin,gness 

to accep
t an in

co
n

v
en

ien
t child. abortion also 

im
plics that the 

loye 
b

etw
een

 th
e adults, too. is conditional. It im

plies that th
e relationship 

is viable only as long as each p
artn

er is ro!1~'f1li(J/f to
 th

e o
th

er. onl\' as 
long as th

eir separate aspirations and careers arc com
patible. T

hll<; the 
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question o
f "should w

e have a child?" slips quickly into "sh
o

u
ld

 w
e 

co
n

tin
u

e this relationship?" C
h

o
o

sin
g

 to
 k

eep
 th

e child reaffirm
s th

e 
relationship; 

choosing 
to 

ab
o

rt calls 
th

e 
relationship 

into q
u

estio
n

. 
E

specially w
hen it is thc first child o

f a couple's union w
hich is h

ein
g

 
ab

o
rted

, th
e abortion sym

bolically rep
rcsen

ts an ullw
illingness to m

ak
e 

a d
eep

er co
m

m
itm

en
t to 

each other. 
B

y d
en

y
in

g
 th

c union o
f th

eir 
flesh, the couple denies any long-range co

m
m

itm
en

t to each other. 
O

n
e w

om
an, vcry conscious o

f how
 a child increases th

e b
o

n
d

 
b

etw
een

 parents, deliberately chose abortion as 
a m

eans o
f k

eep
in

g
 

o
p

en
 

the possibility o
f divorce, 

even 
though 

sh
e actually w

an
ted

 a 
ch

ild
.

41 A
nd in still nnother case, a w

o
m

an
 chose abortion o

u
t o

f sp
ite 

for h
er partner. not hecause sh

e w
as unw

illing to
 b

ear th
e child.

4
2

 In a 
case likc this, th

e fetus is not seen
 as p

art o
f h

er body, b
u

t as a p
art o

f 
his body w

hich is to be p
u

n
ish

ed
, d

estro
y

ed
, and ex

p
elled

. A
bortion is 

u
sed

 not as a tool for liberating herself, b
u

t for w
reaking v

en
g

ean
ce on 

him
. S

om
etim

es resen
tm

en
t is 

aroused over w
ho "cau

sed
" th

e preg­
nancy, w

ith cach blam
ing th

e o
th

er for having failed 
to tak

e p
ro

p
er 

contraceptive m
easures. 

O
r if contraceptives w

ere u
sed

, 
th

e co
u

p
le 

m
ay blam

e the failed contnlceptive. In eith
er case, abortion is som

e­
th

in
g

 they feel com
pelled 

to
 u

n
d

ertak
e because o

f th
e contraceptive 

failure. A
gain, the abortion is n

o
t seen

 as an act o
f free choice, b

u
t as an 

u
n

w
an

ted
 "necessity," A

bortion thus m
ak

es both m
an and w

om
an feci 

like victim
s o

f the system
, rather than liberated h

u
m

an
 beings. 

In short, 
som

e level 
o

f d
isco

n
ten

t ab
o

u
t th

e abortion decision 
alw

ays exists. A
nd once it en

ters a couple's lives, its m
em

o
ry

 is a source 
o

f conflict w
ithin the relatiollship w

hich can b
e renew

ed at any tim
e. 

P
articularly w

hen one know
s th

at th
e abortion is a sore p

o
in

t for th
e 

o
th

er, references to it and accusations b
eco

m
e a w

eapon to b
elittle and 

h
u

rt the spouse in later conflicts, m
o

n
th

s and ev
en

 years later. 4
3

 

A
bortion strains rd

atio
n

sh
ip

s o
n

 a sexual level too. F
rigidity is a 

co
m

m
o

n
 problem

 follow
ing an abortion, possibly because avoiding sex 

seem
s like the b

est w
ay to a\'oid rep

eatin
g

 th
e abortion ex

p
erien

ce. 
A

ccording to
 tw

o studies. sexunl coldness w
as ex

p
ressed

 by 33 p
ercen

t 
o

f aborted w
om

en "'ith
in

 nine m
o

n
th

s after their abortions, and an 
additional 

14 
percent de\'eloped 

sexual 
coldness 

four 
to 

five 
years 

later. ,H
 P

ost-abortion shock m
ay also result in im

p
o

ten
ce on th

e p
art o

f 
th

e m
ale. som

etim
es only \\'ith th

e w
om

an he had im
p

reg
n

ated
, o

th
er 

tim
es w

ith all \\·om
en.,j, 

B
ecause abortion di~rtIIH~ th

e w
om

an's natural reproductive cycle, 
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it m
ay

 cau
se h

er to ex
p

erien
ce confusion ab

o
u

t h
er sexual identity. 

F
ears o

f in
fertility

 are co
m

m
o

n
, an

d
 m

an
y

 w
o

m
en

 feel co
m

p
elled

 to
 

"p
ro

v
e" th

eir sex
u

al fem
ininity. 

In th
ese cases, rath

er th
an

 b
eco

m
in

g
 

frigid, ab
o

rted
 w

o
m

en
 m

ay b
eco

m
e prom

iscuous, ev
en

 to th
e p

o
in

t o
f 

seek
in

g
 rep

lacem
en

t p
reg

n
an

cies. B
u

t ev
en

 th
e rep

lacem
en

t p
rcg

n
an

­
cies m

ay b
e ab

o
rted

 in a cycle o
f approach-avoidance conflict, causing 

still g
reater in

n
er conflict, an

g
er, and a sen

se o
f self-destructive m

artyr­
dom

.46 
' 

P
sy

ch
iatrist T

h
eo

d
o

re R
eik

 has su
g

g
ested

 an analogy for u
n

d
cr­

stan
d

in
g

 th
e psycho-sexual traum

a o
f abortion. F

or th
e w

o
m

an
, R

eik 
su

g
g

ests, ab
o

rtio
n

 has an unconscious m
ean

in
g

 co
m

p
arab

le to th
at o

f 
castration for a m

ale. It is an assault o
n

 h
er fertility an

d
 sexuality w

hich 
m

ay
 em

b
itter h

er tow
ards 

h
er partner. 47 

T
h

is analysis w
ould 

seem
 

particularly accu
rate in th

e case o
f a w

o
m

an
 w

h
o

 co
n

tacted
 th

e P
reg­

n
an

cy
 A

fterm
ath

 H
o

tlin
e in M

ilw
au

k
ee, W

isconsin. D
istressed

 ab
o

u
t a 

previous 
ab

o
rtio

n
, 

sh
e 

told 
th

e 
h

o
tlin

e co
u

n
selo

r th
at sh

e 
felt 

th
e 

ab
o

rtio
n

 had "castrated
" h

er, leaving h
er w

ith 'the feeling sh
e w

as an 
asexual "am

p
u

tee. "48 

D
epression a

n
d

 a Sense o
f Loss 

D
ep

ressio
n

 an
d

 a sen
se o

f loss are ex
trem

ely
 co

m
m

o
n

 after abortion. 
T

h
e
se

 "p
o

st-ab
o

rtio
n

" b
lu

es generally fade w
ithin a few

 m
o

n
th

s, b
u

t 
p

ro
lo

n
g

ed
, d

eep
 d

ep
ressio

n
s are n

o
t u

n
co

m
m

o
n

. S
o

m
e o

f th
ese d

eep
er 

d
ep

ressio
n

s m
ay

 b
e u

n
m

an
ag

eab
le, cau

sin
g

 an inability to co
n

cen
trate 

o
r w

ork. S
o

m
e w

o
m

en
 rep

o
rt feeling co

m
p

letely
 im

m
o

b
ilized

 by th
eir 

em
o

tio
n

al state an
d

 u
n

ab
le to "g

et in
terested

 in an
y

o
n

e or an
y

th
in

g
 

sin
ce th

e ab
o

rtio
n

. "49 
U

n
co

n
tro

llab
le cry

in
g

 is 
often p

art o
f post-abortion 

depres.~ion. 
D

aily
 cry

in
g

 m
ay

 co
n

tin
u

e for years, so
m

etim
es lasting for 

hours or 
days at a tim

e. 5
0

 

M
o

st w
o

m
en

 rep
o

rt a 
"sen

se o
f loss" 

follow
ing th

eir abortion. 
T

h
e
y

 feel em
p

ty
. T

h
e
y

 feel th
ey

 have lost th
e "fam

ily
 I could have 

h
ad

." T
h

o
se w

h
o

 rep
o

rt this sy
m

p
to

m
 d

escrib
e a n

u
m

b
er o

f related 
reactions su

ch
 

as 
th

e 
inability 

to
 

look 
at o

th
er b

ab
ies or p

reg
n

an
t 

m
o

th
ers, o

r a jealo
u

sly
 o

f m
o

th
ers. M

an
y

 consciously seek
 a replace­

m
en

t pregnancy. T
h

is sen
se o

f losing a child m
ay b

e ex
asp

eratcd
 by 

th
e p

ercep
tio

n
 o

f lost relationships, eith
er th

e loss o
f a boyfriend or a 

d
eterio

ratin
g

 m
arriage. 51 

O
n

e stu
d

y
 in

to
 th

e 
factors 

w
hich 

m
otivate w

o
m

en
 

to
 

b
eco

m
e 

su
rro

g
ate m

o
th

ers fo
u

n
d

 th
at a disproportionate n

u
m

b
er o

f th
ese vol-
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u
n

teer m
o

th
ers h

ad
 previously b

een
 ab

o
rted

. A
ccording to

 th
e au

th
o

r 
o

f th
e study, D

r. P
h

ilip
 P

arker, "S
o

m
e w

o
m

en
 said th

ey
 w

an
ted

 to b
e 

su
rro

g
ates 

to 
ato

n
e 

for 
th

e 
g

u
ilt 

asso
ciated

 
w

ith
 

p
rev

io
u

s 
ab

o
r­

tion .
.
.
.
 "
5

2
 

A
n

o
th

er psychiatrist has noted th
at th

e freq
u

en
cy

 an
d

 d
eg

ree o
f 

sev
ere 

d
ep

ressio
n

 
associated 

w
ith 

abortion 
is 

far 
h

ig
h

er 
th

an
 

w
ith

 
m

iscarriage, 
ev

en
 

though 
th

e 
loss 

in 
each

 
case 

is 
co

m
p

arab
le. 

H
e 

su
g

g
ests th

at w
h

ile a m
iscarriage is regarded as an u

n
fo

rtu
n

ate accid
en

t 
resu

ltin
g

 in d
isap

p
o

in
tm

en
t, regret, and a sen

se o
f loss, an ab

o
rtio

n
 is 

th
e result o

f a p
rem

ed
itated

 choice. H
e adds, "E

v
en

 m
o

re im
p

o
rtan

t is 
th

e w
om

an's realization th
at sh

e is 
responsible for a d

ecisio
n

 w
h

ich
 

m
u

st sacrifice so
m

e im
p

o
rtan

t goals and values (m
o

th
erh

o
o

d
 an

d
 th

e 
value o

f life) in o
rd

er to sustain or attain o
th

er beliefs o
r ach

iev
em

en
ts 

(career, self-d
eterm

in
atio

n
, in

d
ep

en
d

en
ce.)" T

h
o

u
g

h
 legalization has 

red
u

ced
 th

e sen
se o

f guilt co
m

in
g

 from
 society, it has b

een
 "at least 

partially replaced 
b

y
 an 

intrinsic aw
areness o

f resp
o

n
sib

ility
" w

h
ich

 
increases self-aecll~ation and self-guilt in m

ak
in

g
 this co

m
p

ro
m

ise b
e­

tw
een

 conflicting vallles.
5

J 

D
e/niora/i01l o

f Se(f-llIloge {lm
l Se(f-Pflf1ishfllel// 

A
bortion o

ften
 creates feelings o

f low
 self-esteem

, feelings o
f h

av
in

g
 

co
m

p
ro

m
ised

 values, 
having "m

u
rd

ered
 m

y ch
ild

," an
d

 so o
n

. T
h

e
 

d
am

ag
e ab

o
rtio

n
 inflicts on a w

om
an's sen

se o
f co

n
fid

en
ce an

d
 self­

resp
ect is ev

en
 w

orse w
h

en
 th

ese traits arc already w
eak

. F
o

r su
ch

 an 
"u

n
affirm

ed
 

w
o

m
an

," 
th

e 
"co

n
seq

u
en

ces o
f in

d
u

ced
 

ab
o

rtio
n

 
.
.
.
 

co
n

sist alw
ays o

f a d
eep

en
in

g
 o

f h
er feelings o

f inferiority, in
ad

eq
u

acy
, 

insignificance, an
d

 w
orthlessness. "54 

R
ath

er th
an

 
having their egos stren

g
th

en
ed

 b
y

 a so
ciety

 w
h

ich
 

says "Y
ou can b

e a good m
o

th
e
r-y

o
u

 can su
cceed

," m
an

y
 w

o
m

en
 are 

en
co

u
rag

ed
 to ab

o
rt b

y
 a society w

hich insists "'lO
ll can

't afford a child. 
Y

ou're n
o

t m
atu

re o
r stable en

o
u

g
h

 to
 raise ch

ild
ren

. It is b
etter to ab

o
rt 

th
e child th

an
 force it to live u

n
d

er your in
ad

eq
u

ate care." T
h

u
s th

e 
offer o

f abortion b
eco

m
es an im

plied criticism
 th

at d
eflates an already 

w
eak

en
ed

 ego. A
ccording 

to
 psychiatrist C

o
n

rad
 B

aars, 
en

co
u

rag
in

g
 

su
ch

 w
o

m
en

 to ab
o

rt "co
n

stitu
tes psychic m

u
rd

er. "
5

5
 

If w
e seek

 to protect an
d

 prom
ote th

e m
en

tal h
ealth

 o
f w

o
m

en
 

facing p
ro

b
lem

 pregnancies, D
r. B

aars points o
u

t, w
e sh

o
u

ld
 co

n
cen

­
trate o

n
 offering positive, aflirm

ing su
p

p
o

rt, n
o

t abortions. 1
b

 affirm
 an 

unaffirm
ed 

w
o

m
an

, 
he 

argues, 
"m

ean
s 

to 
accep

t 
h

er 
in 

h
er h

elp
­

lessness an
d

 th
u

s also to recognize that sh
e is n

o
t g

u
ilty

 o
f h

er psychic 
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inability to w
elco

m
e th

e ch
ild

 in h
er w

o
m

b
." T

ru
e accep

tan
cc an

d
 love 

allow
s h

er to
 b

e d
ep

en
d

en
t; it d

o
es n

o
t force h

er to feign in
d

cp
cn

d
en

ce 
o

r self-sufficiency. T
h

e
 o

ffer o
f positive, life-affirm

ing aid 
(arflrm

ing 
th

e v
alu

e o
f th

e m
other's life as w

ell as th
at o

f h
er u

n
b

o
rn

 child) can
 

o
ften

 b
e th

e b
eg

in
n

in
g

 o
f n

cw
 psychic stren

g
th

 an
d

 
frcedom

. 
W

ith
 

su
ch

 o
p

tim
istic su

p
p

o
rt, a w

o
m

an
 faced w

ith
 a p

ro
b

lem
 p

reg
n

an
cy

 w
ill 

no lo
n

g
er feel trap

p
ed

 b
y

 h
er situ

atio
n

 an
d

 co
n

d
itio

n
, no lo

n
g

er feci 
th

reaten
ed

 b
y

 h
er u

n
b

o
rn

 ch
ild

. "B
u

t to ad
v

ise h
er, o

r to insist, th
at 

sh
e h

av
e an

 ab
o

rtio
n

," h
e co

n
clu

d
es, "is tan

tam
o

u
n

t to com
"eying to 

h
er th

at sh
e is in

d
eed

 th
e inferior, in

ad
eq

u
ate, an

d
 w

o
rth

less p
erso

n
 

sh
e h

ad
 alw

ays felt sh
e w

as, a p
erso

n
 w

h
o

 co
u

ld
 o

r w
ould not ev

cn
 give 

th
e ch

ild
 w

ith
in

 h
er its o

w
n

 life .
.
.
.
 "
5

6
 

P
sych

oanalysis o
f w

o
m

en
 ex

p
erien

cin
g

 p
o

st-ab
o

rtio
n

 trau
m

a has 
in so

m
e cases found th

at a w
om

an's p
ercep

tio
n

s o
f p

arcn
tal rcjcction 

d
u

rin
g

 h
er o

w
n

 ch
ild

h
o

o
d

, particularly rcjection b
y

 h
er m

o
th

er, m
ay 

p
ro

m
p

t h
er to

 re-en
act th

at rejection tow
ards h

er o
w

n
 u

n
b

o
rn

 ch
ild

. 
T

h
u

s, 
b

eliev
in

g
 

th
at 

h
er o

w
n

 
m

o
th

er 
h

arb
o

red
 

infanticidal 
d

esires 
tow

ards h
er, th

e w
o

m
an

 acts o
u

t th
ese fears b

y
 ab

o
rtin

g
 h

cr o
w

n
 ch

ild
 

(a su
b

stitu
te v

ictim
 w

ith
 w

h
o

m
 sh

e su
b

co
n

scio
u

sly
 idcntifics). A

bor­
tion, 

in 
this 

ty
p

e o
f case, 

rep
rcscn

ts a 
form

 
o

f self-p
u

n
ish

m
en

t b
y

 
w

h
ich

 th
e "rejected

" w
o

m
an

 confirm
s th

e feelings o
f h

er o
w

n
 rejection 

an
d

 low
 self-esteem

. 5
7

 Ironically, y
o

u
n

g
 w

o
m

cn
 from

 a horne en
v

iro
n

­
m

en
t in w

h
ich

 th
ey

 felt rejected
 m

ay h
av

e so
u

g
h

t a p
reg

n
an

cy
 in o

rd
cr 

to p
ro

v
e th

eir self-w
orth, ex

p
ress th

eir m
aturity, o

r to
 p

ro
d

u
ce a p

erso
n

 
w

h
o

m
 th

ey
 could love an

d
 w

h
o

 w
o

u
ld

 lo\"e th
cm

 in retu
rn

. B
u

t o
n

ce 
th

e 
p

reg
n

an
cy

 
is 

ach
iev

ed
, 

th
e 

cycle 
o

f self-p
u

n
ish

m
en

t 
and 

self­
rejectio

n
 is d

irected
 at th

e u
n

b
o

rn
 child an

d
 leads to

 a dc~in.: 
for an

 
ab

o
rtio

n
, fu

rth
er self-rejection, lo

w
ered

 scI f-esteem
, an

d
 so forth. 

\V
h

eth
er it is th

e resu
lt o

f ha\"ing co
m

p
ro

m
ised

 th
eir ()\vn yalues o

r 
h

av
in

g
 fu

rth
er w

eak
en

ed
 th

eir p
o

o
r self-im

ages, m
an

y
 ab

o
rted

 \H
Jm

en 
d

ev
elo

p
 p

attern
s o

f self-d
estru

ctiv
e b

eh
av

io
r in o

rd
er to p

u
n

ish
 th

em
­

selv
es for th

eir "u
n

w
o

rth
in

ess." S
u

ch
 self-destructi\"e beh;1\"ior. called

 
sy

m
b

o
lic su

icid
e, m

ay in
clu

d
e ab

u
se o

f alcohol and drugs. S
o

m
e m

ay 
b

eco
m

e o
b

sessed
 w

ith
 food an

d
 try to "cat th

eir w
ay into ohli\"ioll" o

r 
"to

 fill" 
th

e g
reat em

p
tin

ess th
ey

 fcel in
sid

c them
seh"es. S

till o
th

crs 
m

ay
 d

ev
elo

p
 anorexia nervosa in a su

b
co

n
scio

u
s attem

p
t to stan"c o

r 
"fast" th

em
selv

es to
 d

eath
.

5R
 

S
o

m
etim

es, accep
tin

g
 th

e frig
h

ten
in

g
 ordcal o

f abortion m
ay itself 

b
e an

 act o
f self-p

u
n

ish
m

en
t b

y
 th

e y
o

u
n

g
 w

o
m

an
 seek

in
g

 to
 ato

n
c for 

feelings o
f g

u
ilt ab

o
u

t b
eco

m
in

g
 p

reg
n

an
t. P

reg
n

an
cy

 resu
lted

 from
 a 
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d
csirab

le "sin
," an

d
 so ab

o
rtio

n
 is seen

 as th
c "p

ain
 p

ay
m

en
t" o

w
cd

 as 
p

cn
an

ce for th
e illicit p

leasu
rc o

f in
terco

u
rse. In a stu

d
y

 o
f th

c d
eci­

sio
n

-m
ak

in
g

 process o
f ab

o
rtio

n
, 

D
r. 

H
o

w
ard

 
F

ish
er, 

a p
ro

fesso
r o

f 
p

sy
ch

iatry
 at 

th
e 

l T
niversity 

o
f l\lin

n
eso

ta, 
co

n
clu

d
es 

th
at 

th
cre 

is 
su

b
stan

tial cv
id

cn
cc to

 believc th
at ab

o
rtio

n
 is a sy

m
p

to
m

 o
f u

n
d

erly
­

in
g

 em
o

tio
n

al d
istu

rb
an

ces, an
d

 a "sy
m

b
o

l o
f failu

re." In su
ch

 cases, 
h

e ad
d

s, th
e "p

h
y

sician
s (Illay b

e] m
erely

 acco
m

p
lices in sclf-d

cstru
c­

tive behavior. "
5

9
 

SII;cide 

F
celin

g
s 

o
f rcjection, 

low
 

self-estcem
, 

g
u

ilt an
d

 
d

ep
ressio

n
 

are 
all 

in
g

rcd
icn

ts for su
icid

e, and th
e rate o

f su
icid

e attcm
p

ts am
o

n
g

 ab
o

rted
 

W
om

en is 
p

h
en

o
m

cn
ally

 high. 
A

ccording 
to

 o
n

c study, w
o

m
en

 w
h

o
 

h
av

e had abortions arc nine tim
cs m

ore likely to
 attem

p
t su

icid
c th

an
 

W
om

en in th
e general p

o
p

u
latio

n
Y

' 

T
h

e
 

fact 
o

f high 
suicidc 

ratcs 
am

o
n

g
 ab

o
rted

 
W

O
m

en 
is 

w
cll 

k
n

o
w

n
 am

o
n

g
 profcssionals w

h
o

 co
u

n
scl suicidal p

crso
n

s. F
o

r cx
am

­
pIc, 

testifying in su
p

p
o

rt o
f p

aren
tal notification p

rio
r to ab

o
rtio

n
 for 

teen
ag

ers, 
M

eta 
U

chtlllan, 
R

egional 
D

irccto
r in 

O
h

io
 o

f a 
national 

organization called S
lIiciders A

n
o

n
y

m
o

u
s. rl'p

o
rted

 th
at in a thirty-five 

m
o

n
th

 period th
e C

in
cin

n
ati ch

ap
ter o

f S
u

icid
ers A

n
o

n
y

m
o

u
s w

o
rk

ed
 

w
ith

 4
,0

0
0

 w
o

m
en

, o
f w

holll 
1,800 o

r m
o

re had ab
o

rtio
n

s. O
f th

ese, 
1,400 w

ere b
etw

een
 th

e ages o
f IS

 an
d

 
24, 

th
e ag

e g
ro

u
p

 w
ith

 
th

e 
h

ig
h

cst suicide rate in th
e country. S

h
e also p

o
in

ted
 o

u
t in h

er testi­
m

o
n

y
 th

at th
ere has b

een
 a d

ram
atic risc in th

e su
icid

e ratc sin
ce th

e 
early 1970s w

h
cn

 abortion w
as first legalized. B

ctw
ecn

 1978 an
d

 1981 
alo

n
c, th

e suicidc rate aillong tcen
ag

crs in
crcased

 5
0

0
 p

ercen
t. 61 

O
ther Seq1lelae 

T
h

e
 w

ays in w
hich post-abortion seq

u
clac are m

an
ifcsted

 are as n
u

­
m

ero
u

s as th
e n

u
m

b
er o

f w
o

m
en

 w
h

o
 arc ab

o
rted

. S
y

m
p

to
m

s o
f in

n
er 

d
istress are filtcred by individual p

erso
n

alities an
d

 th
u

s arc d
isp

lay
ed

 in 
p

erso
n

alized
 m

an
n

ers. 
W

e h
av

c cx
p

lo
rcd

 so
m

e o
f th

e m
o

st co
m

m
o

n
 

rcactions and attcm
p

ted
 

to
 ex

p
lain

 so
m

c o
f th

e u
n

d
crly

in
g

 psychol­
ogies. 

W
e 

w
ill 

now
 bricfly m

cn
tio

n
 so

m
e o

f th
e m

o
st co

m
m

o
n

ly
 re­

p
o

rted
 "m

inor" 
sy

m
p

to
m

s. 

l\lan
y

 ab
o

rted
 
W

O
llle

n
 ex

p
rcss cx

trem
e an

g
er an

d
 rage. T

h
is m

ay 
b

e d
irected

 at fam
ily, h

u
sh

an
d

s, b
o

y
frien

d
s, o

r ev
en

 o
th

er ch
ild

ren
; th

e 
lattcr m

ay result in child battery. In th
c case o

f R
en

ee N
icely

 o
f N

ew
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Jersey, 
post-abortion 

trau
m

a triggered 
a 

"p
sy

ch
o

tic ep
iso

d
e" 

w
hich 

resu
lted

 in th
e b

eatin
g

 d
eath

 o
f h

er three-year-old son, S
haw

n. S
h

e 
told th

e co
u

rt psychiatrist th
at sh

e "k
n

ew
 th

at abortion w
as ,\!rang" an

d
 

"I sh
o

u
ld

 b
e p

u
n

ish
ed

 for th
e ab

o
rtio

n
." U

nfortunately, S
h

aw
n

 be­
cam

e th
e seco

n
d

 victim
 o

f h
er frustrations. (,2 

S
im

ilarly, abortion m
ay so

m
etim

es distort m
aternal b

o
n

d
in

g
 w

ith 
later ch

ild
ren

. F
or ex

am
p

le, W
E

B
A

 m
em

b
er le

rri H
u

rst rep
o

rted
 th

at 
after h

er first child w
as born, "I did not u

n
d

erstan
d

 w
h

y
 h

er crying 
w

o
u

ld
 m

ak
e m

e so angry. S
h

e w
as th

e m
o

st beautiful baby, an
d

 had 
su

ch
 a placid personality. W

h
at I d

id
n

't realize th
en

 w
as th

at I h
ated

 m
y 

d
au

g
h

ter for b
ein

g
 able to d

o
 all th

ese things th
at m

y lost [ab
o

rted
] 

b
ab

y
 w

ould never b
e able to

." 
P

ost-abortion an
g

er is o
ften

 d
irected

 tow
ards th

e abortionists or 
abortion counselors "w

h
o

 d
id

n
't give m

e th
e o

th
er sid

e o
f th

e p
ictu

re." 
W

o
m

en
 are an

g
ered

 th
at th

ey
 w

ere n
o

t forew
arned ab

o
u

t th
e cm

otional 
p

ro
b

lem
s th

ey
 w

ould face. "(,3
 F

eelin
g

 th
at they w

ere m
isinform

ed or 
d

eceiv
ed

 b
y

 abortion clinic p
erso

n
n

el, m
an

y
w

o
m

en
 feel th

at th
ey

 have 
b

een
 "u

sed
" for th

e profit o
f others. 

S
leep

in
g

 p
ro

b
lem

s are often reported. S
o

m
e w

o
m

en
 com

plain o
f 

n
ig

h
tm

ares co
n

cern
in

g
 th

e abortion, often involving th
e "retu

rn
" o

f 
th

e 
ab

o
rted

 
child. 

O
th

ers 
ex

p
erien

ce 
insom

nia, 
o

ften
 

m
ixed 

w
ith 

d
ep

ressio
n

 and crying. 6
4

 

T
h

e
 ex

p
erien

ce o
f a "p

h
an

to
m

 ch
ild

," is n
o

t u
n

co
m

m
o

n
 w

h
en

 a 
w

o
m

an
 im

agines h
er ab

o
rted

 child as old as it w
ould have b

een
 if it had 

b
een

 born. T
h

is m
ay in

clu
d

e seein
g

 "h
er b

ab
y

" w
h

en
ev

er view
ing 

o
th

er ch
ild

ren
 o

f th
at age group.65 S

im
ilarly, 

so
m

e w
o

m
en

 
b

eco
m

e 
o

b
sessed

 w
ith th

e "w
o

u
ld

 
have b

een
" b

irth
d

ate, or th
e d

atc o
f th

e 
abortion itself; an

d
 o

th
ers rep

o
rt frightening "flashbacks" o

f th
e abor­

tion p
ro

ced
u

re as late as six years after th
e fact. 6

6
 

G
en

eral feelings o
f helplessness, isolation, loneliness, and frustra­

tion are ex
p

ressed
. 

S
o

m
e describe th

eir situations as 
"h

o
p

eless. "
6

7
 

O
th

ers claim
 th

ey
 are "g

o
in

g
 crazy." S

till others ex
p

ress fcar o
f or a 

p
reo

ccu
p

atio
n

 w
ith d

eath
. M

an
y

 report they arc u
n

ab
le to

 escap
e or 

resolve th
eir conflicts. O

n
e w

om
an told an abortion crisis cen

ter th
at 

sh
e w

an
ted

 "to
 g

et in a car an
d

 drive an
d

 drive an
d

 g
et o

u
t an

d
 start life 

over again. "68 
S

u
p

p
ressed

 feelings o
f rem

orse over abortion cauO
se so

m
e w

o
m

en
 

to su
ffer from

 
psychosom

atic illness. 
O

n
e stu

d
y

 found 
th

at self-in­
d

u
ced

 diseases am
o

n
g

 ab
o

rted
 w

o
m

en
 in

clu
d

ed
 ab

d
o

m
in

al discom
fort, 

vom
iting, pruritis vulvae, d

y
sm

en
o

rrh
ea, frigidity, 

headaches. 
insom

­
nia, fatigue, an

d
 uleers.69 
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A
bortion has also b

een
 identified as 

th
e cause o

f psychotic an
d

 
sch

izo
p

h
ren

ic reactions. S
y

m
p

to
m

s freq
u

en
tly

 inclpde ex
trem

e an
x

iety
 

an
d

 feelings o
f paranoia. 7

0
 

W
ho Is rdost L

ikely rIb S
uffer? 

T
h

o
u

g
h

 it is im
possible to

 predict w
h

at ty
p

e o
f post-abortion psychi­

atric illness an
y

 particular w
om

an is 
likely to face, 

th
ere are g

en
eral 

g
u

id
elin

es for 
identifying w

om
en 

w
ho 

m
ay 

b
e 

m
o

st su
scep

tib
le 

to 
sev

ere post-abortion syndrom
e. T

h
ese g

u
id

elin
es have b

een
 d

ev
elo

p
ed

 
by m

an
y

 psychiatrists w
ho have d

o
n

e ex
ten

siv
e w

ork in th
e treatm

en
t 

o
f post-abortion sequclae. 

A
ccording to

 a rcport by a group o
f psychologists h

ead
ed

 b
y

 D
r. 

C
. M

. F
ried

m
an

: 

T
h

e
 literature on abortion and o

u
r clinical ex

p
erien

ce b
o

th
 indi­

cate th
at there is a g

reater likelihood o
f postabortion psychiatric 

illness in situations in 
w

hich any o
f th

e follow
ing elem

en
ts are 

p
resen

t: coercion, m
edical indication [in

clu
d

in
g

 abortings to save 
th

e life o
r health and eu

g
en

ic abortion o
f a possibly h

an
d

icap
p

ed
 

child], co
n

cu
rren

t severe psychiatric illness, severe am
b

iv
alen

ce 
[i.e. w

h
en

 th
e w

om
an w

ants a baby, sees this p
reb

o
rn

 as h
er baby, 

or 
feels 

sh
e 

is 
its 

m
other], 

and 
th

e 
w

om
an's 

feeling 
th

at 
th

e 
decision 

is 
not hcr ow

n [i.e. 
is 

required b
y

 n
eed

s an
d

 circum
­

stances outside o
r hcr control]. 71 

N
o

te 
th

at this 
list o

f "w
orst can

d
id

ates 
for 

ab
o

rtio
n

" 
in

clu
d

cs 
w

o
m

cn
 w

ho w
ould necd abortion for th

c "h
ard

" cascs: to
 save h

er life 
o

r h
calth

, 
in cases o

f rapc and incest, and to p
rev

en
t th

e b
irth

 o
f a 

h
an

d
icap

p
ed

 child. 
T

h
esc spccific categories, 

rep
resen

tin
g

 less th
an

 
th

ree p
ercen

t o
f all abortions, w

ill b
e discussed in detail in th

e n
ex

t 
chapter. B

u
t th

eir inclusion h
ere d

em
o

n
strates w

h
at can b

e co
n

sid
ered

 
a general principle: TIIf m

ore difficlIlt the circm
nstances prom

pting abortion, 
the m

ore lil:el), it is thaf a 'i.J2'OfJIa11 fe'il/ slIffer severe post-abortion seqllelae. 
In

 o
th

er w
ords, 

th
e m

ore one sy
m

p
ath

izes w
ith

 th
e co

n
d

itio
n

s 
su

rro
u

n
d

in
g

 a w
om

an's problem
 pregnancy, th

e m
ore o

n
e sh

o
u

ld
 dis­

courage th
e "easy

" escape o
f abortion, 

if only for th
e w

om
an's o

w
n

 
m

en
tal w

ell-being. W
hy th

ese rules-of-thum
b are valid w

ill 
b

eco
m

e 
clearer d

u
rin

g
 th

e follow
ing discussion. 

E
x

clu
d

in
g

 th
e "h

ard
" cases, D

r. F
riedm

an's "w
orst can

d
id

ates for 
ab

o
rtio

n
" list includes any w

om
an w

ho feels pressured into th
e abor­

tion, w
h

eth
er by her sexual partner, h

cr fam
ily, social norm

s, o
r eco-
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n
o

m
ic hardship. S

eco
n

d
, any am

b
iv

alen
ce, an

y
 desire to

 k
cep

 th
e child 

"if th
in

g
s w

ere b
etter" is also a stro

n
g

 w
arn

in
g

 flag for fu
tu

re problem
s. 

T
h

e
 co

m
m

o
n

 H
nk b

etw
een

 th
ese tw

o categories is th
e w

om
an's feeling 

o
f ha'ving co

m
p

ro
m

ised
 herself. I n th

e first case, sh
e :lb(Jrts not b

ecau
se 

she riC'ants 
to, 

b
u

t b
ecau

se 
abortion 

is 
th

e 
co

m
p

ro
m

ise solution 
d

e­
m

an
d

ed
 b

y
 circu

m
stan

ces or th
e 

"n
eed

s" 
o

f o
th

ers. 
In

 
th

e 
scco

n
d

 
instance, ab

o
rtio

n
 co

m
p

ro
m

ises h
er o

w
n

 values or desires. S
h

e aborts 
d

esp
ite h

er d
esire to k

eep
 th

e child, d
esp

ite h
er m

om
l u

n
certain

ties, 
an

d
 in so d

o
in

g
 sh

e betrays herself. 
A

 team
 o

f psychiatrists w
hich follow

ed o
v

er 500 case histories o
f 

post-abortion seq
u

elae o
b

serv
ed

 th
at, "I n all o

f th
e eases o

f postabor­
tion illness w

e have p
resen

ted
, th

ere w
ere co

m
p

ro
m

ises in 
th

e deci­
sio

n
-m

ak
in

g
 process. "

7
2

 W
riting in 

th
e i\1!/{'I7m

fl 1011171al o
f P~.\'rh;al')', 

th
ese au

th
o

rs rep
o

rt th
at w

h
en

ev
er a w

o
m

an
 m

ak
es th

e dccision 
to 

abort, any com
prom

ise, 
w

h
eth

er th
e co

m
p

ro
m

ise is in co
m

p
ly

in
g

 w
ith 

th
e w

ish
es o

f o
th

ers or in settin
g

 aside one's, o
w

n
 values, O

PfllJ Ihe r/oor 10 
later psychiatric problem

s. T
h

u
s an

y
o

n
e w

h
o

 en
co

u
rag

es a w
om

an w
h

o
 is 

sh
o

w
in

g
 signs o

f u
n

certain
ty

 to choose ab
o

rtio
n

 m
ay u

n
w

ittin
g

ly
 b

e 
p

u
sh

in
g

 th
eir loved o

n
e tow

ard self-com
prom

ise an
d

 a su
b

seq
u

en
t loss 

o
f self-respect. 

A
ll o

f th
e ab

o
v

e w
arn

in
g

 signs for post-abortion seq
u

elae hold tru
e 

for y
o

u
n

g
 w

o
m

en
 an

d
 especially for teen

ag
ers. I3eeause o

f th
eir lim

ited
 

ex
p

erien
ce, 

th
eir g

reater d
ep

en
d

en
ce o

n
 o

th
ers, 

a
n

d
 th

eir y
o

u
th

fu
l 

idealism
, teen

ag
e w

o
m

en
 are ex

trem
ely

 v
u

ln
erab

le to coercion, d
eceit, 

an
d

 co
m

p
ro

m
ised

 d
ecisio

n
-m

ak
in

g
. 

T
h

e
 g

reater psychological im
p

act o
f abortion o

n
 y

o
u

n
g

 w
o

m
en

 w
as 

disclosed in a stu
d

y
 w

h
ich

 found th
at nearly o

n
e o

f every th
rce y

o
u

n
g

 
w

o
m

en
 w

h
o

 
ab

o
rted

 
"sh

o
w

ed
 

m
o

d
erate 

to 
co

n
sid

em
b

le 
d

eclin
c 

in 
psychosocial fu

n
ctio

n
in

g
 five 

to seven m
o

n
th

s post-abortion, as m
ea­

su
red

 from
 

th
e b

ase-lin
e o

f rep
o

rted
 ad

cq
u

ate p
rcp

rcg
n

an
cy

 statu
s." 

D
escrib

in
g

 th
e psychic deterioration w

h
ich

 teen
s ex

p
erien

ce after an 
ab

o
rtio

n
, th

e au
th

o
rs w

rite: 

T
h

e
se

 y
o

u
n

g
 w

o
m

en
, at initial 

follow
-up, w

ere suffering w
ith a 

variety o
f specific sy

m
p

to
m

s o
f m

alad
ap

tiv
e b

eh
a\'io

r in
clu

d
in

g
 

m
ild to m

o
d

erate d
ep

ressiv
e ep

iso
d

es, a variety o
f new

 physical 
co

m
p

lain
ts for w

h
ich

 m
edical atten

tio
n

 had n
o

t b
een

 so
u

g
h

t, .
.
.
 

difficulty 
in 

co
n

cen
tratin

g
 in 

school, 
\\'ithdraw

al 
from

 
previous 

social co
n

tacts, low
er self-esteem

 explicitly related 
to

 th
e preg­

n
an

cy
 an

d
 ab

o
rtio

n
 ex

p
erien

ce, a n
ew

ly
 b

eg
u

n
 prom

iscuolls pat-
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tern
 in 

relationships w
ith m

en
, and 

regression to m
o

re infantile 
m

odes o
f relationships 

w
ith 

p
aren

ts. 
T

h
ese difficulties did 

n
o

t 
p

red
ate th

e pregnancy. 7
J 

A
 sim

ilar stu
d

y
 has 

lillll1d 
th

at less 
than o

n
e-fo

u
rth

 o
f ab

o
rted

 
teen

s w
ere able to achicve a h

ealth
y

 psychological ad
ap

tiv
e process. 

I\h
n

y
 o

f th
e 

rem
ain

in
g

 th
ree-q

u
arters w

h
o

 
faced 

p
ro

lo
n

g
ed

 
distur­

b
an

ces fell into a vicious cycle o
f "rep

lacem
en

t p
reg

n
an

cies. "
7

4
 M

an
y

 
o

f th
ese young w

o
m

en
 ",ill co

m
p

lete th
e cycle by u

n
d

erg
o

in
g

 a seco
n

d
 

abortion, 
th

en
 an

o
th

er prcgnancy, 
an

d
 an

o
th

er ab
o

rtio
n

, 
an

d
 so o

n
, 

reen
actin

g
 th

eir ow
n torn ell1otions, th

e conflict b
ctw

een
 th

e d
esire for 

a child and th
eir desire to be u

n
b

u
rd

en
ed

. 

U
n

fo
rtu

n
ately

, 
th

e p
ro

b
lem

 o
f p

o
st-ab

o
rtio

n
 seq

u
elae am

o
n

g
 

y
o

u
n

g
 w

o
m

cn
 is 

increased by th
eir g

reater ten
d

en
cy

 to "b
o

ttle-u
p

" 
th

eir em
otions 

after an 
abortion 

ex
p

erien
ce.

75 
T

h
u

s, 
ev

en
 

th
o

u
g

h
 

teen
s arc likely to

 b
e m

ost d
eep

ly
 affected

 b
y

 ab
o

rtio
n

s, th
ey

 are also 
likely to be th

e least expressive ab
o

u
t th

eir d
o

u
b

ts an
d

 pains. S
o

m
e arc 

em
otionally "n

u
m

b
ed

," o
th

ers conceal th
eir in

n
er p

ain
 as p

art o
f th

e 
veil o

f secrecy su
rro

u
n

d
in

g
 th

e abortion. O
th

ers strive to conceal th
eir 

grief, especially from
 parents w

ho m
ig

h
t have en

co
u

rag
ed

 o
r p

ressu
red

 
th

em
 to choose th

e abortion, o
u

t o
f fear th

at ex
p

ressin
g

 an
y

 co
m

p
lain

t 
afterw

ards w
ould only drive a fu

rth
er w

ed
g

e b
etw

een
 th

em
 an

d
 th

eir 
p

aren
ts. 

It m
u

st also b
e rcm

em
b

ered
 th

at w
h

en
 a y

o
u

n
g

 w
o

m
an

 (or m
an

) 
en

g
ag

es in 
intercourse, sh

e is seek
in

g
 m

u
eh

 m
o

re th
an

 ju
st physical 

pleasure. (In
d

eed
, young w

o
m

en
 freq

u
en

tly
 co

m
p

lain
 th

at su
ch

 inter­
co

u
rse is 

pleasureless an
d

 
"d

o
n

e only for th
e guy. ") In th

e b
ro

ad
er 

perspective, intercourse is ju
st a sy

m
p

to
m

 o
f th

e y
o

u
n

g
 w

om
an's search 

for 
love, 

fulfillm
ent, 

and 
m

aturity. 
A

bortion 
d

estro
y

s 
n

o
t o

n
ly

 
th

e 
co

n
seq

u
en

ces o
f intercourse, 

h
u

t also d
isru

p
ts this larger search for 

m
ean

in
g

. 
W

h
en

 
:I 

y
o

u
n

g
 

w
o

m
an

 
is 

en
co

u
rag

ed
 

by 
h

er 
b

o
y

frien
d

, 
friends, parents, or socicty to ab

o
rt rath

er th
an

 to
 give life to h

er ch
ild

, 
sh

e is being told th
at her search for love w

as w
rong. In

stead
 o

f receiv­
ing su

p
p

o
rt to

 act w
ith courage an

d
 co

m
p

assio
n

, sh
e is told to

 "d
o

 w
h

at 
is 

b
est 

for 
yourself:" 

m
can

in
g

 
to 

place 
selfishness 

ah
ead

 
o

f love. 
In

stead
 o

f b
ein

g
 encour:lged to accep

t th
e co

n
seq

u
en

ces o
f h

er choices 
an

d
 to m

ature through 
the responsibilities o

f p
aren

th
o

o
d

, sh
e is en

­
couraged to

 "m
atu

re" through infantile d
estru

ctio
n

. T
h

u
s sh

e is m
ad

e 
to

 participate in desolation rath
er than grow

th; sh
e is ex

p
o

sed
 to th

e 
fear o

f death rather th:ln th
e joy o

f life. 
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N
 

D
r. 

B
aars ech

o
es th

ese co
n

cern
s, 

n
o

tin
g

 th
at th

e 
psychological 

th
reat o

f ab
o

rtio
n

 is g
reatest for th

e u
n

certain
, unaffirm

ed "girls w
h

o
 

are in a d
esp

erate search for so
m

eo
n

e to love th
em

." H
e w

rites: 

W
h

en
 th

ey
 [th

e unaffirm
ed w

o
m

en
 search

in
g

 for love] learn from
 

personal 
ex

p
erim

en
tatio

n
 

th
at 

this 
can

n
o

t 
b

e 
found 

in 
sexual 

. prom
iscuity, th

ey
 o

ften
 desire to have a child o

f th
eir ow

n, in th
e 

ex
p

ectatio
n

 th
at th

e child w
ill give th

em
 w

h
at th

eir p
aren

ts failed 
to p

ro
v

id
e. 

N
o

 o
n

e can b
e blind to 

w
h

at m
u

st h
ap

p
en

, an
d

 is 
h

ap
p

en
in

g
 th

ese days all too o
ften

 to unaffirm
ed youngsters, w

h
en

 
o

th
er g

ro
w

n
-u

p
s prove to b

e ju
st as pseudo-affirm

int?; or denyint?; as 
th

eir o
w

n
 p

aren
ts, in th

eir eat?;erness to p
ersu

ad
e or force th

em
 to

 

h
av

e 
an 

abortion. 
S

u
ch

 
co

n
d

u
ct co

n
stitu

tes 
psychic 

m
u

rd
er o

f 
th

ese already d
ep

riv
ed

 girls, an
d

 unless th
ey

 are so fo
rtu

n
ate to b

e 
h

elp
ed

 
b

y
 affirm

ing persons, 
th

ey
 w

ill 
b

eco
m

e 
th

e 
victim

s o
f 

m
alig

n
an

t d
ep

ressio
n

.
7

6
 

A
borted W

om
en: T

h
c
 D

cstruction of S
clf 

V
ery few

 w
o

m
en

 can
 approach abortion w

ith
o

u
t q

u
alm

s or w
alk aw

ay 
from

 it w
ith

o
u

t regrets. It is this am
b

iv
alen

ce tow
ards abortion, to

 u
se 

F
ran

ck
e's title term

, w
hich is th

e gatew
ay to

 post-abortion seq
u

elae. 
F

or m
o

st w
o

m
en

, abortion is n
o

t ju
st an assault o

n
 th

eir w
om

b; it is an 

assau
lt o

n
 th

eir p
sy

ch
e. 

A
s w

e h
av

e seen
, so

m
e w

o
m

en
 are literally forced into abortion b

y
 

lovers, fam
ilies, friends, or ev

en
 b

y
 th

eir physicians. O
th

ers slip in
to

 
th

e ab
o

rtio
n

 decision, 
restraining th

eir d
o

u
b

ts an
d

 q
u

estio
n

s, sim
p

ly
 

b
ecau

se it is th
e m

o
st visible an

d
 p

resu
m

ab
ly

 th
e "easiest" w

ay o
u

t o
f 

th
eir 

d
ilem

m
a. 

F
o

r 
th

ese 
w

o
m

en
, 

pro-abortion 
cliches 

replace 
in­

v
estig

atio
n

; b
lin

d
 tru

st su
p

p
lan

ts foresight. T
h

e
y

 assu
m

e abortion is 
safe b

ecau
se th

at is w
h

at th
ey

 are told, an
d

 th
at is w

h
at they w

an
t to 

b
eliev

e. T
h

e
y

 naively h
o

p
e th

at th
ey

 w
ill have th

e stren
g

th
 to dcal w

ith 
th

e afterm
ath

 o
f ab

o
rtio

n
-ev

en
 

th
o

u
g

h
 

th
ey

 are choosing abortion 
b

ecau
se 

th
ey

 
feel 

th
ey

 
lack 

th
e 

strent?;th 
to

 
h

an
d

le 
an 

u
n

p
lan

n
ed

 

pregnancy. 
U

n
fo

rtu
n

ately
, abortion docs n

o
t build psychic stren

g
th

; it drains 
it. A

n
d

 so
 th

e ab
o

rtin
g

 w
o

m
an

 is ev
en

 less able to
 h

an
d

le post-nbortion 
seq

u
elae 

th
an

 
sh

e w
ould 

have 
b

een
 

able 
to 

h
an

d
le 

th
c 

u
n

p
lan

n
ed

 

b
irth

. T
h

e
 ab

o
rtio

n
 m

entality, th
e institutional sy

stem
 o

f birth control 
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counselors, abortionists, and clinics, all co
n

trib
u

te to this faulty deci­
sio

n
-m

ak
in

g
. 

A
s 

w
e w

ill 
sce later, 

ab
o

rtio
n

 co
u

n
selo

rs are co
sm

etic 
figures w

h
o

 o
n

ly
 reinforce th

e abortion ch
o

ice, actin
g

 to su
p

p
o

rt th
e 

w
om

an's d
ecisio

n
 against th

e rebellion o
f h

er in
stin

ctiv
e fears against 

su
ch

 an u
n

n
atu

ral procedure. R
ath

er th
an

 u
rg

in
g

 th
e w

o
m

an
 

to
 co

n
­

front h
er d

ecisio
n

, reconsider it, and b
e p

rep
ared

 for its co
n

seq
u

en
ces, 

th
e co

u
n

selo
rs w

ork to m
aintain th

e "safe an
d

 easy
" m

y
th

 an
d

 en
co

u
r­

age th
e w

o
m

an
 to believe in abortion's tem

p
tin

g
 lie: "S

o
o

n
 it w

ill all b
e 

over. " In resp
o

n
se to

 th
e m

an
y

 pressures th
ey

 face, m
o

st w
o

m
en

 ten
d

 to 
rush 

th
eir abortion 

decision 
in 

an 
attem

p
t to 

avoid 
b

eco
m

in
g

 "to
o

 
attach

ed
" to

 th
e idea o

f having th
eir baby. 

U
nfortunately, this rush to

 

d
ecid

e freq
u

en
tly

 occurs d
u

rin
g

 th
e period in w

h
ich

 m
o

st w
o

m
en

, ev
en

 
th

o
se w

h
o

se pregnancies are p
lan

n
ed

, ex
p

erien
ce so

m
e am

b
iv

alen
ce 

tow
ard ch

ild
b

irth
.

77 T
h

is am
bivalence occurs in p

art b
ecau

se it alw
ays 

tak
es tim

e to
 b

eco
m

e nccustom
ed to a m

ajor ch
an

g
e in one's life. B

u
t 

also, 
th

ere is 
~Iways a dow

nsw
ing in a w

om
an's h

o
rm

o
n

es d
u

rin
g

 th
e 

early m
o

n
th

s o
f pregnancy. B

ecause a pret?;nant w
o

m
an

 is ex
p

erien
cin

g
 

a m
ajor h

o
rm

o
n

al disturbance, 
"d

ep
ressio

n
 is 

to
 b

e ex
p

ected
 d

u
rin

g
 

th
e 2

n
d

 an
d

 3rd m
o

n
th

s [o
f pret?;nancy], o

ften
 th

e tim
e th

e p
reg

n
an

cy
 is 

verified an
d

 a decision m
ade. "

7
8

 T
h

is natural, h
o

rm
o

n
e-in

d
u

ced
 d

e­
pression m

ay b
e easily m

isin
terp

reted
 to m

ean
 hostility tow

ards ch
ild

­
b

irth
, p

aren
tin

g
, or even one's sexual p

artn
er. 

T
h

e
 sh

o
ck

 o
f an u

n
p

lan
n

ed
 pregnancy, co

m
b

in
ed

 w
ith

 th
e sw

ing­
ing m

o
o

d
s cau

sed
 by th

e 
w

om
an's sh

iftin
g

 h
o

rm
o

n
es, 

m
ay m

ak
e a 

w
o

m
an

 particularly vulnerable to o
u

tsid
e p

ressu
res. A

ccording to o
n

e 
stu

d
y

: 

H
er am

b
iv

alen
ce [tow

ards h
er pregnancy] m

ay lean o
n

e w
ay o

r th
e 

o
th

er according to th
e attitu

d
es sh

e perceives: w
ith

 love, help, an
d

 
su

p
p

o
rt sh

e is 
m

ore likely to
 o

v
erco

m
e h

er n
eg

ativ
e feelings to

 
accep

t an
d

 love h
er child. B

ut th
e reverse is also true: th

e p
ercep

­
tion o

f h
o

stile reactions tow
ards h

er p
reg

n
an

cy
 m

ay reinforce h
er 

net?;ative feelings and push h
er tow

ards ab
o

rtio
n

.
7

9
 

T
h

e
 au

th
o

rs ad
d

 that th
cse net?;[ltive pressures m

ay co
m

e n
o

t only from
 

sp
o

u
ses an

d
 fam

ily, b
u

t from
 those su

b
tle social cam

p
aig

n
s against th

e 
poor: U

n
fo

rtu
n

ately
, h

o
stile attitu

d
es to

w
ard

s w
o

m
en

 w
ith

 p
ro

b
lem

 
p

reg
n

an
cies 

are 
cu

rren
tly

 
b

ein
g

 
reinforced 

.
.
.
 

b
y

 an
tin

atalist 
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cam
paigns. S

uch cam
paigns encourage a sen

se o
f shalne and guilt 

ab
o

u
t procreation, especially am

ong the poor, and, in their haste 
to

 low
er th

e birth rate, 
prom

ote an antichild attitu
d

c. T
h

is at­
titu

d
e in turn contributes to th

e w
ithdraw

al o
f prcviously cxi.~ting 

form
s o

f social su
p

p
o

rt for pregnant w
om

en. R
O

 

T
h

u
s w

e see again 
th

at a 
w

om
an 

m
ay 

choose abortion 
in 

an 
attem

p
t to please others rather than herself. T

h
is viev,r is sl~pp(Jrted by 

th
e theories o

f H
arvard psychologist C

arol G
illigan, a pro-choice fem

i­
nist specializing in 

th
e m

oral 
decision-m

aking processes :of w
om

en. 
A

ccording to G
illigan, th

e convcntional theory o
f m

oral d
ev

clo
p

m
cn

t 
w

hich says th
at m

oral consciousncss is form
ed by a process o

f rcjecting 
p

eer pressure in favor o
f one's ow

n vision o
f right and w

rong. is 
not 

applicable to w
om

en. Instead, she argues, w
om

en "base m
oral deci­

sions on w
h

at w
ill 

please o
th

e
rs-a

 kind 
o

f m
oral 

developlllent 
no 

w
orse than the 'in

d
ep

en
d

en
t' m

ale version."H
l 

G
illigan strains in h

er attem
p

t to use this m
odel as a justification 

for 
abortion; 

b
u

t if true, 
h

er theory 
only 

show
s 

how
 

easy 
it 

is 
to 

pressure a w
om

an 
to 

abort 
"in

 
the 

b
est 

interest /)f everyone 
con­

eern
ed

." 
In

 o
n

e o
f her exam

ples, 
sh

e 
praises 

a w
om

an 
w

ho 
after 

evaluating th
e desires o

f h
er boyfriend and parents (w

ho all w
ant th

e 
abortion) decides th

at th
e "loving" thing to

 do is to
 have the abortion 

even though sh
e personally w

anted to 
k

eep
 the b

ab
y

 very Illuch. H
2 

O
n

ly
 G

illigan's pro-abortion bias can account for her blindness to
 the 

fact th
at this girl is su

b
m

ittin
g

 to a com
prom

ise against h
cr ow

n b
est 

interests, h
er ow

n desires, an
d

 her o\vn preferred choice. \V
hat she has 

b
een

 given is 
not the freedom

 
to

 choose, 
b

u
t the "freed

o
m

" 
to

 b
e 

p
u

sh
ed

. 
B

u
t th

e know
ledge that o

n
e is being pushed into an abortion is no 

d
efen

se. In
d

eed
, it can sim

ply b
eco

m
e another excuse for the \,"om

an 
to

 shift responsibility for th
e choice onto those w

ho urge it. L
ik

e a hot 
potato, everyone passes o

ff th
e responsibility. P

arents an
d

 boyfriends 
believe 

th
e 

final 
choice 

is 
th

e 
w

om
an's 

responsibility; 
the 

w
om

an 
thinks it w

as theirs: "T
h

ey
 forccU

 m
e to do it." F

rom
 w

ithin all these 
m

ind gam
es, th

e w
om

an m
ay view

 herself as the "m
arty

r," giving in to
 

th
e w

ishes o
f others, accepting the undesirable. T

h
u

s m
any w

O
lllen 

accept abortion not only as self-punishm
cnt, b

u
t as a m

eans o
f gaining 

virtue (m
artyrdom

) through subm
ission. H.' 

In su
m

, 
th

e choice for abortion 
is 

usually an 
unw

anted choice 
m

ad
e 

in 
despair. 

It 
is 

a 
"fight or 

flight" 
reaction 

to 
a 

seem
ingly 
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insurm
ountable 

problem
, 

a 
reaction 

w
hich 

cm
iollsly com

bines 
the 

destructive 
violence 

o
f the 

fight 
instinct 

and 
the 

denial/avoidance 
attributes associated w

ith the instinct to flee. T
h

ese observations w
ere 

confirm
ed at a sym

posilllll on th
e psychological apsects o

f abortion held 
on O

cto
b

er 31, 
1978 in C

hicago. 
B

y the en
d

 o
f th

e conference, th
e 

psychiatrists w
ho had gathered th

ere co
n

clu
d

ed
 that: 

W
ithout question, 

abortion 
is 

psychologically 
a 

sym
bol o

f the 
despair w

hich secm
s to 

b
e en

d
em

ic 
to

 m
odern society. 

It is 
a 

totally 
negative 

response 
to

 
environm

ental 
pressures. 

W
ith

o
u

t 
benefit o

f an 
affirm

ing 
love, 

abortion 
is 

alw
ays 

an 
em

p
ty

 
re­

sp
o

n
se

-a
 gesture of denial. H4 

T
h

ey
 continue by pointing o

u
t th

at "carrying an 
u

n
w

an
ted

 child 
to

 

term
" is far less traum

atic than abortion, and they im
ply th

at h
elp

in
g

 a 
d

istu
rb

ed
 w

om
an give birth to

 a child is often an aid to
 overcom

ing h
er 

em
otional or m

ental prohlem
s. T

h
ey

 co
n

clu
d

e by saying, "In
 the final 

analysis ... life is b
etter than d

eath
, and that psychotherapy w

hich 
affirm

s life is by far thc best. A
bortion is a defeatist answ

er, a psychic 
retreat for those w

ho have given up looking for answ
ers. "

8
5

 

A
bortion is an act o

f despair not only on the part o
f w

o
m

en
, b

u
t 

also on the part o
f the society w

hich has given up trying to give th
em

 
au

th
en

tic help. W
hat began w

ith th
e abortion o

f u
n

w
an

ted
 children, 

.
.
.
 before long bccom

es d
e facto "social ab

o
rtio

n
." \V

om
en w

ho 
seck

 abortion ... find thcm
selves "socially ab

o
rted

" long before 
th

ey
 seck

 the m
edical abortionist. T

h
ey

 arc ab
o

rted
, rejected and 

unw
anted by thosc close to th

e
m

-th
e
ir husbands, parents, an

d
 

friends. 
B

y the tim
e these w

o
m

en
 reach the abortionist (w

ho at 
least identifies him

self), they arc already isolated and afraid; th
ey

 
feel literally trapped. H

(, 

It is 
these feelings 

o
f isolation 

and 
ab

an
d

o
n

m
en

t w
hich cause 

despair, w
hich calise the ahortion alternative to ap

p
ear to b

e the only 
alternative. F

or these w
om

en the feelings o
f loss and ab

an
d

o
n

m
en

t d
o

 
not en

d
 after they have given in to th

e "practical n
eed

" for abortion. 
In

stead
, for m

any, the experience prom
pts th

e final and m
ost w

rench­
ing o

f ab
o

rtio
n

s-"self-ah
o

rtio
n

," th
at is, 

th
e loss o

f their self-w
orth, 

th
e loss of their dignity. 

Instead o
f giving birth to life, their abortions 

give 
birth 

to 
feelings 

o
f self-hatred and self-punishm

ent. 
F

or m
any 
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I 
w

o
m

en
, th

e d
estru

ctio
n

 of-their "fetu
ses" m

arks also th
e d

estru
ctio

n
 o

f 
th

eir self-respect. 
A

b
an

d
o

n
ed

 
by others, 

th
e aborting w

om
an 

feels 
forced to

 ab
an

d
o

n
 h

er child, and finally ev
en

 her self. 

i 
W

ho Is L
east L

ikely T
o S

uffer? 
! 

B
ecau

se th
e list o

f those rpost su
scep

tib
le to th

e psycholo!!;ical im
p

act 
o

f abortion 
is 

so long (irtcluding th
e youthful, 

th
e d

ep
en

d
en

t, 
th

e 
co

erced
, 

th
e am

bivalent, i th
e 

frightened, 
th

e poor, 
th

e em
otionally 

u
n

stab
le, an

d
 th

e ill-inform
ed), it m

ay in fact b
e easier to describe th

e 
sm

aller category, th
e oppo'site set: those w

ho are in th
e least d

an
g

er o
f 

su
fferin

g
 from

 post-aborti6n seq
u

elae. 
A

ccording to P
rofessor P

eter P
eterson o

f th
e H

an
n

o
v

cr l\lcdical 
S

chool, w
h

ile those w
h

o
 are m

ost likely to suffer psycholo!!;ical distur­
b

an
ces are "m

o
th

erly
 w

o
m

en
," those w

ith th
e least ch

an
ce o

f b
cco

m
­

in
g

 d
istu

rb
ed

, h
e notes, ate w

o
m

en
 "w

ith
 little m

othcrliness. "H
7 

A
ll 

th
e p

u
b

lish
ed

 e~idence 
seem

s 
to

 3!!;ree 
w

ith 
D

r. 
P

eterson's 
assessm

en
t. M

ore precisei'y, th
e w

o
m

en
 least likely to ex

p
crien

ce post­
ab

o
rtio

n
 seq

u
elae are aggressive rath

er than nuturing. T
h

ey
 arc likely 

to b
e self-centered and prpperty-oriented rather than p

eo
p

le-o
rien

ted
. 

F
or su

ch
 w

o
m

en
, abortioh is n

o
t ex

p
erien

ced
 as so

m
eth

in
g

 w
hich is 

"fo
rced

" u
p

o
n

 th
em

 b
y

 circum
stances. In

stead
, abortion is truly an act 

o
f self-d

eterm
in

atio
n

 for ,these w
o

m
en

, 
sim

ply th
e cu

ttin
g

 dow
n o

f 
an

o
th

er obstacle on th
e road to success. 

In
 his treatise "P

sy
ch

ic C
au

ses and C
o

n
seq

u
en

ces o
f th

e A
bortion 

M
en

tality
," psychiatrist C

onrad B
aars explains th

at such w
o

m
en

 w
ith 

"little m
otherliness" hav~ 

never truly believed that they th
em

selv
es 

w
ere loved o

r "affirm
ed

" for w
h

o
 th

ey
 are. Instead, these w

o
m

en
 feel 

th
at p

aren
ts and friends ','love" th

em
 for th

eir actions rather than for 
th

em
selv

es. N
o

t having ex
p

erien
ced

 and internalized love from
 o

th
ers, 

such a p
erso

n
 seek

s to
 b

efo
m

e "self-affirm
ed" by proving: 

, 
to th

e w
orld and to

 h
im

self that h
e is significant. w

o
rth

w
h

ile 
an

d
 

eq
u

al. T
h

is self-affirm
in

g
 p

erso
n

 d
o

es th
is b

y
 u

sin
g

 his 
"m

in
d

" to plot and m
an

ip
u

late o
th

ers in trying to
 am

ass m
aterial 

goods, riches, pow
er: fam

e, status sym
bols, and th

e like, w
hich h

e 
ex

p
ects w

ill give him
 th

e feelings his parents failed to
 g

in
: him

.H
H

 

L
ack

in
g

 th
e confidence o

f a 
person 

w
ho feels 

lovcd, 
th

e 
self­

affirm
ed

 
rely 

on 
p

seu
d

o
-co

n
fid

en
ce 

w
h

ich
 

th
ey

 
d

isp
lay

 
ns 

ag­
g

ressiv
en

ess-an
 aggressiveness born o

f in
n

er d
o

u
b

ts nnd nn exagger-

/3
8
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ated
 n

eed
 to "p

ro
v

e" them
selves. T

h
e
 result is th

at th
e self-affirm

ing 
person struggles on an 

u
n

en
d

in
g

 treadm
ill, 

blindly trying to g
ath

er 
m

ore an
d

 m
o

re pseudo-happiness (m
aterial success) as a su

b
stitu

te for 
tru

e h
ap

p
in

ess (affirm
ing relationships o

u
tsid

e o
f his o

r h
er self). T

h
e
 

self-affirm
ing person is thus trapped in a cycle o

f accu
m

u
latin

g
 rath

er 
than giving, practicing self-love rather th

an
 love o

f others. 
D

ep
en

d
in

g
 only on self-love is self-consum

ing, an
d

 th
u

s th
e self­

affirm
ed person is unable to

 truly affirm
 (love) others. S

in
ce all th

ey
 d

o
 

an
d

 th
in

k
 is cen

tered
 around affirm

ing th
eir ow

n self-w
orth, th

e self­
affirm

ed are ex
trem

ely
 m

anipulative o
f o

th
ers. O

th
er p

eo
p

le b
eco

m
e 

o
b

jects for 
m

anipulation 
rather than 

persons 
honored 

for 
th

eir o
w

n
 

sake. F
or ex

am
p

le, in sexual en
co

u
n

ters th
e focus is alw

ays o
n

 th
e self 

rath
er than th

e other. T
h

u
s intercourse b

eco
m

es an act m
ore o

f m
u

tu
al 

m
astu

rb
atio

n
 than o

f m
utual love. S

ince each
 co

n
cen

trates o
n

 proving 
th

em
selv

es in su
ch

 intercourse, th
e self-affirm

ed freq
u

en
tly

 p
rey

 u
p

o
n

 
each o

th
er, often by m

utual consent. 
A

ccording to 
D

r. 
B

aars, 
these self-cen

tered
, self-affirm

ing m
en

 
and w

o
m

en
 are incapable o

f truly loving an
d

 affirm
ing each o

th
er o

r 
th

eir ch
ild

ren
. T

h
eir children, like all o

th
er persons, are only o

b
jects 

u
sed

 to prove them
selves to th

e w
orld. T

h
eir ch

ild
ren

 ex
ist only to

 

please th
em

, an
d

 they have no claim
 to m

ore than th
e self-affirm

ed 
p

aren
t is w

illing to
 give. C

o
m

in
g

 from
 this p

ersp
ectiv

e, th
en

, th
e self­

affirm
ed "are th

e first to
 d

em
an

d
 th

e right to
 ab

o
rt th

e child they know
 

or sen
se th

ey
 arc incapable o

f loving. "
8

9
 

T
h

u
s it is these sclf-affirm

cd w
om

en (and m
en

) w
h

o
 find it easiest 

to
 ch

o
o

se abortion w
hen it advances th

eir self-interests. B
u

t ev
en

 th
en

, 
m

an
y

 self-affirm
ed w

om
cn w

ill suffer post-abortion am
bivalence. 9o B

u
t 

alth
o

u
g

h
 m

any, o
r even m

ost, o
f th

e self-affirm
ed w

ill b
e tro

u
b

led
 by 

am
b

iv
alen

ce o
r guilt, at Icast so

m
e o

f this g
ro

u
p

 w
ill em

erg
e from

 an 
abortion relatively unscathcd. 

A
s a class, 

then, the self-affirm
ed rep

resen
t those w

ith th
e b

est 
ch

an
ce o

f b
ein

g
 unaffected by abortion. T

h
e
y

 su
ffer least n

o
t b

ecau
se 

th
ey

 are m
ore psychologically stable, b

u
t b

ecau
se they are already so 

psychically crippled. T
h

e abortion ex
p

erien
ce is 

unlikely to 
breach 

th
eir d

efen
ses precisely hecause those d

efen
ses have b

een
 in place for 

so long. 
R

ath
er than dcnying the h

u
m

an
ity

 o
f th

e u
n

b
o

rn
, self-affirm

ing 
w

o
m

en
 m

ig
h

t nccept that a hum
an life is d

estro
y

ed
, b

u
t they sim

ply 
rationalize th

e d
eath

 as "Ilcccssnry" or justified. A
s o

n
e w

om
an p

u
t it: 

"N
o

 o
n

e shrinks from
 "'h:1t abortion m

eans: th
e irrevocable en

d
in

g
 o

f 

139 



A
B

O
R

T
E

D
 

\V
O

l\fE
N

 

. [a] u
n

iq
u

e h
u

m
an

 b
ein

g
. T

o b
e unequivocally, all-(Jllt for life, an

y
 

life, 
is 

q
u

ite satisfying to
 th

e soul, 
b

u
t it's 

an 
ethical 

in
d

u
lg

en
ce 

I 
can

n
o

t afford. T
h

e
 b

o
tto

m
 line is, som

eone's rights are g
o

in
g

 to
 tak

e 

p
reced

en
ce. I vote for th

e w
om

an. '''H
 

S
im

ilarly, an
o

th
er fem

in
ist p

h
ilo

so
p

h
er insists th

at w
o

m
cn

 sh
o

u
ld

 
n

ev
er agree to b

e th
e "v

ittim
" in an u

n
w

an
ted

 prcgnancy. If th
ere m

u
st 

b
e a "v

ictim
," an

d
 sh

e ag
rees th

ere alw
ays is, th

en
 it m

ig
h

t ju
st as w

ell 
b

e 
th

e u
n

b
o

rn
 ch

ild
, 

,,-ho 
b

y
 virtue o

f its 
low

er social 
stan

d
in

g
 is 

logically less valuable. 9
21 

S
elf-affirm

ed w
o

m
d

n
 su

ch
 as th

ese are sim
ply lInw

illing to sacri-
fice an

y
 o

f th
eir o

w
n

 im
m

ed
iate am

bitions or th
eir o

w
n

 m
aterial posses­

sions for th
e sak

e o
f an u

n
w

an
ted

 responsibility. T
h

e
y

 are ad
d

icted
 to

 
th

e p
seu

d
o

-h
ap

p
in

ess of;their ow
n plans, careers, an

d
 p

o
ssessio

n
s-th

e 
"th

in
g

s" in th
eir lives u

p
o

n
 w

hich they d
ep

en
d

 for th
eir self-affirm

a­
tion. L

ik
e all ad

d
icts, th

ey
 are u

n
ab

le to trust th
at th

ere is a g
reater 

h
ap

p
in

ess to b
e found in a h

u
m

an
 relationship. 

particularly a fu
tu

re 

relationship w
ith an u

n
seen

 child. 
In

 su
m

, th
e w

o
m

eh
 \cast likcly to su

ffer from
 

post-abortion se-
q

u
elae are th

o
se for w

h
6

m
 m

o
st p

eo
p

le have th
e k

a
st sym

pathy. T
h

ey
 

are th
e self-affirm

ed w
o

m
en

 for w
hom

 abortion is n
o

t a dire necessity, 
b

u
t an act d

o
n

e p
u

rely
 for th

e sake o
f co

n
v

en
ien

ce. T
h

ey
 abort n

o
t for 

h
ealth

 reasons, n
o

r o
u

t b
f eco

n
o

m
ic necessity, nor ev

en
 to avoid social 

em
b

arrassm
en

t. 
(In

d
eed

, 
sin

ce 
sh

e 
is 

self-affirm
ed, 

su
ch

 
a 

w
o

m
an

 
w

ould b
e th

e first, if it su
ited

 her, to d
elib

erately
 seek

 a child o
u

t o
f 

w
edlock, 

th
ro

u
g

h
 artifitial in

sem
in

atio
n

. or by a "o
n

e n
ig

h
t stan

d
." 

S
h

e cares n
o

t for social norm
s, or for th

e w
ell-b

ein
g

 o
f a child raised 

w
ith

o
u

t a father, o
n

ly
 for h~r ow

n d
esires.) In

stead
. th

c sclf-affirm
ed 

w
o

m
an

 aborts to p
rev

en
t a d

istu
rb

an
ce in 

h
er lifestyle or career. 

If 
m

arried an
d

 w
ith

 ch
ild

ren
 already, abortion is ch

o
sen

 sim
ply h

ccau
se 

"W
e d

o
n

't w
an

t an
y

 m
o

te." T
h

e
 self-affirm

cd w
o

m
an

 m
ay abort sim

ply 

to avoid b
ein

g
 "tied

 d
o

w
n

." 
It is circu

m
stan

ces' su
ch

 as th
ese for w

hich m
o

st p
co

p
le have th

e 
least sym

pathy, 
b

u
t it is 

th
e w

o
m

en
 and 

m
en

 w
h

o
 ab

o
rt for 

th
ese 

reasons w
ho are th

e m
o

st active and vocal in d
em

an
d

in
g

 "frecd
o

m
 o

f 
ch

o
ice" in o

rd
er to p

ro
tect th

eir lifestyles. C
onversely, it is th

c w
o

m
en

 
w

h
o

 
feel 

co
m

p
elled

 
b

y
 

necessity 
to 

ab
o

rt 
w

ho 
are 

least 
active 

in 
d

em
an

d
in

g
 th

e 
right to abortion. 

In
d

eed
, 

th
e latter ah

h
o

r ahortion 
(that's w

h
at m

ak
es it trau

m
atic for th

em
,) an

d
 su

b
m

it only b
ecau

se the~­
see no o

th
er altern

ativ
e. To th

em
 abortion is "u

g
ly

" an
d

 "d
irty

." It is 
n

o
t a co

n
v

en
ien

ce o
r a 

"rig
h

t" 
w

hich 
they 

ch
erish

; 
it 

is 
an 

aw
ful 
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"n
ecessity

." B
u

t it is 
th

ese latter w
o

m
en

, th
o

se w
ith w

h
o

se circu
m

­
stan

ces w
e all 

sy
m

p
ath

izc, 
w

h
o

 are m
o

st likely to ex
p

erien
ce post­

abortion traum
a. 

B
y allow

ing an
d

 ev
en

 en
co

u
rag

in
g

 th
em

 to co
m

p
ro

­
m

ise them
selves, society ab

an
d

o
n

s th
ese w

o
m

en
 to th

e "u
g

ly
 n

eces­
sity

" o
f abortion w

hich carries w
ith

 it guilt, d
esp

air an
d

 loss. 
In th

e final analysis, th
en

, ev
ery

 w
o

m
an

 pays a psychological price 
for abortion. T

h
o

se w
ho ab

o
rt o

u
t o

f "n
ecessity

" pay th
ro

u
g

h
 p

o
st­

abortion traum
a. T

h
o

se w
ho ab

o
rt for th

e sak
e o

f co
n

v
en

ien
ce have 

already paid 
by 

b
u

y
in

g
 

into 
th

e ab
o

rtio
n

 
m

entality, 
th

e 
"m

e first" 
philosophy w

hich 
has 

crip
p

led
 

th
eir ability 

to 
affirm

 
o

th
ers an

d
 

to 
recognize or accep

t unconditional love w
h

en
 it is o

ffered
 to th

em
. 

T
h

is observation is su
b

stan
tiated

 b
y

 th
e testim

o
n

y
 o

f D
r. Ju

liu
s 

F
ogel, a psychiatrist and o

b
stctrician

 w
h

o
 has b

een
 a lo

n
g

-tim
e advo­

cate o
f abortion and 

has 
p

erfo
rm

ed
 

h
u

n
d

red
s o

f ab
o

rtio
n

s him
self. 

A
lthough h

e approaches ab
o

rtio
n

 from
 a "p

ro
-ch

o
ice" p

ersp
ectiv

e, D
r. 

F
ogel is d

ecp
ly

 co
n

ccrn
cd

 ab
o

u
t th

e "psychological effects o
f ab

o
rtio

n
 

o
n

 th
e m

other's m
in

d
." A

ccording to
 D

r. F
ogcl: 

A
bortion is an ill1p:lssioned su

b
jcct. .

.
.
 E

v
ery

 w
o

m
a
n

-w
h

a
te

v
e
r 

h
er age, 

background o
r se

x
u

a
lity

-h
a
s a trau

m
a at d

estro
y

in
g

 a 
pregnancy. A

 Icycl or h
u

m
an

n
ess is to

u
ch

ed
. T

h
is is a p

art o
f h

er 
ow

n 
life. 

S
h

e dcstroys 
a 

pregnancy, 
sh

e 
is 

d
estro

y
in

g
 

herself. 
T

h
ere is no w

ay it can b
e in

n
o

cu
o

u
s. O

n
e is d

ealin
g

 w
ith

 th
e life 

force. It is totally b
csid

e th
e p

o
in

t w
h

eth
er o

r n
o

t you th
in

k
 a life 

is there. Y
ou can

n
o

t d
cn

y
 th

at so
m

eth
in

g
 is b

ein
g

 created
 an

d
 th

at 
this crcation is physically h

ap
p

en
in

g
 .
.
.
.
 O

ften
 th

e trau
m

a m
ay 

sink into th
e unconscious an

d
 n

ev
er surface in th

e w
om

an's life­
tim

e. B
u

t it is not as h
arm

less an
d

 casual an ev
en

t as m
an

y
 in th

e 
proabortion crow

d insist. A
 psychological price is p

aid
. It m

ay b
e 

alienation; it m
ay be a p

u
sh

in
g

 aw
ay from

 h
u

m
an

 w
arm

th
, p

erh
ap

s 
a h

ard
en

in
g

 o
f th

c m
atern

al instinct. S
o

m
eth

in
g

 h
ap

p
en

s o
n

 th
e 

d
eep

er levels o
f a 

w
om

an's consciousness 
w

h
en

 sh
e d

estro
y

s a 
pregnancy. I know

 th
at as a psychiatrist.'}] 

C
learly, if a psychological price is n

o
t paid after th

e ab
o

rtio
n

, it w
as 

probably co
m

p
ro

m
ised

 ~I\\·ay lo
n

g
 b

efo
re. 

S
u

m
m

ary
 

A
bortion 

is 
never sim

ply "o
y

cr an
d

 
d

o
n

e w
ith

." T
h

e
 ex

p
erien

ce is 
alw

ays tainted by a lingering am
b

iv
alen

ce and is o
ften

 th
e source o

f 
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severe psychiatric disabilities. P
ro-abotionists do not deny that post­

abortion sequelae occur, they sim
ply insist that they arc usually bearable. 

S
everal sources place the rate o

f severe post-abortion sequelae, defined 
as requiring psychiatric hospitalization, as high as 10 percent. O

bserva­
ble sequelae o

f a less serious nature occur in 55 to 90 percent o
r all 

aborted w
om

en. 
N

o
t surprisingly, m

ost reactions include aspects o
r guilt, depres­

sion, self-p
u

n
ish

m
en

t, and feelings o
f loss and em

p
tin

ess. 
l\lany 

w
om

en deny their inner doubts, b
u

t psychiatric evidence indicates that 
all 

aborted w
om

en continue 
to

 
race 

unresolved conflicts 
about the 

abortion, at least at som
e subconscious level. 

T
h

e
 w

om
en m

ost likely to
 suffer post-abortion sequelae are those 

w
hose situations are 

m
ost sym

pathetic, 
those w

ho are 
"rorced" 

by 
soeial or econom

ic conditions, or those w
ho w

ant a child som
e day b

u
t 

"n
o

t ju
st now

." 
T

h
o

se 
least 

likely 
to 

suffer are 
those 

w
ith 

"little 
m

otherliness," w
ho abort purely for convenience and have no doubts 

ab
o

u
t w

hat they are doing. T
h

ese "selr-affirm
ing" w

om
en are chronic 

exploiters, used to m
anipulating people as objects. and so arc easily 

inclined to th
in

k
 o

f the unborn as 
disposable property. 

T
h

ese selr­
affirm

ed w
om

en m
ay recognize thc hum

anity of the unborn child. b
u

t 
their w

orldview
 is self-centered. and so is insulated rrom

 com
passion 

for th
e child or for anyone else. 

G
iven th

e great psychological and physical risks posed by abor­
tion, 

it is clear that the responsible physician, one interestcd in 
his 

client's overall health, w
ould 

be extrem
ely reluctant ever to 

rccom
­

m
en

d
 or perform

 an abortion. 
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1. Rationale 

Those who fight in the name of "freedom of choice" say they are not promoting 
abortion. but a woman's "right to choose." If a woman considering an abortion is t~ 
have any real choice, she must be allowed to have access to all the facts about her 
situation. Otherwise. "choice" is only a political slogan. which really means nothing 
more than subjecting a woman to the control of others -fathers who want to avoid 
responsibility, families more concerned about their reputations than potential 
physical and psychological repercussions. friends who don't really know about 
realistic alternatives. and abortion industry counselors and doctors more concerned 
about making a sale than helping a woman make a considered decision about her real 
interests and the interests of her unborn child.~ 

Because the decision to have an abortion is such a major one. having potential 
ramifications not only on the physical and psychological health of the mother. but 
also on the life of the unborn child, it i~ ,only right and proper that the state 
guarantee the mother access to all information relevant to her decision. Since 
current abortion procedures are often hurried and impersonal, and the physician­
patient relationship almost nonexistent, the state is justified in taking such measures 
to protect the rights and interests of the patient. 

Informed consent legislation is intended to ensure that women considering an 
abortions are informed about the medical risks associated with the procedure and 
given an opportunity to read information about agencies that provide alternatives to 
abortion, as well as non-inflammatory, scientifically accurate information about the 
development of the unborn child. 

I It can never be ignored that abortion destroys a human life. See Willke. Abortion: Questions and 
Answers 33 (Rev. edt 1988), APP S. 
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II. Why Informed Consent Legislation is ~ eeded 

A. Neither uninformed choices nor forced choices are really free choices 

Those who argue for a woman's right to abort her unborn child emphasize the 
woman's "right to choose" an abortion based on her own oersonal evaluation of her - , 
obligations and interests. A woman who is denied information relevant to her 
decision is not able to make a free choice. Rather than being treated as a rational - . 
responsible adult. she is misled into believing that she has no realistic alternatives. 
that the unborn child she carries is no more than a clump of tissue. and that abortion 
is an easy solution with no potential drawbacks or dangers. A woman who decides 
to have an abo rtio n under these circums ranees is no r "choosing" anythi ng. bu t me re ly 
being manipulated by social pressure and a paternalistic medical system. 

Anyone who consistently wants to uphold a woman's "right to choose" must 
show equal vigor in attempting to insure tha,~ every woman considering an abortion 
is provided with all the information necessary to enable her to make a truly informed 

- decision. Only in this way can a woman make her own decision, a decision she can 
live with. a decision she will not later regret after events can no longer be altered.2 

B. Abortion clinics frequently fail to provide adequate and accurate 
information to women considering abortion 

Opponents of informed consent legislation frequently say that what 
information a woman is told should be left to the discretion of the individual doctor. 
But according to a study published by Planned Parenthood's research affiliate, the 

Ian Guttmacher Institute, in 1987, only 4-8% of all abortions are performed in 
doctor's offices. 75 % are done in abortion facilitie that oerform at 1 a t 1 000 a 

w" ne 10 aCI lUes erformin a at least 5 000 a ear.3 In Roe v. 
Wade, the Supreme Court appears to have envisioned the woman and her physician 
consulting together to consider carefully all the factors relevant to her decision, 
looking at not only potential medical complications, but also psychological harm, and 
possible impact on her life, her family, and her future.~ Under the kind of assembly 
line conditions mentioned by Guttmacher. doctors would rarely have the time to 

: In Wood & Durham, Counse!in~. c.-'qsultin~. and Consent: A.bonion and ihe OQqoc-P:Hient 
Relationship, 1978 B.Y.U.L. Rev. 783. 786 (see APP A), the authors point out that autonomy, or the 
abiiity to control one's life according to one's own choices, can only be supported by informed consent. 
They write. "A woman's autonomy, after all. is protected not by ensuring her ability to make any choice 
she wishes, but by protecting her right to make an informed, calm. and rational choice: 

I Henshaw, Forrest, & Van Vort. Abortion Servjces in the U aited States, Family Planning Perspectives. 
Mar./ Apr. 1987, at 68. APP 1. 

• ~ Wood & Durham. iUl2,G. at 784, referring to the court's decision in Roe v, Wade, ·no u.s. 113, 
153 (1973). APP A. 
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personally inform or counsel the patients. Here there could be little or no real 
physician/patient relationshi . The doct a total stranger. not 
someone w 0 nows t e atient's ersonal medical historY and backgroun. e 
on y personal contact the patients might receive is from nonmedica "c0l7nse ors who 
talk with the women. often in groups. and sometimes for as little as only three 
minutes. Pamela Zeckman and Pamela Warrick of the Chicago Sun-Times report. 

Cnder [Illinois] state! regulations. clinics are required to counsel 
abortion patients. Some clinics take time with patients to probe their 
motivl!S, fears. and misgivings. But so me of the ~lichigan Ave. cl inics 
make a mockery of the mandate. At least one offers no counseling at 
all. Others make feeble attempts at counse"ling groups of 10 or more in 
three minutes or less.s 

Obviously, this is hardly the time or attentio"n necessary for such a serious decision. 
Even when such"counseling" takes place. it is often deceptive and misleading. Shelly 
Banda of Menasha, Wisconsin offers the following account of her "counseling" 
experience. 

The abortion chamber provided counse ling only on the day of the abortion and 
in a group of 3 other young women. I told the counselor that I felt abortion 
was r:mrder and she quickly enlisted the aid of the other girls to apply pressure 
and I was bombarded with remarks such as, "What would you do with a 
baby[?]," and "Where would you go?" I had no answers so I sat silently during 
the remainder of the session. A uterine model was brought in which contained 
only a nucleus of cells with protons and neutrons revolving around it - not at 
all an 8·10 wk. fetus which was really there. The fetus'was only referred to as 
a "by-product" of conception and no possible side-effects or alternatives were 
even discussed with us. If someone had offered me an alternative such as a 
"shepherd home" I would not have had the abortion and I would be at peace 
now instead of the hell I live in knowing I allowed my baby to be killed."6 

In n v', the Massachusetts District Court found that 
"clinics and counselors avoid discusslOn ot the staae ot develooment," an that "there 

l'S3 del iberate effort to shield the woman from this information about fetal 
development.'" -
~ 

I Zekman and Warrick, The Abortion Profiteers, Chicago Sun-Times, Nov. 12,1978, at 4, col. 1. APP 
K. 

6 Letter from Shelly Banda to Senator Gordon Humphrey, June 10, 1986. 

teiaQ~ PateQ!hQOd v. Bellatti. 499 F. Supp. 215. 219 (D. Mass. 1980). ] 
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Karen Yates, director of the Southeast Crisis Pregnancy Center in 
Washington. D.C. says she is amazed at the number of women who have had one or 
two abortions and still don't know the facts about fetal development. She says some 
of the women have "really freaked out" when they realized they had killed their 
developing baby through a previous abortion. i 

Zekman and Warrick relate. 

One patient. who said she under.vent a horribly painful abortion at 
Biogenetics [a major Chicago abortion clinic]. recalled she had many 
4uestions to ask her counselor. "But I was afraid to ask them with all those 
people around." ... Another Biogenetics patient told the Sun-Times she might 
not have gone through with her abonioQ had someone taken the time to 
counsel with her. "I wasn't counseled at all." she said. "The nurse just took my 
name down and filled out the application. She gave a quick explanation of the 
procedure. but that's not counseling.. I wasn't sure I wanted an abortion. I 
really wanted to talk to somebody about it."~ 

There are flaws even in the most idealistic self portraits provided by abortion 
counselors. According to one account, 

At a 1971 conference of abortion providers, hospitaf clinical social 
worker Martha Skibitzki said she saw the role of the abortion counselor 
as no more than a "facilitator and participant" in problem solving. The 
counselor was to give the client any information she requested, and help 
her reevaluate her attitudes, but always operate on the assumption that 
the woman did not want to be talked out of an abortion. The decision 
made, the counselor was to give the woman emotional support, cut any 
red tape, explain in advance the frequently bad logistical conditions like 
the lack of rooms and operating facilities, explain the procedure and -
if the doctor approved -warn the patient about possible future sterility. 

Finally, the counselor was to try to counteract the conviction that the 
unwed mother-to-be should suffer for her mistake.!O 

~ otice how this idealized counselor provides only the information "requested" by the 
patient. If a woman doesn't know enough to ask, or is to afraid to ask (as many of 
those patients quoted above said they were), she will not be offered any information 

S Braun. :"fation's First Black Crisis Preinancy Center Stresses Family Involvement, National Right to 
Life News, Jan. 12, 1984, at 4, eols. 1-4. APP L. 

~ Zekman and Warrick, Hot Line Deceptions Sell Most Abortions, Chicago Sun-Times, Nov. 25,1978, 
at 50, col. 1. APP K. 

10 Marx, The Death Peddlers: War 00 the Unborn 18 (1971). 
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about the development of the unborn child she is carrying or about possible 
alternatives to the abortion. The mother is not even to be told about "possible 
future sterility" unless the doctor "approved." Though this counselor is said to be 
prepared to help the mother "reevaluate her attitudes." the actual decision regarding 
the abortion appears to be off limits. The counselor assumes the question is alreadv 
settled and just helps the process along. cutting administrative "red tape" and 
quieting whatever fears or pangs of conscience may be giving the mother second 
thoughts. This is not a neutral stance. 

Do women feel they are given enough information by abortion counselors to 
make their decisions? Have women already made up their minds before arriving at 
the abortion clinic? In one studv of 252 worn who had abortions II . i -

not feel that at the time 0 their abortion thev had all the information nece"sarv to 
+make their decision. Only 78 of those 252 said they felt "firm" about their gecisions 
when the went to the clinic.'l Whether this sample is representative or ~10t, it is 
o vious that there is a sigm icant group of women who never received adequate 
counseling during the time of their crisis. . 

David Reardon offers a more realistic account of what abortion counseling is 
all about. 

At one clinic ... when a woman voiced her concern that abortion might be 
killing. the counselor said. "don't think of it as killing. Think of it as 
taking blood out of your uterus to get your periods going again.'· ... Once 
counselors decide what is "best" on behalf of their clients. it is an easy 
matter to influence their final decisions toward the predetermined 
outcome. Counseling in such cases downplays or even denies the 
availability of support resources and instead concentrates on the 
"tremendous burdens" involved in raising a child. Such counseling 
sessions encourage women to believe that abortion is nbt only the "safe 
and easy" solution, but it is in fact "the only practical thing to do." 
Explaining how she handles such cases, abortion counselor Betty Orr 
says. "I ask them who is going to take care of the baby when they're in 
school. Where are they going to get money for clothes?" Faced with 
such questions of antagonism rather than offers of confirmation and 
support, frightened and vulnerable young women are easily convinced 
that abortion is their.Q..l:l.b: choice - even when it is contrary to their real 
desires. 12 

Why is there such pressure placed on the mother to abort her baby? Why is 
information about alternatives kept from her? Why is the patient not warned·about 
potential physical risks? Why is the mother not told the facts about the developing 
child inside her? The answer must be this: because every woman who changes her 

C' Reardon. Aborted w~mon: Silo"l ~334. 335 (1;;B7). A~ 
u.l!1. at 151-252 (1987). APP M. 

6 



mind represents lost income for the abortion providers. Abortion is a multi-million 
dollar ayear industry and abortion providers aren't about to let anything stand in the 
way of profits. For example, 

Carol Everett, at one time director of four Dallas/ Ft. Worth abortion 
clinics. owner of two. says. "Each time I sold an abortion to another 
woman. I justified my own abortion all over again. I was really quite 
good at abortion marketing, and soon watched my employer's abortion 
business more than double. When I realized how profitable the 
"business" was. I wanted more money. Because my employer would not 
give me an equity interest. I negotiated a more lucrative arrangement 
with the next clinic. I was paid 525.00 for each abortion that was done. 
The first month we did 45 abortions and the last month in the abortion 
business, with two clinics open, we did 545 abortions. Multiply 545 
times 525.00 and I made S 13,625.00 in July, 1983. However, we had 
much bigger plans. We actually planned to have five clinics. all run our 
of one yellow page advertising budget and one central telephone 
counseling center. We wanted to eventually pull patients from a five­
state advertising area.:3 

Zeckman and Warrick of the Chicago Sun-Times give the following 
report of abortion counseling in one clinic. "When staff members do 
have time to talk to patients, they are under orders to say nothing to 
scare women away. 'Don't tell them it hurts,' our undercover counselor 
was told. 'Don't answer too many questions because the patient gets too 
nervous, and the next thing you know they'll be out of the door.'''!4 

Under cjrcumstances that more closely resemble assembly lines than personal 
medical care facilities, counseling is little more than a byword: since the object is not 
patient care. but turning a profitt this should not be surprising. More abortions 

"mean more money. A woman who changes her mind represents lost profit, so the 
less said, the better. 

The only way to insure that the rights of the woman are upheld is for the state 
to guarantee her access to the information essential to her making an informed 
decision. particularly to counter the social and selling pressure ~xerted upon her by 
those representing the interests of the abortion industry. 

t] Everett. What I Saw in the Abortion Industry, USA Today, Apr. 26,1989 (Special Advertising Insert). 
APP 1. 

t. Zekman and Warrick, The Abortion Profiteers, ~ note 5. APP K. 
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C. The burden of pain and regret 

The story told by the abortion industry is one of quick, safe and easy sOlutions. 
Yet many of those undergoing abortions are scarred for life. 

Judy Oulliber writes. "After my abortion in 1976. I experienced seven 
and one half years of spiritual, emotional. and physical side dfects. 
including the premature birth of my son James Michael. four years after 
my abortion. He died when he was 23 days old. Premature birth of 
subsequent pregnancies is a growing concern of \vomen \vho 
unknowingly choose abortion as an alternative in a crisis pregnancy. [ 
use the word "unknowingly" because I was nqt counseled at the time that 
I would be under a doctor's care for three years to heal atypical vaginal 
cells following that abortion, or that I would become so overwhelmed 
by guilt and remorse that I would struggle for seven and one half years 
with fears and. anxieties to the point of becoming agoraphobic, an 

- emotional condition that not only put a strain on my marriage but also 
contributed to its eventual failure."l' 

Physical risks like scarring, infection, and sterility are only part of the story. 
Shirley Foster of Brookeville. Maryland wrote a letter to the clinic which performed 
her abortion, saying, "Please realize your counseling does not inform women of the 
years of guilt, shame, pain and deep regret that follows an abortion."16 A Los 
Angeles Times survey taken in March of 1989 shows that Shirley Foster is not alone. 
The Times survey revealed that 56% of women who stated that they had abortions 
felt a sense of guilt about it, and 26% now "mostly regret the abortion."17 Seeing as 
how half of the women who have abortions every year are ashamed to admit it even 
in a confidential survey, the numbers are likely to be even higher than that.:8 Even 
if the survey underestimates the amount, it means there are thousands and thousands 
of women for abortion has been, not a benefit, but a heavy, heavy burden. Many 
echo the pain of Shirley Foster. 

:, Letter from Judy Oulliber to Sena[Qr Gordon Humphrey. (June 5. 1986). 

16 An open letter from Shirley Foster to Cygma Abortion Clinic (July 12. 1989). 

17 Skelton, Abortiog often causes ~ui1t. reirer. poll finds, The Sacramento Bee, March 19, 1989, at A-
7, col. 2. APP H. 

:1 ~ Whitehead and Patrick, Exclusive Interview; U.S. Surieon General C. Everett Koop, Rutherford 
Journal, Vol. 6, No.1, at 30,31 (Spring 1989). 
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Sandra D. Walton of Silver Spring. Maryland. says. 

I didn't receive any formal counseling at the clinic. They simply described the 
suction abortion procedure and said it would only take a few minutes. Those 
few minutes scarred me for the rest of mv life. If only someone had been there . . 
to give me the facts about the child inside of me. If only someone had been 
there to point out alternatives that would help me and accept the 
responsibility instead of escaping it at the expense of my baby's tife. I could 
have been spared the haunting grief and guilt.:Q 

Teresa L. Wibblesman says. 

When I was 16 I was shuifled through an ass'embly line abortion. I was number 
13 of 17 who went through the morning session at one abortion clinic .. .I'm not 
sure the tears will ever stop .. .If I had known then that it would be difficult to 
sleep at night and that every time I saw a child about the same age as the one 
I got rid of my insides would flinch, or that I would feel I had to have another 
child to 'justify' my actions as a teenager, I hope and pray I would have made 
anothe r decision.:o 

Still another account notes, 

Before her abortion while three months pregnant, Julie Engel recalls 
asking an abortion counselor, "What does a three-month-old fetus look 
like?" "Just a clump of cells," she answered matter-of-factly. Years later 
she saw some pictures of fetal development. "When I saw that a three­
month-old 'clump of cells' had fingers and toes and was a tiny, perfectly 
formed baby, I became really hysterical. I'd been lied to and misled."2l 

Not every woman who has an abortion experiences life-long trauma. Many people 
do not experience the pain and remorse until several years later.2l But, if these 

19 Sandra D. Walton.J&..us:.r, 133 Congo Rec. S 12,326 (daily ed. Sept. 17, 1987). 

=a Teresa L. Wibblesman • .!&..till, 133 Congo Rec. 17,371 (daily ed. Dec. 4,1987). 

:1 Rockmore, Are You Sorry You Had an .-\bonion?, Good Housekeeping, July 1977. at. APP ~f. 

~ Washington Post columnist Colman McCarthy recounts the words of Dr. Julius Fogel in an article 
entitled The Real Aniuish of Abortions, Washington Post, Feb. 5,1989, at F-2, col. 4. Dr. Fogel, an Ob­
Gyn and a psychiatrist, says, 

There is no question about the emotional grief and mourning following an abortion. It 
shows up in variousf arms. I've had patients who had abortions a year or two ago - women 
who did the best thing at the time for themselves - but it still bothers them. Many come 
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testimonials and the L.A. Times survey are to be believed a significant number of 
those havin a years ot (JUI tan anauish. something counselors 
wor 109 for the abortion industry never told them about. an 
counse ors currently have no ecra' em about. sn It (tme e 
ng ts of women were protected from the exploiters of the abortion industry? 

D. Letting patients, not physicians. decide 

At one time in our history. physicians had both the legal right and the social 
approbn tion to decide what was in the best interest of their patients. including what 
patients were to be told about their conditions. Things have changed. Though this 
paternalistic attitude continues to pervade the medical profession. it no longer goes 
unchallenged either in the law courts or in the court of public opinion. 

In 1972, in the landmark case of Canterbury v. Spence, a federal Court of 
Appeals held that "every human being, and thus every medical patient, of adult years 
and sound mind has the right to determine what shall be done with his [or her] own 
body."23 The court further held that the "[m]edical patient's true consent to what 
happens to him [or her]self is informed exercise of choice. entailing opportunity to 
evaluate knowledgeably the options available and risks attendant upon each,":4 The 
court stated "It is the prerogative of patient. not physician, to determine for him (or 
her1self the direction in which his [or her1 interests seem to lie,',25 The physician has 
a duty to tell the patient of risks and alternatives, and failure to disclose such 
information may be grounds for a SUit.~6 The physician is not to impose his or her 

in -some are just mute, some hostile. Some burst out crying ... There is no question in my 
mind that we are disturbing a life process, 

McCarthy goes on to say that in 1971, when Fogel and .others were legally performing "therapeutic 
abortions;' Fogel had made the same type of observations. 

Often the trauma may wink into the unconscious and never surface in a woman's 
lifetime ... [But] a psychological price is paid. I can't say exactly what. It may be alienation, 
it may be pushing away from human warmth. perhaps a hardening of the maternal 
instinct. Something happens on the deeper levels of a woman's consciousness when she 
destroys a pregnancy. I know that as a psychiatrist. 

::3 Canterbury v. Spence, 464 F. 2d 772. 780 (D.C. Cir. 1972). APP O. 

:.$ M. at 773. 
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own beliefs on the patient.:1 Finally, "Respect for the patient's right of self­
determination on particular therapy demands a standard set by law for physicians 
rather than one which physicians mayor may not impose upon themselves".:! 

More and more emphasis is being placed on the importance of patient 
autonomy - the right of the patient to decide for him or herself what treatment is in 
his or her best interest - as a basic. if not primary consideration in physician 
disclosure. The outgrowth of malpractice suits.:9 as well as the establishment of 
documents such as "living wills" testify to the increased public insistence on the 
patient as the decision maker in any medical decision. Y{ore and more often. the 
public is demanding the right of informed consent.30 

Even those in the medical profession are beginning to recognize the doctrine 
of informed consent. In a recent article in JA:v{A, the authors admitted that a 
paternalistic bias had long permeated the profession.31 They said. "some factors that 

::r M. at 774. 

'-S M. at 784. 

:9 ~ Lawver SaY5 ~{D Has a Dutv to Give Sufficient Informatioo to Patient When Securin~ Informed 
Coosent, 19 Ob.Gyn News 34 (1984). According to this article, Douglas Danner, J.D., at a conference 
sponsored by the American Society of Law and ~edicine, warned physicians that they are susceptible to 
possible legal action if they ignore the basic principles of informed consent. Among his warnings: 
recognize that the prerogative belongs to the patient; don't delegate the job of getting consent to staff 
members; just answering questions is inadequate; never call any procedure "routine;" and get written 
consent whenever possible. APP P. 

JO According to a study published in Haug & Lavin, Consumerism in Medicine: ChalIen~in~ Physician 
Authority 83 (1983), nearly two-thirds of primary care practitioners believe patients are more apt to 
challenge their authority than previously. Furthermore. one out of six members of the public say they are 
not as inclined to accept a doctor's opinion as in the past. The authors suggest that this patient mood and 
behavior may be spreading. . 

11 Farrow, Wartman, & Brock, Science. Ethics. and the \1akini of Clinical Decisions, J.A.~.A. 3161. 
3165-66 (June 3, 1989). APP Q. The authors note: 

Some have argued that few patients can understand the risks and benefits of 
medical interventions accurately enough to make decisions that optimize their own 
interests. Although this may at times be true for some seriously ill patients, it is muc!lless 
true. if it is true at all, for many asymptomatic ambulatory patients. Those who doubt the 
ability of patients to make fully rational medical judgments implicitly assume that the 
judgments of physicians is significantly more reliable. ~any studies have suggested: 
however, that physicians' decisions are influenced by a wide variety of factors that are 
unrelated to a patient's specific medical problem. These include practice setting, degree 
of specialization, and physician age. Other studies have shown that physicians may 
misunderstand quantitative medical information and that they may manifest some of the 
same "irrational" biases in decision making to which patients are claimed to be 
susceptible. 
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are pivotal in the determination of whether treatment serves a patient's best overall 
interests may only be understood or known by the patient.',n Rather than a one­
sided relationship in which a patient humbly and quietly acquiesces to the physician's 
wishes. they urge a partnership in which "physician and patient each contribute their 
own special knowledge to the decision-making process.',j) 

Yet it is obvious from the accounts we have already recounted that the 
paternalistic bias still permeates the abortion process. Those who oppose informed 
consent legislation often do so on the supposed basis of concern for the anxiety of 
the pregnant woman. Such an attitude is patently paternalistic and degrading. 
denigrating the maturity and rationality of women. Someone who withholds 
information from the woman is attempting to make the decision for her. assuming 
she is somehow incapable of handling or understanding the information. It becomes 
a decision not by the woman and her doctor. but by the doctor alone. usually a male. 
and usually employed by the abortion industry. 

For those that support a "woman's rig~.t to choose," it is entirely inconsistent 
to assert that women are incapable of making their own decisions in stressful 
situations.- and that someone else must make the decision for them.'4 ;vfaking a 
decision about abortion may indeed involve anxiety. but only having access to all 
relevant information before making that decision makes it truly her decision. rather 
than that of her doctor or abortion "counselor." 

David Reardon writes: 

The desire to "protect"womenfrom the biological facts and moral issues 
of abortion is all part of the paternalism of abortion providers, which 
automatically presumes that abortion is the "best" solution for women 
in trouble .. .Instead of giving women all the available information and 
alternatives so they can decide for themselves, counselors screen the 
information given so as to "guide" their clients to the "best" solution.:u 

... Too frequently, however, articles about compliance seem automatically to assume that 
a physician's recommendations do in fact promote a patient's overall interests and well being. 

n lsi. at 31~. 

)1 lct. at 3165. 

).& ~ ~ational.-\bortion Federa tion. Twelve Years of Legalized Abortion (1985). E'len this pam phlet. 
published by the nation'S largest organization of abortion providers. touts their member facilities for 
presumably providing informed consent. The pamphlet claims. "{ c ]ounseling ensures that a woman is not 
being coerced into having an abortion, that she has explored all options available to her and that she 
understands the risks and benefits of the procedure: However, see text accompanying notes 7,8. 10. 
1~. and 17 for documentation that few clinics in fact provide counseling that assures truly informed 
consent. 

II Reardon, ~ n. 11, at 251. APP M. 
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To deny women access to the information relevant to their decision is to treat them 
like children or second-class citizens. perpetuating the oppression and 
discrimination the women's movement has fought so manv years to overturn. _ J • 
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III. Public Support for Informed Consent 

Polls have repeatedly shown wide public support for informed consent 
statutes. A July 1989 Newsweek poll showed that 89% of those! questioned agreed 
that "Women seeking abortions must be counseled on the dangers and alternitives 
to abo rt io n. ,.36 

A study done for the Presidential Commission for the Study of Ethical 
Problems in \-ledicine and Biomedical Research found that 94% want to be told 
evervthing about their condition and treatment. even if it is unfavor:lble. and 89% . -
believe the patient's right to information should be protected by law,}; 

A Boston Globe poll published in December of 1989 showed that by almost a 
-+ to 1 margin (76% to 16%), Americans favored .the adoption of statutes requiring 
medical personnel to inform a woman considering an abortion about fetal 
development and abortion risks and alternatives. J8 Many state polls reveal similar 
results.J9 In no poll does a majority oppose iIfformed consent legislation. 

l6 Salholz. 'Informed Consent': Graphic Literature, Newsweek. July 17. 1989. at ~O. col. 2. APP C. 

)7 2 U.S. Presidential Commission for the Study of Ethical Problems in ~{edicine and Biomedical and 
Behavioral R~search.: The Ethical and Legal Implications of Inf armed Consent in the Patient- Practitioner 
Relationship 21 (1982). APP B. 

~ Boston Globe. December 17. 1989. at A,!. col. 1. 

~ Baltimore Evening Sun. September 5. 1989. at A-6. col. 1 (72% of Marylanders would require 
physicians to describe the extent of fetal development); St. Petersburg Times, October 6, 1989. at 113, 
(77% (vs.14%) favor requiring doctors to provide information about the fetus, including his or her health 
and stage of development); Orlando Sentinel. October 3. at.-\-l, col. 1 (82% favor a requirement that the 
doctor off er counseling about alternatives to abortion); Casper Star Tribune, January 6, 1990, at A-l, col. 
4 (97% of Wyomingans believe a woman ·should be given complete information about the procedure and 
its physical and emotional risks, as well as alternatives to abortion:). 
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IV. The Constitutionality of Informed Consent 

The majority of the current members of the Supreme Court have indicated 
they would consider a properly drawn informed consent statute to be constitutionaL 
In Webster v. Reproductive Services, 109 S.Ct. 3040 (1989), the three justice 
plurality opinion singled out the previous decisions of the Coun that had struck 
down informed consent statutes for criticism. Criticizing the "virtual Procrustean 
bed" earlier Court decisions had made of abortion law. the plurality wrote, 

Sratutes specifying elements of informed consent to be provided 
abortion patients. for ;!xample. were invalidated if theywere thought ro 
's tructur[ e] ... the dialogue betwee n the woman and he r p hys ician.· ... As 
the dissenters in Thornburgh pointed OUt·, such a statute would have 
been sustained under any traditional standard of judicial review ... or 
for any other surgical procedure except abortion .... There is no doubt 
that our holding today will allow some government regulation of 
abortion that would have been prohibited under the language of such 
cases as Akron v. Akron Center for Reproductive Health. Inc,'o 

In the original Thornburgh case. Justices White and Rehnqu(st explicitly approved 
of Pennsylvania's informed consent provisions: l They were joined by Justice 
Kennedy in the Webster plurality. Concurring in Webster, Justice O'Connor 
reaffirmed her dissent in Thornburgh:: In her Thornburgh dissent. Justice 
O'Connor wrote on behalf of upholding the provisions of the Pennsylvania informed 
consent statute.43 Together with Justice Scalia, who stated in Webster that he would 
have reversed ~ outright/4 these make a majority of five justices who appear 
prepared to sustain a reasonably drawn informed consent statute'. 

<0 W.; bsterv. Reyrcductive Health SC; r.rices, 109 S. Ct. 3040 { 1989),3051 (su pporting cita cions omitted) . 

• \ Thornb'lr~h II. Ameriqn Colle~e of Obstetricians 1nd GYnecQIQ~ists, ~76 U.S. 7J,7, 798·804 . 

• J Webster, 109 S.Ct at 3063 . 

• ] First Amendment concerns expressed by Juscice O'Connor have been taken into consideration in 
subsequent formulations of informed consent laws. 

~ Webster, 109 S.Ct. at 3064. 
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V. Answering Objections 

OBJECTION: Isn't this just a backhanded attempt to stop abortion? 
RESPONSE: It is an attempt to stop people from making decisions based on 

incomplete or inaccurate information, decisions many come later to regret. 

OBJECTIO~: Won't all this information just increase the pregnant woman's 
. ? anxIety. 

RESPONSE: The question assumes a paternalistic attitude which denigrates 
the woman's maturity and rationality. Women are fully capable of making their own 
decisions, even under stressful situations. if given the relevant information. Anv ' 
decision-making process may produce anxie~y, .especially ones such as this. bu't 
having access to all relevant information regarding that decision helps the mother 
feel more confident about her decision, and helps to protect her against the self­
doubts that may plague her for years to come. 

OBJECTION: This is just torture -- a woman has already made up her mind 
before coming to the clinic. 

RESPONSE: This is not necessarily so, In a survey conducted by Women 
Exploited By Abortion, only 31 % of the women visiting an abortion clinic said they 
felt "firm" about their decision before going in. Even including those that did feel 
firm about their decisions, a full 88% of those visiting the clinics believed they did 
not have the information necessary to make the decision.~5 These figures indicate 
that although a small minority may research their condition and alternatives before 
consenting to a procedure, the vast majority rely on their physicians to give them 
such information. If the physician fails in this responsibility, most women are never 
exposed to complete information about their condition, the condition of the unborn 
child they carry, or the real medical, legal and social alternatives to their dilemma. 

OBJECTION: Wouldn't this just make the state a conduit for graphic pro-life 
propaganda? 

RESPONSE: The state, not the pro-life lobby, would have the responsibility 
for determining the exact nature of the material made available to the woman. The 
standard would Ix whatever sort of information about procedures, risks, 
alternatives, or even fetal development a reasonable individual might request. 
Descriptions or procedures, statistics on risks, information on alternatives. accounts 
of psychological effects. clinical photographs offetal development, may be "graphic" 
in the sense that they provide a "clear, visual impression" (Webster'S ~ew Colle~iate 
Dictionary, 1973), but this need not make them gross or repulsive . 

• , Reardon,.s..!U2!a n. 11, at 328-338. APP T. 
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OBJECTION: What if someone doesn't want the information? 
RESPONSE: No one would be forced to read or view any information thev did 

not want to. The state's only interest is that this information be made availabl~ and 
that the patient express free and unfettered consent in light of the facts at her 
disposal. 

OBJECTION: Wouldn't this intrude on the privacy of the patient-physician 
relationship? 

RESPONSE: In many if not most cases, there is no significant relationship 
between physician and patient in the abortion context. This legislation would not 
compel a woman to continue a pregnancy. or force the physician to recommend any 
particular option. It's only purpose is to insure that the woman has available all 
materials and information germane to her decision. The confidence and privacy of 
the physician-patient relationship need not be violated. Though this will encourage 
the less considerate physician to spend more time with his or her patient. a healthy 
physician-patient relationship will hardly be affected at all. 

OBJECTION: Isn't this punishing responsible physicians for the sake of an 
unscrupulous few'? 

RESPONSE: It should not be considered punishment to ask a physician to 
assist his or her patient in making an informed decision. As most physicians realize, 
an informed patient is a better patient. more likely to feel comfortable about the 
chosen procedure, less likely to sue later on for malpractice. 

OBJECTION: Why is written consent necessary? Isn't this unnecessary 
intrusion into a physicians affairs? 

RESPONSE: Under current law, a physician or health care facility may be held 
liable for failure to inform a patient of potential risks associated with or possible 
alternatives to a given medical procedure. Informed consent laws requiring written 
consent can help protect health care providers from civil liability by documenting 
that the patient made a free and informed dedsion.'6 

OBJECTION: Why frighten a woman with details of physical injury from 
abortion when the risk is actually so small, in fact. less than the risk from delivery if 
the child were carried to term? 

RESPONSE: The legislation would require only that "medically accurate" 
risks be revealed. It is entirely appropriate and balanced to tell the mother both the 
physical risks of abortion as well as the risks of carrying the child to term and then 
let her make the decision. A mother has a right to know of the specific risks she 
takes, not only the immediate consequences, but also the possible effects on later 

06 Southwick, The Law of Hospital and Health Care .Administration 351. 353-355 (1988). APP R, See 
also Wood and Durham, ~ n. 2, at 829 (APP A), and 19 Ob. Gyn. News 34, 35 (1984) (APP P). 
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pre gnancie s. 

OBJECTION: Why should a physician tell his or her patient about possible 
physical or psychological risks?" Didn't the Surgeon General say that there was no 
evidence that there were any serious physical or psychological effects? 

RESPONSE: Surgeon General C. Everett Koop never said there were no 
serious physical or psychological after-effects of abortion. His letter to President 
Reagan on January 9,1989 merely stated that all studies done to that date had been 
methodologically flawed, so that they couldn't prove anything, including the claim 
that abortion was a medically safe procedure:7 Many of the studies focused only on 
short term results. without following women for more than a few months. [n 
interview after interview, Koop repeatedly emphasized that he had ample anecdotal 
evidence of women who experienced injury or trauma as a result of their abortions. 
In an interview published by the Rutherford Journal, Koop said the following about 
possible physical effects of abortion. 

After abortion you can have sterility, you can have an incompetent 
cervix, so the baby doesn't stay in there and falls out two or three 
months later. You can have a premature baby. Those things all happen 
from abortion. How can you say it differently?~8 

Furthermore, Koop says that, as a doctor, he is personally aware of detrimental 
psychological effects of abortion. 

I have counseled women with this problem over the last 15 years .... Let 
me give you an anecdote. A woman had a pregnancy at about [age] 38 
[or] 39. Her kids were teenagers. And without letting her family or 
husband know, she had an abortion. At the moment, she said "[The 
abortion was] the best thing that ever happened to me -clean slate, no 
one knows. I am all fine" Ten years later, she had a psychiatric break 
when one of those teenage daughters who had grown up, got married, 
delivered a baby, presented it'to her grandmother.~9 

Short term studies would have termed this a "perfectly fine result of an abortion." 
There are other examples besides this one. 

C1 Letter from C. Everett Koop to Ronald Reagan (Jan. 9, 1989), and Letter from C. Everett Koop to 
Jack Willke (Jan. 10, 1989). APP F. 

II Whitehead and Patrick, ~ n. 18, at 33. For further study, see Willke, Abortion: Questions and 
Answers 91 (Rev. ed 1988), APP E, and Hilgers and O'Hare, Abortion Related Maternal MortalitY: An 
In-Depth Analysis, in New Perspectives on Human Abortion 69 (1981), APP D. 

"lii. at 31. 
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Karen Cross says "For nine years, I felt my abortions were the best thing 
I could have done. I didn't realize the impact they would have on mv 
life, and the nightmares that would come. I would leave in tears whe~ 
I saw a mother cradle her new born child and thought of my own aborted 
children who would never know my love or fee'l my arms around them.!O 

Koop says that long term studies would add more credibility to those who claim that 
there are serious detrimental health effects to abortion. He also says that the mere 
fact that half of the 1.5 million women every year who have abortions deny it on 
confidential questionnaires indicates, in Koop's words. "that there is a tremendous 
psychological problem in the minds of most women just to have said. '1 had an 
abortion.",jl 

OBJECTION: Wouldn't the state be favoring one particular religious view of 
personhood in attempting to protect fetallif.e? 

RESPONSE: In providing such information, the state does not take any 
particular view of when life begins. The courts have ruled that the undisputed fact--­
that "potential life" exists is sufficient to grant the state a legislative interest. 

OBJECTION: Aren't you making a special case for abortion? 
RESPONSE: No. Informed consent has become an increasingly accepted 

standard for all areas of medical practice. It is recommended as a standard 
procedure by the J.A.M.A.,''Z the Presidential Commission for the Study of Ethical 
Problems in Medicine and Biomedical and Behavioral Research,s3 and the courts.54 

It has been recommended for anesthesiologists,ss Ob-Gyn's,s6 pediatricians,s1 doctors 
practicing internal medicine,58 and those performing breast cancer surgery.59 

50 Abortion: :;, Special Report, USA Today, Apr. 26, 1989, (Special Advertising Insert). APP G. 

'1M. at 31. 

II APP Q. 

lJ APP B. 

~ .-\PP O. 

"Gild. Informed Consent: A Review, 68 Anest. Analg. 649 (1989). APP N. 

~ APP P. 

r7 Seek informed consent. pediatricians ur~ed, American Medical News, Nov. 1, 1976, at 18, col. 1. 

~ APP Q. 

"Shearer, MDs Must Level With Women, Parade, Apr. 10, 1983, at 6, col. 1. 
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VI. Conclusion & Summary 

The decision whether or not to have an abortion is often a traumatic one. It 
is not made any easier by ignorance. The question has too often been framed as a 
choice between a lifetime of misery and a quick fix. The issue is much more 
complicated than that. as many women later sadly realize. Many women who 
undergo abortions later face years of psychological pain and trauma. Several 
experience physical problems. A woman needs to be aware that abortion does not 
always offer an easy escape from their problems. Sometimes it only compounds 
them. 

Alternatively. women also need to be aware that carrying a child to term need 
not lead to a life of poverty or misery. There are legal and social remedies that. were 
the woman made aware of them, might not only solve many of the mother's 
immediate concerns, but also save her from a decision she would later regret. 

Informed consent legislation is nor-'an attack on personal freedom. but a 
guarantee of it. It is both constitutionally and legally sound. It safeguards woman's 
right to know and to make informed decisions. It helps to- protect physicians from 
lawsuits. It is a reasoned and compassionate response to the needs of concerned 
pregnant women. It is good legislation . 
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States Which Have a Woman's Right to Know Law 

The following states have informed consent statutes that 
give women who are considering abortion the right to know the 
medical risks of abortion, its alternatives, and non-judgemental, 
scientifically accurate medical facts about the development of 
the unborn child before making this permanent and life-affecting 
decision: 

Delaware 
Idaho* 
Kansas 

...... ··Kentucky 
Louisiana 

Mississippi 
Nebraska 
North Dakota 
Ohio 
Pennsylvania* 
utah 

Only the Idaho, Kansas, Mississippi, Nebraska, North Dakota, 
Ohio, Pennsylvania and the Utah Woman's Right to Know laws are 
currently enforced. The rest have not been enforced since before 
the Supreme Court's Casey decision. Casey upheld the Woman's 
Right to Know law as constitutional saying: 

[It cannot] be doubted that most women considering an 
abortion would deem the impact on the fetus relevant, if not 
dispositive, to the· decision. In attempting to ensure that a 
woman apprehend the full consequences of her decision, the state 
furthers the legitimate purpose of reducing the risk that a woman 
may elect an abortion, only to discover later, with devastating 
psychological consequences, that her decision was not fully 
informed. [R]equiring that the woman be informed of the 
availability of informaion relating to fetal development and the 
assistance available should she decide to carry the pregnancy to 
full term is a reasonable measure to insure an informed choice, 
one which might cause the woman to choose childbirth over 
abortion. Planned Parenthood of Southeastern Pennsylvania v. Casey, 112 S.Ct. 2791, 2823-24 (1992) 

... Law contains exception for "health" of the mother which in practice allows the abortion-performing 
physician complete discretion to waive the informed consent requirement when he or she claims the emotional 
health of the woman would be harmed by providing information. 



States Which Have Waiting Periods 

The states listed below require that information about 
abortion, and its risks, and alternatives be provided to women a 
specified amount of time prior to the abortion -- not moments 
before the procedure. Only the Idaho, Kansas, Mississippi, North 
Dakota, Ohio, and Pennsylvania laws are currently enforced. The 
rest have not been enforced since before the Supreme Court's 
Casey decision which upheld the Woman's Right to Know law as 
constitutional. The following states provide for a specified 
amount of time for a woman to review her options before 
undergoing an abortion: 

Deleware - 24 hrs 
Idaho - 24 hrs* ** 
Kansas - 8 hrs 
Kentucky - 2 hrs 
Massachusetts - 24 hrs* 
Mississippi - 24 hrs 
Nebraska - 24 hrs 
North Dakota - 24 hrs 
Ohio - 24 hrs 
Pennsylvania - 24 hrs* 
South Dakota--24 hrs 

... Law contains exception for "health· of the mother which in practice allows the abortion-performing 
physician complete discretion to waive the informed consent req~irement when he or she claims the emotional 
health of the woman would be harmed by the waiting period . 

... * Information must be provided to the woman at least 24 hours prior to the abortion "if reasonably 
possible. • 
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his is the latest ed
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f M
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s w

ith L
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n
aly

­
sis, a publication first issued alm

o
st 35 years ag

o
. th
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u

rp
o
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d

 
intention o

f this edition rem
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s th
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e as w
ith all p

rev
io

u
s edi­

tions, to be o
f assistance to

 th
e p

racticin
g

 physician. 

T
his publication o

ffers a b
rief legal analysis o

f so
m

e o
f the m

o
re 

co
m

m
o

n
 issues th

at co
n

fro
n

t physicians fro
m

 tim
e to
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e in th

ier 

practice. T
he legal analysis is su

p
p

o
rted

 b
y

 co
u

rt decisions an
d

 sta­

tutes. T
h

e form
s presented this b

o
o

k
 are very general in

 n
atu

re 
and m

ust be specifically ad
ap

ted
 to

 th
e p

articu
lar facts o

f th
e case 

and to the legal req
u

irem
en

ts o
f each

 ju
risd

ictio
n

. A
ll fo

rm
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ay
 

n
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t be able to
 be used in

 all states. 

B
efore ~e1ying o

n
 the legal principles o

r th
e fo

rm
s in this b

o
o

k
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the physician should co
n

su
lt his o

r h
er o

w
n

 atto
rn

ey
 fo

r specific 

legal advice. 
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f the above listed operation it w

ill be 
given to m

e. 
4. 

I do not request a further an
d

 m
ore detailed listing and expla­

nation o
f any o

f the item
s listed in paragraph 2. 

W
itness _

_
_

_
_

_
_

 _ 
Signed, _

_
_

_
_

_
_

_
_

_
 _ 

(I'a';("111 o
r ~

r
s
o
n
 o

lllh
o

r;l,td
 10 

con
spn

t fo
r patien

t) 
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D

ate 
T

im
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P.M
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1. I authorize the perform
ance upon -

-
-
c
-
-
:-

;-
-
-
-
:'-

-
-
-
,.-

-
-
,.-

­
(m

yself o
r nom

e o
f pO

lienl) 

o
f the follow

ing operation _
_

_
_

_
 -:-_

_
_

_
 -:---:-_

_
_

 _ 
(SIal. nornt optm

lion) 

2. I understand that the operation is to be perform
ed 

at 
, a teaching institute. 

3. I understand that the operation, the m
edical services rendered in 

conjunction w
ith the operation, and the post-operative care are to be 

perform
ed and rendered by those individuals selected and deem

ed 
qualified by the teaching staff o

f the 
' 

W
itness _

_
_

_
 ..-_

_
 

(
n
a
m
~
 0/ th~ in

stitu
tion

) 
S

igned _
_

_
_

_
_

 ~
 _

_
 _ 

(Pa(i~nt o
r p

~
r
s
o
n
 au

th
orized 

to
 C

O
N

sent fo
r pal;~nl) 

-
-
_

.
_

-
-
-
-
-
-

-----_
._

---
-
-
-
-
-
-

._
--

8.1 
Inform

ed C
onsent-The Doctrine 

T
o

 b
e legally valid, the co

n
sen

t given for a treatm
en

t o
r p

ro
ced

u
re 

m
u

st be an
 in

fo
rm

ed
 co

n
sen

t given w
ith an

 u
n

d
erstan

d
in

g
 o

f w
h

at 
is to

 be d
o

n
e an

d
 the risks involved. N

o
 universal, in

fo
rm

ed
 co

n
­

sent form
 exists since in

fo
rm

ed
 consent is a process, w

hile the 
fo

rm
 serves m

erely to
 d

o
cu

m
en

t th
e process. 

L
aw

suits th
at allege a lack o

f in
fo

rm
ed

 consent are based 
011 

th
e 

co
n

cep
t o

f negligence. 1 T
h

is concept stem
s from

 tw
o principles o

f 

law
. T

h
e first is the fiduciary relatio

n
sh

ip
 betw

een the physician 
an

d
 th

e p
atien

t. T
h

e second principle is th
e concept th

at people 
have a right to

 m
ak

e m
ajo

r decisions ab
o

u
t their bodies. T

h
e 

o
ften

-cited
 statem

en
t o

f principle is derived from
 Ju

d
g

e C
o

rd
o

zo
's 

o
p

in
io

n
 in Schloendorjj v. 

Society o
j N

ell' 
Y

ork H
ospitals: 

'E
v

ery
 

h
u

m
an

 being o
f adult years an

d
 so

u
n

d
 m

ind has a right to deter­
m

in
e w

h
at shall be d

o
n

e w
ith his o

w
n

 b
o

d
y

 ... "2
1

 

In
fo

rm
ed

 consent m
ay

 b
e defined as the physician's responsibility 

to
 give th

e p
atien

t th
e right kind an

d
 am

o
u

n
t o

f in
fo

rm
atio

n
 so 

rr:t 

"""'., ..... 
,y .

.
•
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~'"i0''' 

,-
8.2 

~'~''W 
r''''"''"" r:, 

~jfl{~:~ 
f'l'. 

!flO'"~,. 
~1-:1\::;,"II 

that the patient can
 decide w

h
eth

er to u
n

d
erg

o
 th

e p
ro

p
o

sed
 trea 

m
ent o

r procedure. T
h

e kind an
d

 am
o

u
n

t o
f in

fo
rm

atio
n

 th
at m

l 
be given w

as originally defined by th
e co

u
rts, b

u
t m

o
st states h

a .. 
subsequently enacted legislation th

at attem
p

ts to d
efin

e th
e facts 

th
at m

ust be disclosed.· 1 B
ecause o

f th
e alm

o
st lim

itless n
u

m
b

er ( 
diseases, procedures, treatm

en
ts an

d
 p

atien
ts, n

o
 definitive listing 

o
f elem

ents o
f disclosure is possible. S

everal co
m

m
o

n
 elem

ents c~ 

how
ever, be found in the law

s an
d

 o
p

in
io

n
s. 

H
odge v. 

L
'lfayette G

eneral H
ospit31. 399 S

o
.2

d
 744 (La. 

1981); L
aC

aze v. C
olli 

434 So.2d 1039 ('.a. 
1983). 

S
ee generally, 

M
iller, 

L
.S., 

In
Jo

rm
ed

 C
onsenl, 244:11 

JO
llrnal o

j III(' A
m

erica
n

 M
rr/ical A

sso
cia

lio
n

, 2
'0

0
 e( seq. (N

ov. 
7, 

1980); 
L

eonard v. 
N

ew
 O

rleans O
rth

o
p

ed
ic C

linic. 485 S
o

.2
d

 1018 (1986); H
ondrollus ' 

S
chum

acher, 5
3

' S
o

.2
d

 450 (1988); S
eals v. 

P
ittm

an, 499 S
o

.2
d

 114 (1986); S
taft 

v. 
L

SU
, 448 So.2d 852 (1984); Jo

n
es v. 

L
evy, 5

2
0

 So.2d 457 (1988). 

2 
105 N

.E
.2d 92, 

93 (N
.l: 

1914); K
eogan v. 

H
oly F

am
ily H

ospital, 622 P
.2d 1246 

(1980); H
arbeson v. 

P
arke-D

avis, Inc., 656 P
.2d 483 (1983); A

lexander v. G
am

e 
7

"
 P

.2d 347 (H
ash. 

A
p

p
. 

1985); P
ratt v. U

. o
f M

inn. A
ffiliated H

ospitals, (M
i 

1987!. 
3 See A

la
ska

 SIal. 
§09.55.55fi; D

e/. 
C

o
d

e A
n

n
. Ii(. 

18, 
§6..'?52 (SliP

".); Idaho C
orl 

§39·4304; 10ll'a C
o

d
e A

n
n

. §147.137 (1983 SII"P
.j; K

y. 
R

ev. 
SIal. 

§304.20-320 
(SliP

".); O
hio R

eI'. 
C

o
d

e §2317.54 (P
age); M

e. 
R

ev. 
SIal. 

IiI. 
24 §2905 (Supp.); 

N
. Y.P

llh. 
H

eallh l.all' §2805-d (M
cK

inney); P
a. 

S(al. 
A

n
n

. IiI. 
40, 

§130'.103 (P
 

r/on) (In
slm

m
ee C

or/e); U
lah SIal. 

A
 1111. 

§78·/4-5; VI. 
SIal. 

A
n

n
., IiI. 

12, 
§
1
9
0
~
 

(SIIP
P

.); 
H

ash. 
R

eI'. 
C

o
d

e A
I1II. 

§7.70.050 (S/lpp.); S
ee also N

e\,. 
R

ev. SIal. 
§4IA

.1I0 (consenl). 

Disclosure of Inform
ation for Inform

ed Consent 

T
h

ere are several kinds o
f in

fo
rm

atio
n

 th
at need to

 b
e disclosed 

(a) T
he D

iagnosis. 
B

ecause in
fo

rm
ed

 co
n

sen
t involves th

e p
atien

 

right to
 decide, 

t he disclosure o
f diagnosis sh

o
u

ld
 b

e as c
a
n

d
id

: 
possible. 

(b) T
he P

rocedure o
r T

reatm
ent. T

h
e p

ro
eed

u
re o

r treatm
en

t 
should describe w

h
at w

ill h
ap

p
en

 an
d

 w
h

eth
er th

e p
ro

ced
u

re is 
I 

agnostie o
r therapeutic.

2 

(c) R
isks and C

onseqllences. T
h

e risks an
d

 consequences involve 

in the procedure o
r treatm

en
t sh

o
u

ld
 b

e listed. A
 risk, it sh

o
u

ld
 

noted, 
L~ som

ething th
at 

mi~1!t o
ccu

r, w
hile n co

n
seq

u
en

ce is 
S

O
l 

thing th
at is expected to

 o
ccu

r. A
lth

o
u

g
h

 this area h
as sp

aw
n

ed
 

m
an

y
 actions related to in

fo
rm

ed
 co

n
sen

t, it w
o

u
ld

 b
e im

practic 
to

 require a physician to
 disclose all possible risks.] 

In o
n

e case, for exam
ple,4 a p

atien
t h

ro
u

g
h

t a m
alp

ractice actio
 

ag
aim

t a physician an
d

 a n
u

rse w
h

o
 w

ere treatin
g

 h
er because c 
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1.1 I 
1 P

hysician-P
atient R

elationship 

A
 physician is not required to accept every p

atien
t w

ho requests 
treatm

ent! C
ourts have also been reluctant to require physicians to 

undertake treatm
ent o

f every patient w
ho presents him

self to
 the 

physician:
2 

T
h

e S
uprem

e C
ourt o

f Indiana noted th
at the legislative act 

regulating the practice o
f m

edicine provides for the B
oard o

f E
x­

am
iners, standards o

f qualifications, exam
inations, licensure to 

qualified physicians,and penalties for practicing w
ithout a license. 

"T
h

e act is a preventive, not a com
pulsive, m

easure. In o
b

tain
in

g
 

the state's license (perm
ission) to practice m

edicine, the state does 
not require, and the licensee does n

o
t engage, th

at he w
ill practice 

at all, o
r on other term

s th
at he m

ay choose to accept." 

E
ven if no other physician is available, the physician m

ay refuse to 
accept a patielll.

J T
he m

ere rendering o
f first aid services in an 

em
ergency does not give rise to the relationship b

u
t the physician 

nevertheless is required to use due skill and care in adm
inistering 

em
ergency treatm

ent.
4 T

h
e physician m

ay, by special agreem
ent 

w
ith the patient, lim

it his engagem
ent to treat the patient to

 o
n

e 
particular treatm

ent o
r procedure o

r to adm
inistering treatm

ent at 
a particular tim

e o
r place. S 

O
nce the patient has requested treatm

ent and the physician has as· 
sented, the physician-patient relationship is established an

d
 certain 

obligations are im
posed on the physician. 6 If n

o
 relationship exists 

o
r the relationship is term

inated, these duties w
ill n

o
t be im

posed. 
T

herefore, the physician should understand the n
atu

re o
f the 

physician-patient relationship and how
 it is created an

d
 ended. 

1 O
pinion 9.05, 

F
ree C

hO
ice, 

C
llrrent O

pinions o
j the Judicial C

ouncil o
j the 

A
m

erican M
edical A

ssociation, 1984. 
2 O

liver v. B
rock, 342 So 2d I (A

laham
a, 

1976); B
uttersw

orth v. S
w

int, 186 S
E

 
770 (G

eorgia, 
1936); C

hilders v. F
rye, 158 S

E
 744 (N

orth C
arolina, 

1931); O
s­

borne v. F
razor, 425 S. W

. 
2

d
 768 (T

ennessee, 
1968); R

icks v. 
B

udge, 64 P
. 2

d
 

208 (U
tah, 

1937); L
yons v. G

rether, 239 S.E
. 2

d
 103 (V

irginia, 
1977); M

iller v. 
D

urnon, 64 P
 804 (W

ashingtO
lI, 

1901). 
3 

T
his disC

lission does not inclllde em
ergency m

edical care (ethical a
n

d
 s
o
m
e
t
i
m
e
~
 

legal requirem
ents) or hospilal em

ergency ro
o

m
 sitllations. S

o
m

e pre-existing 
contractual arrangem

enls, such as an agreem
ent w

ith a H
M

O
. m

a
y obligate thE 

physician 10 accepl a patient. 

4 
llirrnil1gham

, 
Il:lpti~t H

ospital v. C
rew

s, 229 A
la. 398, 

157 So. 224 (1934); 
M

cN
am

ara v. E
,m

nol1s, 97 P
.2d 503 (1939); D

ahney v. B
riggs, 219 A

la
. 127. 

I; 
S, 

,n
*

(/9
2

''" 
"
~
'
o
"
 \ 

,. I'h, 
I
"
 
"
"
,
.
]
'n

 
l
~
 N

. r" '1 (191
M

 
"JH

lti. 
\". "nrrflo, 2

9
( .). If'. 512 

(
I C

.\. 
1927;. 

" 
" 

'"'.-"p
''''''' 

'
·
'
~
"
n
'
 ... '"

 
'"

 
,"

 ,f 
i 
"
"
 

"t 
1 

,n
n

 
(
l
-

" 
.. 

, 
("n'" 

t,n
"'I"H

 
, .... 
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1.2 

B
riggs, 219 A

la
. 127, 

121 So. 394 (1929); N
elson v. F

arrish, 143 M
inn. 368, 

173 
N

. W
. 

175 (1919); U
rrutia v. 

P
atino, 297 S. W

. 
512 (T

ex. 
1927). 

6 P
odvin v. E

ickhorst, 128 N
. W

.2
d

 523 (/964); N
elson v. 

F
arrish, 143 M

inn. 368, 
173 N

. W
. 

715 (1919); L
aw

son v. C
onaw

ay, 3
7

 IV
. 

Va. 
159, 

16 S.E
. 564 (/892); 

O
liver V

. B
rock, 342 So. 2

d
 I (A

labam
a, 

1976); K
eene v. 

W
iggins, 

/38 C
al, 

R
ptr. 3 (C

alifornia, 
1977); B

utlersw
orth v. S

w
int, 185 S.E

. 
770 (G

eorgia, 
1936); 

A
ndrew

s v. 
D

avis, 148 A
. 684 (M

aine, 
1930); B

etesh v. U
nited S

tates, 400 F. 
Supp. 238 (M

aryland, 
1974); P

eterson v. P
helps, 143 N

. W
, 

793 (M
innesota. 

1913); Y
oung v. C

rescente, 39 A
.2

d
 449 (N

ew
 Jersey, 

1944); D
avis v. T

irrell, 443 
N

. Y
.S

.2
d

 136 (N
ew

 Y
ork, 

1981); C
hilders v. F

rye, 158 S.E
. 

744 (N
orth C

arolina, 
1931); O

sborne v. 
F

razor, 425 S. W
,2

d
 768 (T

ennessee, 
1968); L

yons v. G
rether, 

239 S
.E

.2
d

 103 (V
irginia, 

1977); M
iller v. D

u
m

o
n

, 64 P
 804 (W

ashinllton, 
1901); 

N
icholson v. C

urtis, 452 N
.E

.2
d

 883 (II/inois, 
1983); S

ullenger v. S
ctco N

orth­
w

est Inc., 702 P
.2

d
 1139 (O

regon, 
1985). 

Nature of the Relationship 

It is clear th
at th

e physician-patient relationship is a consensual 
one, a co

n
tract. T

his co
n

tract, how
ever, is usually not a w

ritten 
docum

ent setting forth the term
s, rights, an~ responsibilities o

f the 
parties. R

ather, the co
n

tract is im
plied; the patient requests m

edi­
cal care an

d
 the physician agrees to provide it. T

h
e co

n
tract thus 

created is one based o
n

 a fiduciary, n
o

t a financial, relationship. 

T
h

e S
uprem

e C
o

u
rt o

f V
irginia, for exam

ple, has held that in ac­
cepting an

 ap
p

o
in

tm
en

t to treat a p
articu

lar patient, the physician 
h

ad
 an

 im
plied agreem

ent to provide a specific m
edical service at a 

specific d
ate an

d
 tim

e. C
onsequently, the relationship could be char­

acterized 
as 

a 
consensual 

one 
betw

een 
th

e 
physician 

and 
patient 

an
d

 gave rise to
 a d

u
ty

 to perform
 the services contem

plated .• 

In an
o

th
er instance, a patient called to indicate th

at he w
ould be 

late for his second ap
p

o
in

tm
en

t w
ith the physician. T

h
e d

o
cto

r in­
dicated th

at he w
ould not treat the patient and did not refer him

 
to

 an
o

th
er physician. T

he co
u

rt o
f appeals concluded that the 

relationship betw
een the patient an

d
 the physician w

as sufficient 
to

 im
pose a d

u
ty

 upon the d
o

cto
r to

 co
n

fo
rm

 to the usual stan­
d

ard
 o

f care in such a case. T
h

e co
u

rt found th
at to

 g
u

ard
 against 

injury, the physician should have advised the patient o
f his 

condition an
d

 told him
 to consult an

o
th

er physician w
ithout 

delay.2 

T
hese rulings suggest that a d

u
ty

 o
f care exists, w

hether it arises 
from

 a form
al physician-patient relationship o

r occurs sim
ply as a 

result o
f the acceptance by a physician, o

r his o
r her office staff. 

o
f an ap

p
o

in
tm

en
t to see a patient w

ith a specific m
edicnl rro

b
-

lem
. If the physician decides not to see the patient, h

e o
r she 

should notify the patient in w
riting by registered letter, w

ith a re­
turn receipt requested, to seek o

th
er m

edical assistance and o
ffer 

to help in 
finding such assistance. 3 

I 
L

yons v. G
rether. 218 Va. 

630, 329 S
.E

.2
d

 103 (1977). 
2 

D
avis v. 

H
agm

an, 439 N
.E

.2
d

 660 (1982). 
3 

E
.A

. B
ianco, 

L
e/ial P

hysician-P
atient R

elationship, legal aspects o
f m

edical 
practice, A

m
erican C

ollege o
f L

egal M
edicine, 

V
olllm

e /I N
o

.5
, M

a
y 1983. 

-
-
-
-
-
-
-
-
-
-
-

_
._

--------_
._

-
-
-
-
.
-
-

_ ... 
1.3 

Creation of the Relationship 

T
h

e physician-patient relationship is created w
hen a physician re­

sponds to an
 express o

r im
plied request for treatm

en
t from

 a p
a­

tient o
r the patient's g

u
ard

ian
.· O

ne issue th
at arises is w

hether the 
relationship m

ay be created even if th
e d

o
cto

r never actually sees 
the patient. C

o
u

rts have divided over this issue. 

In one instance,2 the co
u

rt held th
at no co

n
tract w

as created w
hen 

a physician spoke to a nurse over the telephone an
d

 advised h
er to

 
have a patient call the latter's regular d

o
cto

r. In
 an

o
th

er case,3 th
e 

court held that a physician o
n

 call in an
 em

ergency ro
o

m
 w

as obli­
gated by m

edical staff rules to provide em
ergency treatm

en
t to

 an
y

 
em

ergency patient.
4 A

 useful rule o
f th

u
m

b
 is that if the patient is justifi­

ably relying on the 
physician'S

 advice, 
a 

relationship is assu
m

ed
.' 

In another instance, it w
as ruled that a physician-patient relation­

ship did not occur w
hen a w

o
m

an
 telephoned a physician w

h
o

 h
ad

 
treated her previously for an unrelated co

n
d

itio
n

. T
h

e physician 
listened to the w

om
an's recital o

f sym
ptom

s, told h
er to

 see him
 

the next m
orning, and recom

m
ended th

at th
at she co

n
tin

u
e th

e im
­

m
ediate course o

f treatm
ent prescribed by an

o
th

er physician.
6 

In another case, no physician-patient relationship w
as found to

 ex­
ist betw

een the recipient o
f a d

o
n

ated
 kidney an

d
 th

e d
o

cto
r o

f the 
d

o
n

o
r because the d

o
n

o
r's d

o
cto

r w
as never th

e recipient's d
o

cto
r. 

T
h

at d
o

cto
r did not have a d

u
ty

 to
 th

at patient. T
h

e d
o

n
o

r's phy­
sician ow

ed a duty to the d
o

n
o

r an
d

 the recipient's physician ow
ed 

a duty o
f care to the recipient patient. 7 



1.4 

J 
I 

1 S
tow

ers v. A
rd

m
o

re A
cres H

ospital, 172 N
. W

,2
d

 497 (M
ich. 

19(9); G
reenw

ald v. 
G

rayson, 189 S
o

.2
d

 204 (F
ia. 

1966); S
tate o

f N
orth C

arolina v. H
ollingsw

orth, 139 
S

.E
.2

d
 235 (N

.C
. 1964). 

2 C
hilds v. W

eis, 440 S. W
.2d 104 (T

ex. 1969). 
3 

H
iser v. R

andolph, 617 P
.2

d
 774 (A

riz.) reh. den. 
(1980). 

4 
Id. at 778. 

5 
K

atsetos v. N
olan, 368 A

.2
d

 172 (C
onn. 1976); Johnson v. 

V
aughan, 370 S. IV

.2d 
59{ (K

y. 1955). See also cases w
here a relationship w

as established: D
uprey v. 

S
hane, 249 P

.2
d

 8 (C
alifornia, 

1952); S
tafford v. S

hultz, 270 P
.2

d
 I (C

alifornia, 
1954); R

ule v. C
heesem

an, 3
1

7
 P

.2
d

 472 (K
ansas, 

(957); B
arrios v. S<lra M

<lY
o 

H
ospital, 264 S

o
.2

d
 792 (L

ouisiana. 
(972); P

eterson v. P
helps, 143 N

. W
. 

793 
(M

innesota, 
(913); F

razor v. O
sborne, 414 S. W

.2
d

 I III (Tenn('s.<
ee. 

19(6); L
yons 

v. G
rether, 239 S

.E
.2

d
 103 (V

irginia. 
1977). 

R
elationship n

o
t ('.~ttlhlish('d: G

recn­
w

ald v. G
rayson, 189 S

o
.2

d
 204 (F

lorida, 
1966); S

endjar v. G
onz<lles, 520 

S. W
.2d 478 (T

exas, 
/975); T

h
o

m
as v. K

enton, 425 S
o

.2
d

 396 (L
ouisiana. 

/982). 
6 C

lanton v. V
on H

aam
, 340 S

.E
.2

d
 627 (G

eorgia, 
/986). 

7 M
oore, et al v. S

hah-N
ew

 Y
ork, 458 N

Y
S

 2d, 33, 90 A
D

 3
rd

 D
epart., (D

ecelll­
ber 30, 1982). 

C
ontinuing the R

elationship 

O
nce a physician-patient relationship is created, a d

o
cto

r is under 
an

 obligation to provide services as long as the patient requires 
them

 o
r until the relationship is properly term

in
ated

.' T
he patient's 

failure to pay a bill does not end the relationship because the con­
tract th

at exists is based o
n

 a fiduciary, not a financial, responsi­
bility.2 

A
 physician m

ay lim
it the scope o

f the relationship to a designated 
geographic area o

r m
edical specialty. In o

n
e such case, a w

om
an 

h
ad

 a cut treated by a physician's associate. T
he next day she left 

for vacation 20 m
iles aw

ay. W
hile there, she decided that she 

needed additional treatm
ent an

d
 asked the physician to com

e and 
treat her. Instead, the d

o
cto

r gave her the nam
e o

f a local physi­
cian. T

his action w
as upheld as proper.

3 

.
_

-
-
-
-
-
-
-
-
-
_

.
 -
-
-
-
-
-
-
-
-

1 Johnson v. V
aughan, 370 S. W

.2
d

 5
9

/ (K
entucky, 

/963); C
O

llghlin v. 
C

hristoffcr­
sen, 4

3
/ P

.2
d

 997 (W
ashington. 

/967). 
2 

R
icks v. B

udge, 64 P
.2d 208 (U

tah (937). 
3 M

cN
am

ara v. E
m

m
o

n
s, 97 P

.2
d

 503 (C
al. 

/940). 

I 
I 

I 
I 

I 
I 

I 
I 

2.1 2.2 J 

-
-
-
-
-
-
-
-
-
-

P
hysician D

ischarge Or Term
inating The R

elationship 

A
 physician-patient relationship m

ay
 be term

inated by the patient, 
the d

o
cto

r, o
r m

utually. O
nce the relationship has ended, the phy­

sician is under no obligation to
 follow

 the patient's progress. I 
A

t 
least o

n
e court has held, how

ever, th
at a d

u
ty

 continued after th
e 

relationship ended. 

In th
at case,2 the court im

posed a responsibility o
n

 the d
o

cto
r to

 
inform

 the patient o
f the new

ly discovered hazards o
f an IU

D
. 

T
h

e physician nonetheless stated th
at he only saw

 the patient w
he 

he inserted the IU
D

. T
he court stated th

at the d
u

ty
" ... w

ould 
arise by virtue o

f the confidential relationship betw
een d

o
cto

r an
d

 
patient. It is 

.,. a m
alpractice action from

 the im
posed co

n
tin

u
in

 
status o

f physician-patient w
hen th

e d
an

g
er arose from

 th
at rela­

tionshi.p.3 

/ 
F

leishm
an v. R

ichardron-M
errell, Inc., 266 A

.2
d

 843 (N
.J. 

/969). 
2 T

ressm
er v. B

arke, 86 C
al. 

A
p

p
. 3

d
 656, 

150 C
al. 

R
ptr. 389 C

al. 2
d

 D
iv. (1978, 

see also, L
ee v. D

ew
bre. 362 S. IV

.2d 900 (L
exis 1962); Jo

h
n

so
n

 v. V
aughan, 371 

S
. IV

.2d 809 (K
y. 

/955); C
arroll v. G

riffin, 101 S
.E

.2
d

 764 (G
a. A

p
p

. 1958); 
V

ann v. H
orden, 47 S

.E
.2

d
 314 (V

a. 
1948); B

olles v. K
enton, 263 P

.2
d

 26 (C
oil 

1928). 
3 

Id. at 394; T
ressm

er v. 
B

arke, 150 C
al. R

ptr. 384 (2nd D
iv. 1978) (sum

m
ary 

j/ld
g

m
en

t review
); L

ee v. D
ew

bre, 362 S
. W

.2
d

 900 (L
exis 1962); Jo

h
n

so
n

 v. V
a 

g
h

an
, 370 S. IV

.2d 809 (K
y. 

1955); C
arroll v. G

riffin, 101 S
.E

.2
d

 764 (G
a. 

A
p

p
. 

1958); V
ann v. 

\lo
rd

en
, 47 S

.E
.2

d
 314 (V

a. 
1948); B

olles v. K
enton. 263 P

.2
d

 2 
(C

olo. 
1928). 

Term
ination by the Physician 

A
 physician cannot w

ithdraw
 from

 a case o
r discontinue practici 

an
d

 thereby avoid liability by not seeing a patient w
ithout notify­

ing the person o
f the w

ithdraw
al. I W

h
en

 a physician w
ishes to

 
w

ithdraw
 from

 a case, he o
r she m

ust give the patient reasonable 
notice so that the person m

ay secure o
th

er m
edical atten

tio
n

 if th 

is desired.
2 

O
n

e w
ay to determ

ine w
hat is a reasonable am

o
u

n
t o

f tim
e is to 

consult other physicians in the area. F
acto

rs to be considered in­
clude the condition o

f the patient, the size o
f the com

m
unity, an

 
the availability o

f other doctors.
3 T

h
e final decision m

ust be rna 
bv th

eih
v

sician
 on the facts o

f each case. If proper notice is n
o

 
I
'
 

.
'
 

giV
eIl, 

nd 
1",-

.ltielh
 , .. ""efo.,, .,j-fers _ ... Iages. -.. J d

o
c
. 

J.ay 
,
.
 
l
'
 

,1
 



-
'. 

-
-

• 
• 

• 
• 

'. 
T

o
 m

inim
ize liability ex

p
o

su
re an

d
 to

 facilitate term
in

atio
n

 o
f a 

p
h

y
sician

-p
atien

t relatio
n

sh
ip

, w
hen a physician intends to w

ith­
d

raw
 fro

m
 a case, th

e p
atien

t sh
o

u
ld

 be clearly n
o

tified
. T

h
e phy­

sician sh
o

u
ld

 sen
d

 a letter p
referab

ly
 certified, to

 th
e p

atien
t ex­

p
lain

in
g

 th
e situ

atio
n

. A
 co

p
y

 sh
o

u
ld

 b
e kept in th

e d
o

cto
r's files. 

T
h

e acco
m

p
an

y
in

g
 exam

ples m
ay

 be useful. 

I 
C

arol v. G
riffin, 96 G

o A
p

p
 826. 

101 S
E

 2
d

 764 (1958); V
ans v. 

H
orden, 182 

Va 
555, 47 S

E
 2

d
 314 (1968); B

oeles v. K
inton, 83 C

olo. 
147. 263 P

. 
26 (1928). 

2 K
atsetos v. N

olan, 368 A
.2

d
 172 (C

onn. 
1972); C

o
llin

sv
. M

eeker, 424 P
.2

d
 488 

(K
an. 

1967); N
orton v. H

am
ilton, 89 S

.E
.2

d
 809 (G

a. A
p

p
. 

1955); S
ibert v. 

B
oger, 260 S. W

,2
d

 569 (M
o. 

1953); M
cG

ulpin v. 
B

essm
er. 43 N

. W
.2

d
 121 (1011'0 

1950); G
roce v. 

M
yers, 29 S

.E
.2

d
 553 (N

.C
. 

1944); G
ray v. 

D
avidson, 130 P

.2
d

 
341 (W

ash. 
1942); B

aird v. 
N

ational H
ealth F

oundation, 144 S. W
,2

d
 850 (M

e. 
A

p
p

. 1940); R
icks v. 

B
udge, 64 P

.2
d

 208 (U
tah 1937); F

ortner v. K
och. 261 

N
. W

. 
762 (M

ich. 
1935). 

3 
B

randt v. G
rubin, 329 A

.2
d

 8
2

,8
8

 (N
.J. 

1974). See S
e'ndjar v. G

onzales, 520 
S. W

.2
d

 478 (T
l'x. 

1975) (ccH
'erage w

as adC
'quatl' so n

o
 ahandolllllC

'lIt); M
cdvecz 

v. C
hoi, 569 F

.2
d

 1221 (3d C
ir. 

1977). III S
ibert v. 

B
oger, 2

6
0

 S. W
.2

d
 569 (M

o. 
1953), it w

as hl'ld that thl' physician d
id

 n
o

t abandoll th
e caSl' w

hell thl' physi­
cian dirl'ctl'd thl' patil'nt to

 go to
 sO

llll'body d~l"bl'cause shl' w
as cO

lISulting an­
othl'r physician a

t th
e tim

e a
n

d
 th

e city w
as su

fficien
tly largl' th

a
t /l/l'dical ser­

vices co
u

ld
 have been o

b
ta

in
ed

 lIny day. See also U
rrutia v. 

P
atino, 297 S. W

. 
512 

(T
ex. 

1927). 
' 

'II 

Form
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Form
 1b • 

r
~
'
 

r
n
~
 

i', 
' ,\';~t;It~nJ, .. ',' " "'.i;.~;~:t 

D
ear ' " 

• 
" 

' "
'.

 .':"~': ;;~Y;,~!, :>';;;~l~R;~:~'~:t :;jl'<:~~:$:f;~;~ 
I w

ill no longer be 'abl~ to
 p~vidl:;~'dji~a1 ~~re:'~f~~~~lY~ur'~~il.~~ 

,dren). If you require m
edical ,care w

ithin the next N(:,'f> days I \viU .~; 
'
.
 

.
"
 

" 
. . 

,,,,,,;. 
,'."

 
",\:. ~1:,. >;;{: '\''li''"i",::-.: .. ' ' ...•

 "}: ;,.->:.g';;:~<A' 
,avaIlable, but 111 no event longer than'~';'days.·,~',;:;l~k},:'i'''~';;Ii,:~~lf;J,t' 

, 
" 

'
.
 

:>., ,0" 
", 

.:',: 
..•. ;"<

,. !'~...t,>' 
.' ..

 ',' 
. '. 

,-' .• ' ~ .... t.hl:' 
To assist you in continuingtorecelve fuedicitl care"for (YouiyouHi~~fI~ 

. 
• 

"
,
"
 

.
,
'
 

..... " .
.
.
 \ 

-
"
'\"

 
"
't 

'children), w
e w

ill m
ake records available to anew

'physicilin as-soon:~' 
as yoU

 authorize us to send then} to that 'physiciari~:tt'i:~~!'~::":'};;';~~';~~' 

. 
. .;!".i2;::~;::i:~;~~~!~~;;'~l¥~~ 

J~.)Y<; t, 
;." D

ate:, ... ,"'"-_-'-'-"-.... 

D
e
a
r
_
~
 _

_
 ~
 

)';/i~~~;,~~:'~ , 
I find it necessary to inform

 you that I am
 w

ithdraw
ing from

 furthe 
professional attendance upon you because you have persisted iri" 

,: ". " 
refusing to follow

 m
y m

edical advice and treatm
ent. S

ince your 'coii~' 
dition requires m

edical attention, I suggest that you' btace y
o

u
rselfl': 

under the care o
f another physician w

ithout delay. If you desire. I 
•. ,~~, 

shall be available to attend you for a reasonable tim
e after you re-" 

ceive this letter, but in no event for m
ore than _

' _" days. 

T
his should give you am

ple tim
e to select a physician o

f your choice 
from

 the m
any com

petent practitiohers' in this city.' W
ith your: 

authorization, I w
ill m

ake available to this physician yO
ur case his.';: 

tory and inform
ation regarding the diagnosis and treatm

ent you have 
received from

 m
e. 

V
ery truly yours, 

_
_

_
_

 , M
.D

. ,:' 

-
-
-
_

.
_

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-



Form
 2 

Form
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Leiter for Physicians 
D

iscontinuing Practice 

-, 
;' '" ~~ . 

D
ate: 

_
_

_
_

_
_

 _ 

_ Beca~s~'(;f 
. «

m
y

 retire~ent, reasons o
f health, 

;Y,t,~tcS I am
 discontinuing the practice o

f m
edicine on 

, 
',\ 19....:£. I w

ill not be able to attend yotiprofessionally after that date. 

':j sug~e~tithat you arrange to place yourself under the care o
f an­

'o
th

er physician. If you are not acquainted w
ith another physician, 1 

;.'suggest that you contact the 
(local) M

edical 
•..... S

o
ciety

." 
./..... 

' 

'. I shall m
ake m

y records o
f your case available to the physician you 

: designate. S
ince the records o

f your case are confidential, I shall re­
;\tU

in
iy

o
u

r w
ritten authorization to do so. F

or this reason, I am
 in­

:C
1uding at the end o

f this letter an authorization form
. P

lease com
-

plete the form
 and return it to m

e. 

":1 am
 sorry that I cannot continue as your 'physician. I extend to you 

, m
y best w

ishes for your future health and happiness. 
. 

, 

Y
ours very truly, 

_
_

_
_

_
_

 , M
.D

. 

Authorization to Transfer R
ecords 

D
ate: 

To: 
,M

.D
. 

I hereby authorize you to transfer o
r m

ake available to 
_

_
_

_
_

_
_

 !, M
.D

., 
(address) all the 

records and reports relating to m
y case. 

l,' 

S
igned 

Form
 4 

2.3 

Acknow
ledgem

ent of Em
ergency 

Treatm
ent 

,;. 

f: i 
. 

fi)< 
D

ate: : 
, '/;" 

Time:;'·'.'(~'~;';'i 
a.rri:!p~~·/ 

. 
. 

,"_
 :ii;"

 
. 

. 
'",.';.'. : .. ' 

I acknow
ledge that the m

edical care w
hich (w

as) (is ltbout to beffur~; 
nished to (nam

e o
f patient) by D

r. 
: ., 

'
;
;
 '\

 (w
as) (w

ill be)/ 
lim

ited solely to em
ergency treatm

ent· I understand th
at .. it w

ill be:f.~fJ: 
necessary to select another physician' an

d
' m

ake. im
m

ediate arrange};,?!' 
m

ents w
ith that physician for a com

plete diagnosis an
d

eo
n

tin
u

atio
n

' 

o
f treatm

ent. 
. ::>:i. .. :":':~':';;~J~-';", 

W
itness 

S
igned 

" .. ' 
. 

",:;; 
(patient o

r person\.r<
: 

. 
,authorized t

o
.
 '::'; 

. 
. ... ' 

. 
. 

consent for patie~tf:: 

*If the physician has agreed to provide onl~ em
ergency 'ii~at~en;, thee~~~':/ 

tion o
f this form

 before or im
m

ediately after treatm
ent w

ould be ·valuable·as· 
evidence against any later claim

 that the physician abandoned the patient b
y
: 

failing to continue treatm
ent. 

' .. 

Term
ination by the P

atient 

1
, • 

. '. 

A
 

p
atien

t m
ay

 u
n

ilaterally
 term

in
ate a p

h
y

sician
-p

atien
t relatio

n
­

sh
ip

 at any tim
e. S

ince th
e p

atien
t's w

ith
d

raw
al is o

ften
 u

n
an

­
n

o
u

n
ced

 o
r u

n
ex

p
ressed

 a d
isp

u
te m

ay
 arise as to

 w
h

eth
er th

e p
h

 
sician h

ad
 a co

n
tin

u
in

g
 resp

o
n

sib
ility

 to
 atten

d
 th

e p
atien

t. If n
o

 
fu

rth
er m

edical services are n
ecessary

 fo
r th

e p
articu

lar in
ju

ry
 o

r 
illness th

e p
h

y
sician

 w
as em

p
lo

y
ed

 to
 treat, th

e relatio
n

sh
ip

 u
su

al 

ceases w
ith

o
u

t an
y

 form
alities. 

If a physician is discharged b
y

 a p
atien

t in n
eed

 o
f fu

rth
er m

ed
ic 

atten
tio

n
, o

r if th
e p

atien
t leaves th

e h
o

sp
ital ag

ain
st th

e p
h

y
si­

cian
's advice, th

e d
o

cto
r sh

o
u

ld
 b

e in a p
o

sitio
n

 to
 estab

lish
 th

at 

n
o

 ab
an

d
o

n
m

en
t o

ccu
rred

.' 

T
h

ere are several m
eth

o
d

s o
f p

ro
tectin

g
 th

e p
h

y
sician

 fro
m

 an
 

ab
an

d
o

n
m

en
t law

suit. T
h

ese in
clu

d
e o

b
tain

in
g

 a sig
n

ed
 statem

en
t 

o
f th

e facts b
y

 th
e p

atien
t, o

r sen
d

in
g

 a letter to
 th

e p
erso

n
 eith

e 

co
n

firm
in

g
 th

e d
isch

arg
e o

r th
e fact th

at th
e p

atien
t left ag

ain
st 



Form
 5 

m
edical advice. A

gain, certified m
ail is preferable and a copy 

should be retained in the physician's files. T
he accom

panying ex­
am

ples m
ay be useful. 

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
~
-
-
-
-
-
-
-

1 P
earson v. N

o
rm

an
. 106 P

.2
d

 3
6

/ (C
olo. 

1940); M
uckleroy v. M

cH
enry. 16 P

.2
d

 
123 (O

kla
. 1932); D

uke S
anitariulll v. H

earn. 13 P
.2

d
 183 (O

kla. 
1932). 

Letter Suggesting Follow
·Up 

z~;'}~!:r.. 
: 

.._
. 

D
ato: 

:'::A
sw

ecdiscussed during your appointm
ent today, I suggest that you 

;'/rfiak
iiu

lo
th

erap
p

o
in

tm
en

t w
ith m

e fo
r a check-up in approxi-

['.tn
atelY

<
:c;;:' 

'
;
 A

lthough m
y>

exarnination does not in-
/;'dicate 'the existence o

f any condition requiring treatm
ent at this 

,:'tiriie;',your,condition should be m
onitored by m

e o
r another phy-

't:·~ician.J";;[£':;'! 
", 

, 
. 

~~"';7";. 
Sincerely, 

;' ':,~ 
_

_
_

_
_

_
_

 • M
.D

. 

Form
 6 

Form
 

Letter to Confirm
 Discharge by Patient 

.
'
 

.. 
'/·'~':>"-"~~~'~') .. <:l' 

"
i 

·,,~;.j:·,'t' 

D
ear_' _

_
 ~
 _

_
_

 _
_

 
: 

l ~ 

D
a
t
e
.
"
'
'
'
'
'
'
'
'
 

, 
. . 

".~::~~:«.:;~ , ,J':' '.'{,!~ 
T

his w
iIi confirm

 our telephone conversation 'today' during 'w
hich you •. 

discharged m
e from

 attending you as your physician in
y

o
u

r presenf~i:,i' 
illness. In m

y opinion, your condition requires continued m
edical 

' :~' 
treatm

ent by a physician. If you have not already obtai~ed the ser·:;' ': 
vices o

f another physician, I suggest th
at you do so w

ithout d
elay

.:':,; 
Y

ou m
ay be assured that. upon your authorization. I w

ill furnish,' . 
, 

that physician w
ith inform

ation regarding the diagnosis and treat-
'," 

m
ent that you have received from

 m
e., , 

\.: 

Letter to Patient W
ho 

Fails to Follow Advice 

D
ear _

_
_

_
_

_
_

 _ 

Ve~y truly 'yours" 
"
'
.
 :.,' 

_
_

_
_

 ---' _
_

_
_

 , M
.D

. 

D
ate: _

_
_

_
_

_
 _ 

'.
,
j 

A
t the tim

e you brought your (d
a

u
g

h
te

r/so
n

), to m
e for exam

ination 
this afternoon. I inform

ed you that I w
as unable to determ

ine w
ith· . 

out X
-ray pictures w

hether a fracture existed in (h
is/h

e
r) injured 

(right/left) arm
. I strongly urge you to perm

it m
e o

r som
e o

th
er 

physician o
f your choice to m

ake this X
-ray exam

ination w
ithout 

further delay. 

Y
our refusal to perm

it a proper X
-ray exam

ination to be m
ade o

f 
(h

is/h
e

r) arm
 m

ay result in serious consequences if a fracture exists. 

V
ery truly yours, 

_
_

_
_

_
_

_
 , M

.D
. 



Form
 8 

Statem
ent of Patient Leaving· 

Hospital Against Advice 

D
ate: _

_
_

_
_

_
 _ 

T
his is to certify th

a
d

 am
 leaving 

H
ospital at m

y 
own insistence and against the advice o

f the hospital authorities and 
m

y attending physician. I have been inform
ed by them

 o
f the 

'dangers o
f m

y leaving at this tim
e. I release the hospital, its em

-
'. 

ployees and officers, and m
y attending physician from

 all liability for 
any adverse results caused by m

y prem
ature departure. 

S
igned _

_
_

_
_

 _ 

i "agree to hold harm
less the 

H
ospital, its em

ployees 
and officers, and the attending physician from

 all liability, w
ith 

reference to the discharge o
f the patient nam

ed above. 

(H
usband, w

ife. parent, etc.) 

*. T
he' patient m

ay not be forced to sign this type o
f statem

ent and 
, . C

annot be restrained. If the patient refuses to sign the form
, it 

, ~::should be filled out, w
itnessed by hospital personnel, and the state­

:tnent "S
ignature R

efused" included on the form
. 

Form
 9 

2.4 

Letter to Patient W
ho Falls 

to Keep Appointm
ent 

D
ear _

_
_

_
_

_
_

_
_

_
 . 

D
ate: 
_
~
 _

_
_

_
_

_
_

_
 _ 

O
n

 
, 19 _

_
 , you failed to keep your appointm

ent at 
m

y office. In m
y opinion, your condition requires continued m

edical 
treatm

ent. If you so desire, you m
ay telephone m

e for another ap-
::. ' 

pointm
ent, but if you prefer to have another physiciart attend you, I 

suggest that you arrange to do so w
ithout delay. Y

ou m
ay be assured 

that, upon your authorization, I w
ill m

ake available m
y know

ledge 
0 

o
f your case to the physician o

f your choice. 

I trust that you w
ill understand that m

y purpose in w
riting this letter' 

0 

is o
u

t o
f concern for your health and w

ell-being., 
co,." 

' 

V
ery truly yours, 

_
_

_
_

_
_

 • M
.D

 .. 

. . 
----_ ... ----

Patient Abandonm
ent 

A
b

an
d

o
n

m
en

t generally m
eans unilateral severance o

f th
e profes­

sional relationship betw
een a d

o
cto

r an
d

 a patient w
ith

o
u

t reason­
able notice at a tim

e w
hen there is still a need for co

n
tin

u
in

g
 m

ed 
ical atten

tio
n

.' A
ctionable ab

an
d

o
n

m
en

t. how
ever, occurs o

n
ly

 in 
the absence o

f reasonable notice o
r o

f failure to
 provide an

 ade­
q

u
ate m

edical attendant. 2 W
hen there is evidence th

at ad
eq

u
ate 

m
edical care w

as available w
ithin a reasonable tim

e after th
e phys 

cian left the case, o
r that no d

am
ag

e resulted from
 th

e ab
an

d
o

n
­

m
ent, there is no cause for action.

3 

L
ee I'. 

lJe1l'/Jre, 362 S. W
.2

d
 900 (T

exas, 
1962); O

th
er cases recognizing th

a
t a 

physician has a dllty n
o

t to a
b

a
n

d
o

n
 th

e case: C
arroll v. G

riffin. 
101 S

.E
.2

d
 76 

(G
eorgia, 

1958); K
enney v. P

iedm
ont H

ospital, 222 S
.E

.2
d

 162 (G
eorgia, 

1975); 
M

agana v. E
lie, 439 N

.E
.2

d
 1319 (Illinois, 

1982); C
apps v. V

alk, 3
6

9
 P

.2
d

 238 
(K

ansas); O
'N

eill v. 
i'vIontefiore H

ospital, 202 N
. Y

.S
.2

d
 436 (N

ew
 

}'ork, 
1960); 

M
urray v. 

U
.S

., 329 F
.2

d
 270 (V

irginia, 
1964); C

oughlin v. C
hristoffersen, 431 

P
.2

d
 997 (W

ashillgton, 
1976). 

2 
Id. 

3 
C

arroll v. G
riffin, 

101 S
.E

.2
d

 764 (G
eorgia, 

1958). 



Consent to Treatm
ent 

A
 physician w

h
o

 adm
inisters treatm

en
t o

r p
erfo

rm
s an

 o
p

eratio
n

 
w

ith
o

u
t a p

atien
t's express o

r im
plied consent m

ay incur liability 
for dam

ages. T
h

is general rule includes an
 o

p
eratio

n
 th

al is differ­
en

t th
an

 th
e o

n
e for w

hich consent w
as given! 

T
h

e patient decides w
h

eth
er to undergo th

e procedure o
r treatm

ent 
th

e d
o

cto
r recom

m
ends. E

xpressed o
r im

plied co
n

sen
t m

ust, there­
fore, b

e given before the physician m
ay proceed. 2 A

 co
m

p
eten

t adult 
p

atien
t w

h
o

 has been in form
ed o

f the treatm
en

t p
ro

p
o

sed
 an

d
 w

h
o

 
know

s th
at it can

 b
e refused o

r accepted, gives im
plied conscnt to 

th
e treatm

ent if he o
r she th

en
 cooperates w

ith the physician.
J 

T
h

is im
plied co

n
sen

t is th
e type o

f consent usually o
b

tain
ed

 in rou­
tine office practice.

4 

Im
plied consent to

 an
 o

p
eratio

n
 alw

ays involvcs the possibility o
f a 

m
isu

n
d

erstan
d

in
g

 ab
o

u
t th

e p
u

rp
o

se an
d

 scope o
f th

e ·undertaking. 
If a controversy does arise, p

ro
o

f is som
etim

es difficult to obtain.s 
Im

plied consent o
ften

 occurs in em
ergency m

edical situations. I f a 
p

erso
n

 is, for exam
ple, injured o

r unconscious, an
d

 if his injuries 
require p

ro
m

p
t atten

tio
n

, a physician is justified in u
n

d
ertak

in
g

 

treatm
en

t to
 preserve th

e patient's life o
r lim

b w
ith

o
u

t express 
consent. 6 

O
ral consent to

 a p
ro

ced
u

re is usually su
p

p
lem

en
ted

 by im
plied 

consent. T
h

is w
ould occur, if for exam

ple a patient orally con­
sented to a p

ro
ced

u
re an

d
 th

en
 cooperated w

ith th
e physician in its 

perform
ance. L

ike im
plied consent, oral consent is o

p
en

 to. m
isun-

d
erstan

d
in

g
 an

d
 m

ay be difficult to prove. 
. 

W
ritten consent to treatm

en
t is not required by law

, an
d

 n
o

 partic­
u

lar form
 is necessary to

 give a valid co
n

sen
t.' If a form

 is used. 
how

ever, it sh
o

u
ld

 state th
e nature o

f the treatm
ent o

r procedure 
au

th
o

rized
, an

d
 it should be signed by the person legally qualified 

to give consent. A
 surgical au

th
o

rizatio
n

. for exam
ple, should statc 

w
h

o
 is responsible for adm

inistering the anesthetic
8 an

d
 the 

postoperative care
9 if these services are to be provided by a physi­

cian o
th

er th
an

 th
e o

p
eratin

g
 surgeon. T

h
e place an

d
 d

ate o
f the 

d
o

cu
m

en
t's execution an

d
 the signature o

f a w
itness

1
0

 sh
o

u
ld

 be in­
cluded to

 facilitate p
ro

o
f. 

T
h

e m
ore vague anel indefinite the term

s o
f a co

n
sen

t are, th
e m

ore 
specifically th

e agrcem
ent w

ill usually be co
n

stru
ed

 by a C
o

u
rt! 1 

E
ven if the p

lain
tiff read the form

 an
d

 u
n

d
ersto

o
d

 its co
n

ten
ts, 

th
at act is not considered blanket au

th
o

rity
 to proceed w

ith treat­
m

en
t o

th
er th

an
 that w

hich th
e patient anticipated!2 

G
eneral o

r "b
lan

k
et" consent form

s p
u

rp
o

rted
ly

 giving a physician 
unlim

ited au
th

o
rity

 and discretion, w
ith

o
u

t specifying th
e p

articu
­

lar treatm
ent o

r procedure co
n

tem
p

lated
, are n

o
t recom

m
ended!3 

T
h

e use o
f such blanket co

n
sen

t form
s has given rise to

 m
edical 

liability claim
s for the p

erfo
rm

an
ce o

f o
p

eratio
n

s different from
 

thosc orally eontcm
platcd. S

o
m

c co
u

rts have co
n

stru
cd

 b
lan

k
et 

conscnt 
form

s to pcrm
it only those procedures for w

hich oral con­
scnt existed}4 O

thers havc held th
at a signed co

n
sen

t form
 consti­

tutcs only lim
itcd evidcnce o

f valid consent. 

A
 question o

ften
 ariscs as to

 w
hcthcr a general co

n
sen

t form
 

signed on adm
ission to a hospital w

ill covcr all su
b

seq
u

en
t treat­

m
cnts and proccdures. T

h
is reliancc is not reco

m
m

en
d

ed
. T

h
e gen­

eral form
 w

ill allow
 hospital personnel to

 providc ro
u

tin
c treatm

en
t 

to a paticnt, but for ad
d

itio
n

al proccdures o
r treatm

cn
ts, a m

o
re 

specific form
 sh

o
u

ld
 be used. T

his reco
m

m
en

d
atio

n
 applies to

 sur­
gical procedures th

at involve anesthesia. T
h

e ad
m

in
istratio

n
 o

f 

anesthesia should be m
cn

tio
n

ed
 in the surgical co

n
sen

t form
, b

u
t a 

scparate form
 

for the anesthesiologist w
ould also

 be ap
p

ro
p

riate. 

S
om

e states have enacted law
s th

at provide the term
s u

n
d

er w
h

ich
· 

a w
ritten consent w

ill 
bc presum

cd valid. G
eorgia law

, for exam
ple, 

states that: "[A
] consent to

 surgical o
r m

edical treatm
en

t w
hich dis­

closes in general term
s the treatm

en
t o

r course o
r treatm

en
t in co

n
­

nection w
ith w

hich it 
is given an

d
 w

hich is d
u

ly
 evidenced in w

rit­

ing and signcd by thc paticnt o
r o

th
cr person o

r pcrsons 
authorized to conscnt ... shall be conclusively p

rcsu
m

cd
 to

 b
e a 

valid consent in the abscnce o
f fraudulcnt m

isrep
resen

tatio
n

s o
f 

m
aterial facts in o

b
tain

in
g

 the sam
e."IS

 

F
urtherm

ore, som
c states have rccently cnactcd law

s th
at establish 

additional conscnt requircm
cnts for m

astectom
ies. T

h
e M

in
n

eso
ta 

S
tatute, for exam

 pIc, states th
at "every p

atien
t o

r rcsident su
fferin

g
 

from
 any form

 o
f breast can

cer shall be fully in
fo

rm
ed

, p
rio

r to o
r 

at the tim
e o

f adm
ission an

d
 d

u
rin

g
 h

er stay, o
f all altern

ativ
e ef­

fective methocl~ o
f treatm

ent ... and th
e risks associatcd w

ith each
 

o
f those I1lcthods."I~ T

hcse type o
f law

s are in
ten

d
ed

 to prevent 
u"l1r·strp" rr0crrlllrcs, th

at is, 
[ln

rr n
n

lrrin
o

 a h
in

rw
 an

d
 c1iscow

r-



I 

ing a m
alignancy, p

erfo
rm

in
g

 a m
astectom

y!7 

1 
C

ross v. T
rapp, 294 S.E

.2d 446 (W
V

a. 
1982), 

A
d

am
s v. 

E
IA

Jash, 3.?8 S.E
.2d 381 

(W
V

a. 
1985), 

L
argey v. 

R
othm

an, 540 IU
d

 504 (N
.J. 

1988). 
2 

P
ern

a v. 
P

irozzi. 442 A
.2

d
 1016 (1982); S

ee 61 A
M

JV
R

. 2
d

 P
hysicians, Surgeons, 

elc. 
§158 (1972), 

leading case absenl I'alid w
ril1ell conselll "R

isk C
ase': 

3 
S

ee, i.e., L
aC

aze v. C
ollier, 434 So. 

2
d

 1039 (I.a. 
1983). 

A
lso

 see H
u

n
d

ro
u

lis v. 
S

ch
u

m
ach

er 531 S. 
2

d
 450 (to

. 
1988); L

eonard v. 
N

ew
 O

rleans E
ast O

rthnc1inic 
485 So.2d 1008 (L

a A
I'''. 4 C

ir. 
1986) P

reco
u

rt 
I'. 

F
redenck 481 N.n: 2

d
 1144 

(M
ass. 

1985) 
"S

e
a
ls v. 

P
ittm

an
 499 S.2d 1/4 (La. 

A
IJp. 

C
ir. 

1986). 

4 
S

eals v. P
ittm

an
, 499 So.2d. 

1/4 (La. 
A

P
lJ. 

I C
ir. 

1986). 
5 

H
ay

w
o

o
d

 v. A
llen, 406 S

.W
2

d
 721 (K

y. 
19('6). 

(, 
~
I
o
h
r
.
 v. 

W
illiam

s, 
95 M

illll. 
261, 

104 N
.II: 

12 (1905). 
7 

R
u

l see fo
o

ln
o

les 10 a
n

d
 1/ fo

r "resu
m

p
lio

lls o
f validily illl'oldllg cO

IISC
III a

m
I 

fo
o

ln
o

les C
hapler 5 fo

r ;'lfo
rm

ed
 cO

llselll. 
8 

A
 surgeoll usually is 1101 respolIsilJle fo

r the l1egligence o
f all alleslhetist w

ho is 
n

o
t p

refo
rm

in
g

 Ihose duties ullder tile surgeons directioll. 
W

oodson v. 
I lucy, 

216 
P

.2d 199 (O
kla. 

1953); W
iley v. W

h
arto

n
, 41 N

.W
.2d 255 (O

hio 194/7. S
ec gener­

ally, 
Surgeons alld A

llesthesiologists, 
V

icarious U
ahililY

 alld the C
O

lllilllled 
T

rend T
ow

ard Specializalion alld D
ecentralizalion ill the O

perating R
oom

, 9 
O

h
io

 N
orlhern V

niv. 
Law

. 
R

ev. 
437 (1982). 

A
lso

 see, 
90. 

A
.L

.R
. 3

d
 788, 

M
al­

praclice in cO
llllectioll lI'ilh A

lleslhelist. 
9 

S
ee S

au
n

d
ers v. 

L
ischkoff, 

188 So. 815 (F
la. 

1939); G
ross v. 

P
artlow

, (,8 P
.2d 

1034 (H
ash. 

1937); R
eed v. 

L
aughlin, 58 S

.W
 2

d
 440 (M

o. 
1933); lIo

p
k

in
s v. 

H
eller, 210 P

.975 (C
al. 

A
pp. 1922). 

B
atcm

an v. 
R

osenberg, 525 S. W
 

2
d

 753, 
756 

(M
o. 

1975). 
10 

III W
heeler v. 

B
arker, 298 P

.2d 68 (C
al. 

1949) alld S
tone v. G

o
o

d
m

an
, 271 N

. Y.S. 
500 (/943), Ihe p

la
illliff alleged Ihal h

e siglled Ihe C
O

lISelll fo
rm

 w
hile lInder se­

dation a
n

d
 Ihal Ihe cO

llsellt w
as, 

therefore, im
'alid. A

 lI'ill1e5s to the signillg les­
tified

 1
0

 the cO
lltrary. 

II 
T

he C
ourl in V

aldez v. 
Percy, 96 P. 2

d
 142 (C

al. 
A

I'P
. 

1939). said H
'ith rcsI'ect to 

a broad, general consellt: "H
ow

ever, 
II'e

 d
o

 1101 underslalld such agrcclI/clII 10 
conslilllle a consenl to p

erfo
rm

 operations o
th

er than the olle fo
r w

hich thc 
operaling surgeons lI'erc engaged !Jy IJlaillliff 10 IJerform

 unlcs5 IIc('('.nity there­
fo

re arose dllring Ihe authorized operalion as herein!Jefore m
enliolled." S

ec also
 

M
o

o
re v. 

W
ebb, 345 S

.W
2

d
 239 (M

o. 
1961). 

12 
M

o
o

re v. W
ebb, 345 S.JI~2d 01 243 (M

o. 
1961). 

/3
 

R
ogers v. 

L
u

m
b

erm
en

s M
u

tu
al C

asu
alty

 C
o., 

1/9 So.2d 649 (La. 
19601. 

III this 
case Ihe palienl signed a I'O

gue conselll fo
rm

. 
T

he courl slaled: "Ill' Ihillk this 
so-called aU

lhorizalioll is so am
biguO

Ils as to h
e alm

ost coml,'ete~I' w
orth/css, 

alld, cerlainly, since il fails to desigllate Ihe lIaturc o
f Ihe 0l,cratioll ll/Ilhori:ed, 

a
n

d
 fo

r w
hich consenl w

as gil'en, 
il COIl IU

/I'e 
110 

I\'e~~'" lInder the .filct I uri cir­
cllm

slances o
f ",e installl case--.!. A

lso
 see K

arl .1. 
P

izzalotto, 
~I.D., 

L
td. 

\'. 
W

il­
son, 437 So.2d 859,,865; (La. 

1983). 

14 
P

izzalo
tto

 v. W
ilson, 437 So.2d 01 865 (1983). 

15 
G

a. 
C

o
d

e A
n

n
. §31-9-6 (1981) S

ee also L
O

llisiana R
el'ised Statlltes §40:1299A

O
. 

A
 signed consenl fo

rm
 thaI m

eels Ihe stalIlIO
l:I' reqllirem

ents fo
r disclosure" 

---sh
a

ll b
e presllm

ed to be m
/id

 alld effective, ill the aiJsence o
f p

ro
o

f thaI e.\'­
eC

lllion o
f Ihe co

m
en

l I\'as indllced b
y m

isreprcselllalion o
f m

aterial facts." S
ee 

also, F
lorida M

edical cO
llsent 101\', Fla. 

Stat. 
A

 lin. 
§766.103 (4)(0) (1978 SIII'P

). 
A

 
cO

llsenl w
hich is el'idenced in I\'riting a

n
d

 m
e
e
t
~
 the reqllirem

ent---shall, (f 
m

/id
ly signed b

y Ihe palient o
r another alllhori:,ed /,e/'Son, 

rai~e a rC
/)lIl1a"'e 

pre.m
m

ption o
f a m

lid
 cOll.~enl. 

A
lso sec /01\'0 code IInnot. 

F:;147.137 (
/
Q
~
Q
-
8
0
 

J C
lir 

".1 
J 

J 
J 

J 
I 

J 
[f, 

.\{inl1. 
ReI'. 

St(l«. 
f$/.f./.fi.'1 

(SlIl'rI. 
9.1 

'1 ! 
1 

I 

17 
C

al. 
/lea/th &

 Sl(fety C
ode §1704.5 (SU

/'Il. 
/984) reqllires Ihe physician 10 in­

fo
rm

 the flatit-nt, 
Ihrough a slandardized II'rillen slim

 m
ary, o

f allernalil'e effi­
caciolls m

etlu)(ll' o
f m

edically I'ia"'e Irealm
ent. 

F
ai/llre 10 d

o
 so

 cO
llstilllles IIn­

p,,~(essi()nal conducl. C
al. 

n
ilS

. &
 

P
rof. C

o
d

e §2257 (SliP
I'. 

1984). 
Afa.<sachll.~ctls lall' reqllires Ihat el'ery p

a
lien

l o
r residenl o

f a facilil.!' shall hal'e 
co

m
p

lele inform
atioll in non-m

edical language o
n

 all allernalil'e Irealm
enl a

n
d

 
possilJle adl'el:<

e conseqllences. 
/lall'aii en

a
cled

 legl:~/ation 10 eSlab/ish slalldards 
fo

r physicians 1
0

 fo
llo

w
 ill giving in

fo
rm

a
lio

n
 10 palienls. H

aw
aii R

ev. Slals. 
§671-3. 

1.01lisi(lna has adopted a resollllion 1
0

 urge a
n

d
 requesl all physicians 

10 m
il'ise Iheir palients, ora/~1' a

n
d

 ill 
I\'riling, o

f Ihe a
ilem

a
lil.eslo

 a radical 
m

a
stcclo

m
y prior 10 p

e
~
f
o
r
m
i
n
g
 Ihis procedure. 

/I. 
C

oncllrrenl R
esol. 

125. 

J 
.1 

I 
I 

I 
J 

I 



an
 in

ju
ry

 th
at h

ad
 resulted fro

m
 anesthesia. T

h
e co

u
rt ruled th

at 
th

e d
o

cto
r co

u
ld

 n
o

t be expected to
 explain all the possible risks to

 
th

e p
atien

t, b
u

t o
n

ly
 th

o
se th

at w
ere serious. T

h
e co

u
rt held th

at a 
test m

u
st be ap

p
lied

 to d
eterm

in
e if a p

erso
n

 in th
e p

atien
t's posi­

tio
n

 ·co
u

ld
 reaso

n
ab

ly
 have expected to be in

fo
rm

ed
 o

f the risks as­

sociated w
ith general an

esth
esia an

d
 also o

f the possibility o
f alter­

native treatm
en

t. 5 

In a sim
ilar case,~ th

e co
u

rt held th
at a physician's failure to in­

fo
rm

 a p
atien

t before p
erfo

rm
in

g
 a b

io
p

sy
 to d

eterm
in

e w
h

eth
er a 

grow
th o

n
 her vertebra w

as m
alig

n
an

t an
d

 p
erh

ap
s incurable, w

as 
n

o
t a m

isrepresentation th
at w

O
llld vitiate th

e p
lain

tifrs co
n

sen
t to 

th
e biopsy. T

h
e p

u
rp

o
se o

f th
e biopsy, th

e co
u

rt pointed O
llt, w

as 
to

 rule o
u

t an
 in

cu
rab

le m
alignancy an

d
 clear th

e w
ay for treat­

m
en

t o
f th

e w
o

m
an

's b
ack

 p
ain

. T
h

e co
u

rt fu
rth

er stated th
at a 

reaso
n

ab
le p

atien
t w

ould have co
n

sen
ted

 to such a d
iag

n
o

stic bi­
o

p
sy

 despite th
e slight ch

an
ce o

f irreparable neurological injury.7 

R
isks th

at are very im
p

ro
b

ab
le o

r n
o

t serious can
 usually b

e o
m

it­
ted from

 disclosure since they w
ould not be m

aterial to
 a p

atien
t's 

decision w
h

eth
er to u

n
d

erg
o

 th
e p

ro
p

o
sed

 treatm
en

t. R
 

In
 o

n
e such case,9 a p

lain
tiff entered a hospital for a d

iag
n

o
stic 

o
u

tp
atien

t an
g

io
g

ram
 as prescribed by his physician. T

h
e p

atien
t 

sig
n

ed
 a co

n
sen

t form
 an

d
 w

as tak
en

 for th
e an

g
io

g
ram

 btlt w
as 

n
o

t in
fo

rm
ed

 o
f an

y
 serious risks. T

h
e p

atien
t died from

 an
 

• 
an

ap
h

y
lactic reaction to th

e an
g

io
g

rap
h

ic dye co
n

trast m
aterial. 

T
h

e p
lain

tiff co
n

ten
d

ed
 th

at failure to ad
m

in
ister ep

in
ep

h
rin

e in­
traveneously co

n
stitu

ted
 negligence!O

 T
h

e co
u

rt held th
at th

e test 
for d

eterm
in

in
g

 w
h

eth
er a p

articu
lar peril m

ust b
e divulged is its 

relevance to th
e p

atien
t's decision. A

ll risks potentially affecting th
e 

decision m
ust b

e disclosed. 

N
o u

n
ifo

rm
 statistics in

d
icate w

h
at degree o

f ri.~k is to
o

 rcm
otc." 

O
n

e co
u

rt has stated
 th

at w
henever a procedure involves a 

know
n 

risk o
f d

eath
 o

r serious b
o

d
ily

 h
arm

, th
e physician m

tlst disclose 
th

at in
fo

n
n

atio
n

!2
 risks th

at are co
m

m
o

n
ly

 know
n to the reason­

ab
le p

atien
t d

o
 n

o
t require disclosure!3 

(d) O
u

tco
m

e P
robability. T

h
e possibility o

f successful treatm
en

t o
r 

o
f failure, sh

o
u

ld
 be discussed w

ith a patient. 
In agreeing to pro­

vide treatm
en

t o
r p

erfo
rm

 an
 o

p
eratio

n
, th

e d
o

cto
r does not, in th

e 

ab
sen

ce o
f a special co

n
tract, g

u
aran

tee p
articu

lar results o
r a 

cure.'4 T
h

e physician w
arran

ts o
n

ly
 that he (lr she possesses Ihe de-

gree o
f know

ledge an
d

 skill o
rd

in
arily

 co
m

m
o

n
 to a m

em
b

er o
f thl 

m
edical profession in g

o
o

d
 stan

d
in

g
 in th

e co
m

m
u

n
ity

 an
d

 h
as th

e 
ability to lise that know

ledge an
d

 skill in treatin
g

 th
e patient!5 

W
hen a physician agrees to

 p
erfo

rm
 a procedure, I he ag

reem
en

t in­
cludes an im

plied w
arran

ty
 th

at th
e d

o
cto

r has th
e skill required to 

perform
 the procedure!6 

A
 physician m

ay expressly agree to
 achieve a p

articu
lar result o

r ef. 
fect 

a cure. 1
ft he d

o
cto

r en
ters in

to
 such a co

n
tract, how

ever, an
d

 
fails to achieve the p

ro
m

ised
 result o

r effect a cure, liability for 

breach o
f contract m

ay o
ccu

r even th
o

u
g

h
 th

e highest p
ro

fessio
n

al 
skill w

as em
ployed.17 

(e) F
easible 7/"ealll1el11 A

 Item
alive. 

F
easible altern

ativ
e treatm

en
ts 

sh
o

u
ld

 alw
ays be discussed w

ith th
e p

atien
t. In

 o
n

e instance,'s a p
a 

tient w
as advised to u

n
d

erg
o

 a kidney biopsy, b
u

t the physician 
failed to discuss the altern

ativ
e o

f an
 o

p
en

 biopsy. T
h

e co
u

rt state( 
that it required th

a
t"

 ... all viable alternatives be disclosed, even 
th

o
u

g
h

 som
e invoh'e m

o
re h

azard
s th

an
 others."19 

(r) N
o

 T
reatfllent O

lltcom
e. F

inally, th
e physician sh

o
u

ld
 discuss 

w
hat could h

ap
p

en
 if n

o
th

in
g

 is done. 
In o

n
e su

ch
 case, th

e p
atier 

declined to have a p
ap

 test an
d

 su
b

seq
u

en
tly

 developed cervical 

cancer. 20 T
h

e d
o

cto
r w

as fo
u

n
d

 liable for negligently failing to
 

w
arn her o

r the risks o
f failing to

 have to
 th

e d
iag

n
o

stic p
ro

ced
u

n
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Refusal to Subm
it to Treatm

ent 

A
.M

. 
D

ate 
T

im
e 

' 
P.M

. 

I have been advised by D
r. 

that it is necessary 
for m

e to undergo the 
follow

ing 
treatm

ent: _
_

_
_

_
 .;.-_

_
_

 _ 

(D
e.'icrih

l! o
p

e
ra

/io
n

 o
r trC

'tlIn
le,,1) 

T
he effect and nature o

f this treatm
ent have been explained to m

e. 
A

lthough m
y failure to follow

 the advice I have received m
ay seri­

ously im
peril m

y life or health, I nevertheless refuse to subm
it to the 

recom
m

ended treatm
ent. I assum

e the risks and consequences in­
volved and release the above-nam

ed physician. the hospital and its 
staff from

 any liability. 

W
itness. _

_
_

_
_

_
 _ 

Signed _
_

_
_

_
 _ 

8.3 
--

-
-
-
-

--------
. 

---_
 .. ---

-
-
-
-
-
-
. 

--

Standards for Disclosure 

In ad
d

itio
n

 to certain kinds o
f in

fo
rm

atio
n

. th
e physician h

as a re­
sponsibility to give the patient the ap

p
ro

p
riate am

o
u

n
t o

f in
fo

rm
a­

tion. T
w

o jurisdictional ap
p

ro
ach

es exist. 

(a) T
h

e first is the traditional o
r th

e professional stan
d

ard
 ap

­
p

ro
ach

. M
ost co

u
rts have held th

at in a law
suit b

ased
 o

n
 lack o

f 
in

fo
rm

ed
 consent. the patient m

u
st establish by ex

p
ert m

edical tes­
tim

o
n

y
 that the physician failed to disclose a risk w

h
ich

 th
e reason· 

able m
edical practitioner w

ould have disclosed in sim
ilar circu

m
­

stances. 1 E
xpert m

edical testim
ony is required b

ecau
se th

e necessary 
extent o

f disclosure is not co
m

m
o

n
 know

ledge o
r w

ith
in

 th
e experi 

ence o
f layrnen. 2 W

ith
o

u
t such testim

ony a ju
ry

 w
o

u
ld

 be u
n

ab
le 

to
 decide w

hether o
r not a physician b

reach
ed

 a d
u

ty
 ow

ed to
 a 

p
atien

t.
3 A

 few
 co

u
rts have held th

at. w
hile a p

atien
t m

u
st produc( 

expert m
edical testim

ony if th
e ad

eq
u

acy
 o

f th
e disclosure is at is­

sue. th
e patient need not p

ro
d

u
ce an

y
 expert m

ed
ical testim

o
n

y
 i r 

th
e p

atien
t claim

s th
at n

o
 disclosure o

f an
y

 kind w
as m

ade.
4 

(b) kfinority A
pproach. S

o
m

e co
u

rts have d
ep

arted
 fro

m
 th

e gen­

eral rule and ad
o

p
ted

 the reasonable p
atien

t "p
atien

t need" o
r "

m
~
 

terial risk" ap
p

ro
ach

. E
xpert m

edical testim
o

n
y

 is n
o

t necessary to
 

establish the ad
eq

u
acy

 o
f the scope o

f disclosure m
ad

e by th
e phy­

sician in these jurisdictions. T
h

ese co
u

rts have stated
 th

at th
e m

ed
 

cal profession is not perm
itted to d

eterm
in

e its o
w

n
 responsibilitie~ 

to th
e public. s T

h
e question is w

h
eth

er o
r n

o
t th

e physician dis­
closed sufficient in

fo
rm

atio
n

 to
 en

ab
le th

e p
atien

t to
 intelligently 

decide w
hether to consent to th

e treatm
en

t o
r procedure.

6 T
h

e nec 
essary scope o

f disclosure is to be d
eterm

in
ed

 by ap
p

ly
in

g
 th

e star 
d

ard
s o

f the reasonable laym
an. not th

e reaso
n

ab
le m

edical p
racti 

tioner.
7 

In C
ooper v. 

R
oherts. s a w

o
m

an
 w

as ad
m

itted
 to a h

o
sp

ital for a 
gastroscopic exam

ination. A
lth

o
u

g
h

 sh
e w

as n
o

t in
fo

rm
ed

 o
f an

y
 

o
f th

e risks o
f the procedure. she signed a "b

lan
k

et co
n

sen
t form

. 
S

h
o

rtly
 after th

e ex
am

in
atio

n
 w

as p
erfo

rm
ed

. it 
w

as discovered th 
her sto

m
ach

 h
ad

 been p
u

n
ctu

red
. T

h
e w

o
m

an
 claim

ed
 th

at th
e ex 

am
in

atio
n

 had been p
erfo

rm
ed

 w
ith

o
u

t h
er in

fo
rm

ed
 co

n
sen

t. T
h

 
m

edical evidence indicated th
at th

e incidence o
f such a p

u
n

ctu
re 

w
as o

n
ly

 I in 2500 o
r .0004!tfo. 

T
h

e trial judge instructed th
e ju

ry
 th

at th
e physician's d

u
ty

 to
 dis 

close risks to th
e patient is not d

eterm
in

ed
 by w

h
at th

e m
em

b
ers 

• 
I 

I 
• 

• 
• 

• 



th
e ju

ry
 w

ould disclose to
 th

e patient in sim
ilar circum

stances. T
h

e 
required scope o

f disclosure is d
eterm

in
ed

 by w
hat the reasonable 

m
edical p

ractitio
n

er w
ould do. 

R
eversing the ju

d
g

m
en

t in 
favor o

f th
e physicians, the P

ennsylvania 
ap

p
ellate co

u
rt said th

at any m
edical expert w

ould only test i ry as 
to

 w
h

at th
e expert w

ould d
o

 in sim
ilar circum

stances o
r w

hat th
e 

expert th
in

k
s an

o
th

er physician sh
o

u
ld

 do. T
h

e co
u

rt ruled lhal the 
necessary scope o

f disclosure consists o
f thos.~ facts, 

risks, an
d

 al­
ternatives w

hich a reasonable laym
an in a sim

ilar situation w
ould 

deem
 significant in deciding w

hether o
r n

o
t to

 consent to
 a treat­

m
en

t o
r procedure. 

If a p
ro

p
o

sed
 treatm

en
t o

r procedure is novel o
r u

n
o

rth
o

d
o

x
, th

e 
physician h

as an
 ad

d
itio

n
al d

u
ty

 o
f disclosure. T

h
e physician m

u
st 

in
fo

rm
 th

e p
atien

t th
at th

e treatm
en

t o
r procedure is novel o

r un­
o

rth
o

d
o

x
 an

d
 th

en
 m

ust in
fo

rm
 the p

atien
t o

f th
e possible risks. 

In F
iorentino v. 

W
enger, 

a physician reco
m

m
en

d
ed

 a specific proce­
d

u
re to

 correct a m
in

o
r's scoliotic co

n
d

itio
n

. H
e did not in

fo
rm

 the 
boy's p

aren
ts th

at the p
ro

ced
u

re w
as n

o
t the generally accepted 

m
edical treatm

ent in the co
m

m
u

n
ity

 for scoliosis. H
e also failed to 

in
fo

rm
 th

em
 th

at he w
as th

e o
n

ly
 physician in this co

u
n

try
 utilizing 

th
e p

ro
ced

u
re an

d
 th

at untow
ard results h

ad
 occurred in five o

f the 
thirty-five instances in w

hich the p
ro

ced
u

re w
as p

erfo
rm

ed
. T

h
e 

p
ro

ced
u

re w
as p

erfo
rm

ed
 an

d
 resulted in an

 exsanguinating hem
or­

rhage d
u

rin
g

 w
hich th

e boy died.
9 A

ffirm
in

g
 ju

d
g

m
en

t for 
the par­

ents, a N
ew

 Y
ork appellate co

u
rt ruled th

at the physician had a 
d

u
ty

 to disclose the fact th
at th

e p
ro

ced
u

re w
as novel and u

n
o

rth
o

­
d

o
x

 an
d

 th
at there w

ere risks incident to, o
r possible in 

its use.'O
 

T
haI Ihe physicia

n's dU
ly o

f disclosure is d
eterm

illed
 b

y a p
ro

fessio
lla

l slallr/ard 
is slill Ihe m

a
jo

rily rule. 
A

 riZO
lla, 

A
 rkansas. 

C
olorado. 

D
elaw

are,' F
lorida. 

11-
lillois, 

Iow
a, 

K
en

lu
cky, A

lichil!all, 
A

lississil'pi. 
M

issouri. 
,\folllalla. 

N
C

II' .Il'ne.\~ 

N
o

rlh
 C

arolina, 
T

ennessee, 
Texas, 

V
irl!illia. 

a
lld

 Jf)"o/lIinl! a
n

d
 ".I' fer/eral C

O
/lr/S 

in
 Id

a
h

o
 a

n
d

 N
o

rlh
 D

akola, a
n
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O
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lld
 W

iscollsin, allholl1:1r in
 

1
1

1
'0

 su
ch

 slales, N
ew

 Y
o

rk a
lld

 V
cr 

/l/onl, 
lire flr,,/i'.uiollal sla

lld
a

rd
 approaclr Iras /Je('n rl'im

l'0.<
ed ".I' .«alll/('. 

lJy 
.<

Ialllle ill U
lall. 

U
lall (o

d
e
 A

 1111. 
§78-14-5. 

7 
lIu

n
ler v. 

B
row

n. 484 1
'.2

d
 I/fi2

 (W
ils

II. 
1971). 

S
ee a

lso
 M

nsoll v. 
E

llsw
orlh, 

474 1
'.2

d
 909 (W

asil. 
1970); Jo

n
es v. G

riffilh
, 688 F

. 
SliP

I'. 446 (N
.D

. 
Illd. 

1988). 

8 
286 A

.2
d

 647 (P
o. 

1971). 

9 
F

io
ren

lin
o

 v. W
enger, 

19 N
. r.2

d
 407, 227 N

.E
.2

d
 296, 2

8
0

 N
. Y

.S
.2

d
 3

7
3

 
(1967). 

10 
See also N

atallson v. 
K

line, 3
5

0
 1

'.2
d

 1093 (K
all. 

1960); H
u

n
ter v. B
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Exceptions to Inform
ed Consent 

(a) T
herapeutic P

rivilege. T
h

ere are exceptions to
 th

e req
u

irem
en

t 
o

f infc:>rm
ed consent. T

h
e d

o
ctrin

e o
f th

erap
eu

tic privilege allow
s 

the physician to w
ithhold in

fo
rm

atio
n

 fro
m

 th
e p

atien
t in so

m
e s' 

uations. A
 co

u
rt discussed this co

n
cep

t in C
ontebury v. Spence: I 

... w
hen the risk-disclosure poses su

ch
 a th

reat o
f d

etrim
en

t 
to the patient as to

 b
eco

m
e u

n
feasib

le o
r co

n
train

d
icated

 
from

 a m
edical p

o
in

t o
f view

. It is recognized th
at p

atien
ts 

occasionally b
eco

m
e so ill o

r em
o

tio
n

ally
 d

istrau
g

h
t o

n
 dis­

closure as to foreclose a ratio
n

al decision, o
r co

m
p

licate o
r 

hinder the treatm
en

t, o
r p

erh
ap

s even p
o

se psychological 

d
am

ag
e to the p

atien
t. W

h
ere th

at is so
, th

e cases have gen­

erally held th
at th

e physician is arm
ed

 w
ith a privilege to

 
keep the in

fo
rm

atio
n

 fro
m

 th
e p

atien
t, an

d
 w

e think it is 
clear that portents o

f th
at ty

p
e m

ay
 ju

stify
 th

e physician in 
action he deem

s m
edically w

arran
ted

. 

T
h

e critical inquiry is w
h

eth
er the physician resp

o
n

d
ed

 to
 a 

so
u

n
d

 m
edical ju

d
g

m
en

t th
at co

m
m

u
n

icatio
n

 o
f th

e risk in­
fo

rm
atio

n
 w

ould present a th
reat to

 th
e p

atien
t's w

ell-being. 
T

h
e physician's privilege to

 w
ith

h
o

ld
 in

fo
rm

atio
n

 for th
er­

apeutic reasons m
ust be carefully circu

m
scrib

ed
, how

ever, for 
otherw

ise it 
m

ight d
ev

o
u

r the disclosure rule itself. T
h

e privi­
lege docs not accept the p

atern
alistic n

o
tio

n
 th

at th
e physi­

cian m
ay

 rem
ain silent sim

ply b
ecau

se divulgence m
ig

h
t 

p
ro

m
p

t Ihe patient to
 forego th

erap
y

 th
e physician feels the 

patient realty n
eed

,. 



I 

S
o

m
e states have codified th

e therapeutic privilege exception.
2 S

ince 
this privilege is co

n
trary

 to the assu
m

p
tio

n
s underlying the in­

form
ed consent doctrine, its use should b

e circum
scribed. A

 physi­
cian

 sh
o

u
ld

 explain, in th
e m

edical record, w
hy the in

fo
rm

atio
n

 

w
as w

ithheld. 

A
n

 Iow
a co

u
rt held th

at a d
o

cto
r could n

o
t w

ithhold any in
fo

rm
a­

tio
n

 from
 a p

atien
t co

n
tem

p
latin

g
 a vasectom

y for socioeconom
ic 

reasons.
3 T

h
e co

u
rt noted th

at the p
atien

t w
as a w

ell an
d

 n
o

rm
al 

p
erso

n
 n

o
t requiring surgical intervention o

r therapy. T
h

e surgery 

w
as n

o
t corrective, b

u
t designed to interfere w

ith a n
o

rm
al bodily 

function.
4 S

im
ilar reasons m

ay ap
p

ly
 to

 som
e cosm

etic procedures. 

(b) P
atien't 

W
aiver. 

A
 second exception to

 an in
fo

rm
ed

 co
n

sen
t re­

q
u

irem
en

t occurs w
hen a patient know

ingly w
aives th

e right to re­
ceive any in

fo
rm

atio
n

. W
hile a w

aiver m
ay b

e valid, its use is n
o

t 
reco

m
m

en
d

ed
. If a w

aiver is used, th
e physician sh

o
u

ld
 requirc the 

p
atien

t to
 sign a form

 acknow
ledging the latter's decision to refuse 

in
fo

rm
atio

n
. 

(c) E
m

ergency E
xception. T

h
e third exception to

 in
fo

rm
ed

 consent 
occurs in the case o

f an
 em

ergency. S
uch a situ

atio
n

 obviates th
e 

need for any consent at all. 6 

T
h

e law
 recognizes th

at in so
m

e circum
stances a physician m

ay per­
fo

rm
 a procedure different from

 the o
n

e to
 w

hich the patient co
n

­
sented. T

hese circum
stances arise in em

ergencies an
d

 u
n

an
ticip

ated
 

situ
atio

n
s.

7 A
 physician can

 usually act w
ith

o
u

t consent if an
 u

n
an

­
ticipated co

n
d

itio
n

 is found th
at requires im

m
ediate action. T

h
is is 

also tru
e in an em

ergency situ
atio

n
 w

here the life o
f the patient is 

en
d

an
g

ered
, an

d
 the d

o
cto

r is unable to o
b

tain
 th

e person's 

consent.
8 
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A
n
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0
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(P

urdon) (Insurance C
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loh C
o

d
e A

n
n
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SIal. 
A

n
n

. IiI. 
12. 

§1909(d) (Supp.) (provide in
fo

rm
a

tio
n

 10 im
m

ed
ia

le fam
ily). 
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C

ow
m

an v. 
H

ornaday. 329 N
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H
~
2
d
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a 1983). 
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N
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U
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cK
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lalr C
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d
e A

n
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A
n
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h
o

p
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K
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R
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O
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R
ev. 

SIal. 
§4IA
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N

.Y. 
P

ub. H
eallh L

a
w

 2805-d(2)(a) (M
cK
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u
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aslr. 
R
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A
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m
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See Rel1('ra/~I', U

o
yd

 
I'. K

"n, 329 F
.2

d
 168 (71h C

ir. 
19(4): D

em
ers v. G

erety, 
1'.2d 645 (/973) rell/anded O

il otlrer R
l'O

lInds 520 1'.2d 869 (1974): L
ipscom

b v. 
T

h
e l\1cm

orial H
ospital, 

733 F
.2

d
 332 (4tll C

ir. 
/984). 

E
xtension of Treatm

ent 

A
s a general rule, the extension o

f a p
ro

ced
u

re b
ey

o
n

d
 th

e sco
p

e 
o

f the consent m
ay expose a physician to liability for b

attery
. T

h
e 

strict C0l111110n law
 rule is that the right o

f a su
rg

eo
n

 to
 ex

ten
d

 an
 

o
p

eratio
n

 beyond the lim
its th

at th
e p

atien
t has au

th
o

rized
 is co

n
­

fined to
 em

ergencies requiring im
m

ed
iate actio

n
. S

o
m

e co
u

rts h
av

e 
d

ep
arted

 from
 this co

m
m

o
n

 law
 rule. O

n
e ap

p
ro

ach
 allow

s a d
o

c­
to

r to
 extend an o

p
eratio

n
 to deal w

ith an
y

 ab
n

o
rm

al co
n

d
itio

n
 

discovered during a procedure w
hen an

 extension is advisable for 
th

e w
ei fare o

f the patient an
d

 follow
s accepted m

edical practice. 

In an
 O

h
io

 case, a patient's fallopian tubes w
ere rem

oved d
u

rin
g

 
an

 au
th

o
rized

 appendectom
y. I T

h
e physician testified th

at "I fo
u

n
d

 
h

er tubes in bad shape .. , I could have treated th
em

, b
u

t th
e 

ch
an

ces w
ere that she m

ight have been in the h
o

sp
ital for tw

o
 o

r 
th

ree m
o

n
th

s, so I thought I'd b
etter tak

e them
 o

u
t." T

h
e O

h
io

 
S

u
p

rem
e C

o
u

rt reversed a directed verdict for th
e d

efen
d

an
t d

o
cto

r 
an

d
 rem

anded the case for fu
rth

er proceedings o
n

 th
e q

u
estio

n
 o

f 
co

n
sen

t. 2 

In an
o

th
er case, a surgeon found so

m
e enlarged follicle cysts o

n
 a 

p
atien

t's ovaries.
3 A

lthough there w
as n

o
 im

m
ed

iate em
ergency, 

th
e su

rg
eo

n
 punctured the cysts. T

h
e co

u
rt n

o
ted

 th
at w

here an
 in­

ternal o
p

eratio
n

 is required, b
o

th
 th

e su
rg

eo
n

 an
d

 th
e patient 

k
n

o
w

 th
at no definite diagnosis is possible until the incision h

as 
been m

ad
e. T

he co
u

rt said, th
erefo

re, th
at in 

the absence o
f p

ro
o

f 
to

 th
e co

n
trary

, a surgeon can ex
ten

d
 an

 o
p

eratio
n

 to
 co

rrect an
y

 
ab

n
o

rm
al or diseased co

n
d

itio
n

 in th
e area o

f th
e original incision 

w
henever proper surgical p

ro
ced

u
re requires such an

 ex
ten

sio
n

. 
U

n
d

er this reasoning, the extension o
f an

 o
p

eratio
n

 is n
o

t lim
ited 

to
 an

 em
ergency. 

In o
n

e critical case,4 the p
lain

tiff w
as told by her fam

ily physician 
th

at a lacerated uterus w
as responsible for her frequent m

iscarri­
ages. S

ubsequently, she told the d
efen

d
an

t surgeon she w
an

ted
 to

 
b

e "fixed up" so she could b
ear ch

ild
ren

. W
h

en
 th

e d
o

cto
r o

p
er­

ated
 o

n
 her. he found th

at her fallopian tubes w
ere sealed an

d
 full 

o
f pus. H

er ovaries w
ere also b

ad
ly

 infected, an
d

 co
n

seq
u

en
tly

 

I 
I 

I 
I 

J 
I 

I 
u 



co
u

ld
 never b

ear children. T
h

e su
rg

eo
n

 rem
oved th

e eli,seased or­

gans, th
o

u
g

h
 im

m
ed

iate rem
oval w

as n
o

t necessary to
 p

ro
tect th

e 

p
atien

t's life o
r h

ealth
. 

O
n

 ap
p

eal, th
e co

u
rt in

terp
reted

 th
e p

atien
t's request to

 be "fixed 

u
p

" as au
th

o
rity

 to
 p

erfo
rm

 a d
iag

n
o

stic o
p

eratio
n

 an
d

 such sur­

gery as m
ight b

e Ik-:essary to
 cu

re h
er ailm

ent. A
lth

o
u

g
h

 th
e co

u
rt 

sp
o

k
e o

f co
n

sen
t im

plied fro
m

 th
e existence o

f an
 em

ergency, it 
ap

­

p
ears th

at th
e pai icnt h

ad
 expressly co

n
sen

ted
 to

 an
y

 surgery the 
physician m

ight find necessary, so lo
n

g
 as it diel 

n
o

t interfere w
ith 

h
er ability tn ' 

,·hildren. A
ccording to

 the facts o
f th

e case, th
e 

w
o

m
an

's eO
lllllllO

ll before th
e o

p
eratio

n
 alread

y
 m

ad
e it 

im
possible 

for h
er to

 b
ear children an

d
 this co

n
d

itio
n

 co
u

ld
 n

o
t be corrected. 

In an
o

th
er case,s 'an

 o
p

h
th

alm
o

lo
g

ist w
as held liable for ex

ten
d

in
g

 

a surgical p
ro

ced
u

re w
ith

o
u

t th
e p

atien
t's co

n
sen

t. T
h

e pat ient's 
co

n
d

itio
n

 w
as d

iag
n

o
sed

 as an
 in

fectio
n

 o
f th

e m
eib

o
m

ian
 g

lan
d

s 

o
n

 th
e low

er left eyelid. T
h

e p
atien

t co
n

sen
ted

 to
 h

av
in

g
 th

e eyelid 

o
p

en
ed

 an
d

 d
rain

ed
. T

h
e o

p
h

th
alm

o
lo

g
ist ad

m
in

istered
 a local 

anes 
:lic, excised so

m
e m

eib
o

m
ian

 g
lan

d
s an

d
 also

 rem
oved a 

freckle from
 th

e eyelid. D
u

rin
g

 the o
p

eratio
n

, th
e tarsu

s th
at su

p
­

p
o

rts th
e eyelid w

as cut, cau
sin

g
 th

e lid to drop. T
h

e 1'\'lichigan ap
­

pellate co
u

rt affirm
ed

 a $12,500 ju
d

g
m

en
t in favor o

f the p
atien

t 
an

d
 n

o
ted

 th
at n

o
 claim

 o
f negligence w

as m
ade. T

h
e co

u
rt held 

th
at n

o
 em

ergency existed, an
d

 th
at th

e rem
oval o

f th
e g

lan
d

s an
d

 

the freckle co
n

stitu
ted

 an
 u

n
w

arran
ted

 assau
lt an

d
 b

attery
 since th

e 
p

atien
t w

as co
n

scio
u

s, an
d

 his co
n

sen
t co

u
ld

 have b
een

 requested. 

In an
o

th
er instance,6 a p

atien
t co

m
p

lain
ed

 o
f a p

ain
 in her low

er 
ab

d
o

m
en

 w
hich th

e su
rg

eo
n

 d
iag

n
o

sed
 as a tu

b
al pregnancy. T

h
e 

d
o

cto
r o

p
erated

, b
u

t w
h

en
 h

e o
p

en
ed

 th
e p

atien
t's ab

d
o

m
en

, he 
fo

u
n

d
 in

stead
 th

at she h
ad

 a d
o

u
b

le uterus, a n
o

rm
al p

reg
n

an
cy

 
b

u
t very acu

te appendicitis. T
h

e p
at ient's h

u
sb

an
d

 later test i fied 
th

at he w
as ju

st o
u

tsid
e th

e o
p

eratin
g

 ro
o

m
 an

d
 p

resu
m

ab
ly

 co
u

ld
 

have b
een

 co
n

su
lted

, b
u

t there w
as n

o
 evidence th

at th
e su

rg
eo

n
 

knew
 it. T

h
e su

rg
eo

n
 co

n
clu

d
ed

 th
at th

e acu
te ap

p
en

d
icitis w

as re­

sp
o

n
sib

le for th
e p

atien
t's p

ain
 an

d
 rem

oved h
er ap

p
en

d
ix

. T
h

e 

w
o

m
an

 h
ad

 an
 uneventful recovery an

d
 su

b
seq

u
en

tly
 d

eliw
red

 a 
n

o
rm

al child. T
h

e p
atien

t's h
u

sb
an

d
, how

ever, refused to
 p

ay
 the 

su
rg

eo
n

's fee 
b

ecau
se the ap

p
en

d
ecto

m
y

 w
as u

n
au

th
o

rized
. T

h
e 

ju
d

g
m

en
t for th

e su
rg

eo
n

 w
as affirm

ed
. 

T
h

e co
u

rt q
u

eried
: "W

h
at w

as th
e su

rg
eo

n
 to do? S

h
o

u
ld

 he hm
'e 

left h
er o

n
 th

e n
p

eratin
g

 table. h
er ab

d
n

m
en

 expoc;ed. an
d

 )!nne in 

search o
f her h

u
sb

an
d

 to
 o

b
tain

 express au
th

o
rity

 to
 rem

ove th
e 

ap
p

en
d

ix
? S

h
o

u
ld

 he have closed th
e incision o

n
 th

e in
n

am
ed

 ap
­

pendix an
d

 subjected th
e p

atien
t, p

reg
n

an
t as sh

e w
as, 

to a general 
spread o

f the p
o

iso
n

 in 
h

er system
, o

r to
 th

e altern
ativ

e d
an

g
er 

an
d

 shock o
f a second in

d
ep

en
d

en
t o

p
eratio

n
 to rem

ove th
e ap

p
en

­

dix'! O
r sh

o
u

ld
 he have d

o
n

e w
hat 

!lis professional ju
d

g
m

en
t dic­

tated
 

. , . ?"7 

T
h

e cO
llrt 

found that the sllrgeon h
ad

 o
p

erated
 w

ithin th
e sco

p
e o

f 

th
e consent given him

 by th
e p

atien
t. T

h
e su

rg
eo

n
 rem

oved w
h

at h
e 

believed to be the cause o
f th

e p
atien

t's p
ain

. It w
as essentially for 

this reason th
at the su

rg
eo

n
 h

ad
 been en

g
ag

ed
. 

A
 contrasting view

 w
as expressed in an

o
th

er case in w
hich a 

20-year-old w
o

m
an

 su
b

m
itted

 to
 an

 ap
p

en
d

ecto
m

y
.s D

u
rin

g
 th

e 

o
p

eratio
n

, the surgeon discovered th
at th

e y
o

u
n

g
 w

o
m

an
's fallo

p
ian

 

tubes w
ere full o

f puss, sw
ollen an

d
 sealed at b

o
th

 en
d

s. F
earin

g
 

th
at the sw

ollen tu
b

es ev
en

tu
ally

 w
ould b

reak
 an

d
 cau

se p
erito

n
itis, 

th
e doctor: rem

oved them
. It w

as im
possible to o

b
tain

 th
e co

n
sen

t 

o
f the unconscious p

atien
t, an

d
 th

e su
rg

eo
n

 did n
o

t attem
p

t to
 o

b
­

tain the consent o
f the y

o
u

n
g

 w
o

m
an

's step
m

o
th

er w
h

o
 w

as in th
e 

hospital at 
the tim

e. A
t 

th
e trial, th

e su
rg

eo
n

 testified th
at it 

w
o

u
ld

 
have been necessary to rem

ove the tu
b

es "w
ith

in
 six m

o
n

th
s an

y
w

ay
 

i I' I w
as not m

 ista ken." 

T
h

e K
entucky appellate co

m
t ruled ag

ain
st the su

rg
en

n
. T

h
e co

u
rt 

ruled that \\'hile a surgeon m
ay

 extend an
 o

p
eratio

n
 in an

 em
er­

gency, the em
ergency m

ust exist at th
e tim

e o
f th

e o
p

eratio
n

 an
d

 
not Illerely en

d
an

g
er the p

atien
t's h

ealth
 o

r life at so
m

e fu
tu

re 
tim

e. T
h

e C
O

llrt 
said th

at th
e evidence did not estab

lish
 th

at, as a 

m
atter o

f law
, 

there w
as an

 em
ergency o

f su
fficien

t urgency to
 

ju
stify

 the rem
oval o

f th
e tu

b
es w

ith
o

u
t th

e co
n

sen
t o

f th
e p

atien
t 

o
r her stepm

other. A
lth

o
u

g
h

 th
e evidence did in

d
icate th

at th
e 

tubes w
ould have to be rem

oved so
o

n
, an

d
 th

at in th
eir infected 

co
n

d
itio

n
 w

ere d
an

g
ero

u
s, th

eir rem
oval w

as not estab
lish

ed
 as an

 
em

ergency. 
D

eath w
as not likely to

 o
ccu

r im
m

ed
iately

 if they w
ere 

not rem
oved.

9 

In an
o

th
er case, a patient b

ro
u

g
h

t an
 actio

n
 ag

ain
st h

er physician 
for his rem

o\'al o
f a \'accination m

ark
 w

ith
o

u
t h

er co
n

sen
t. T

h
e 

co
u

rt held th
at the \\'om

an's claim
 th

at sh
e did n

o
t u

n
d

erstan
d

 o
r 

otherw
ise consent to the rem

oval o
f th

e v
accin

atio
n

 m
ark

 w
as 

properly pleaded in 
hattery, u

n
d

er a th
eo

ry
 o

f lack
 o

f in
fo

rm
ed

 
consent. 11l 

m
 



• 

In
 o

n
e such case,6 the plaintiff, an

 adult, expressly prohibited a spi­
nal anesthetic. H

is m
o

th
er later consented to the use o

f any 
anesthetic. A

t the start o
f the operation, sodium

 pentothal w
as in­

jected. B
ecause o

f an adverse reaction, a spinal block w
as ad­

m
inistered. S

ince the o
p

eratio
n

 had n
o

t begun, the ju
ry

 found that 

th
ere w

as no em
ergency w

hich w
ould ju

stify
 a violation o

f the 
p

lain
tiffs instructions. 

E
xperim

ental procedures require a patient's consent, an
d

 sllch pro­
cedures usually im

pose greater disclosure responsibilities on physi­
cians. R

egulations o
f the D

ep
artm

en
t o

f H
ealth and H

u
m

an
 S

er­
vices (H

H
S

) o
n

 the protection o
f h

u
m

an
 subjects lim

it the w
aiver 

o
f consent an

d
 the release from

 liability. 

T
h

e regulations prohibit "exculpatory language through w
hich the 

subject o
r the representative is m

ad
e to

 w
aive o

r ap
p

ears to w
aive 

an
y

 o
f the subject's legal rights, o

r releases o
r ap

p
ears to release 

th
e investigator, the sponsor, the institution or its agents from

 lia­
bility for negligence.'" 

A
dditional regulations apply to all research 

co
n

d
u

cted
 o

r su
p

p
o

rted
 by H

H
S

 involving children as subjects.
8 

A
n

y
 research activity requires m

ore th
o

ro
u

g
h

 consent procedures 
th

an
 are required for clinical treatm

ent. 9 

A
n

o
th

er lim
itation that arises occurs w

hen parents attem
p

t to pro­
scribe the type o

f treatm
ent provided to their children. A

ll states 
recognize th

at p
rim

ary
 responsibility for the provision o

f m
edical 

necessities rests w
ith the parents, but if the parents fail 

to provide 
ad

eq
u

ate care, the state m
ay step in to provide services necessary to 

preserve the life, health an
d

 w
elfare o

f a m
inor!O

 In situations 
w

here life-saving services are n
o

t required, how
ever, o

r if a delay o
f 

treatm
en

t w
ould not cause a seriolls deterioration o

f a child's con­
dition, co

u
rts tend to

 defer to the parent's decision! I 

C
ases have discllssed how

 parents sh
o

u
ld

 be dealt w
ith in o

rd
er to

 
successfully treat a child!2 In one case!3 the co

u
rt held th

at there 
w

as n
o

 legal d
u

ty
 o

n
 the physician's p

art to
 inform

 the parents o
f 

an
 infant suffering from

 a life-threatening condition that treatm
en

t 
co

u
ld

 be w
ithheld if they w

ished to let the child die. T
h

e co
u

rt 
ruled th

at there w
ere "n

o
 alternatives" to

 w
hich the parents could 

consent. 
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G
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, R
ig
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richton, 48 A

p
I'. D

.C
. 596 (1

9
1

9
); S

lale v. 
ilousekeeper, 

If> .. \. 382 (J
Ill). 

1889). S
ee C

olem
an v. C

olem
an, 471 A

.2
d

 1115 (M
d

. 
C

t. 
(~l S

i'ccilll .. Ip
p

. 
1984). 

T
he M

a
ry

la
n

d
 C

O
liI'I d

e
n

ie
d

 Ih
e

 IlIIshalld~~ p
('filio

ll 1
0

 I)/'c\'e
lll Iris lI'U

i' 
fro

lll 1r00'illg a
ll a

b
o

rlio
ll. 

T
ire c

a
lirI Ire

ld
 lira

 I "a
 1\'01I1l111 ill h

e
r .fin

l Irill1
e

sle
r 

o
f p

re
g

n
a

n
cy, in

 co
n

sllila
lio

n
 lI'ilh

 h
e

r p
h

ysicia
n

. lI1ay e
le

cl 1
0

 Icrll1
illa

le
 Ihe 

pre!!.nanc)" 
a

lld
 /le

illre
r Ihe sla

le
 n

o
r Ihe 

II'O
Il1{f/I:r spollse n

o
r tile

 fa
lh

c
r o

f lire
 

ch
ild !:as an)' right !o in

terven
e so (IS to pre\'C

'H
 her dl'("i.~ioll fron

l "('('onling a 
fa

c
l ... 

7 
B

arker v. 
H

eaney, 82 S
. W

.2
d

 419 (T
e

x. 
C

iv. A"". 
1935). 

8 
W

heeler v. 
B

arker, 208 P
.2

d
 68 (C

a
l. A

 1'1'. 
1949); D

em
ers \'. G

erety, 529 P
.2

d
 

278; S
tone v. G

oodm
an, 271 

N
. }'. 

Sill'''. 500 (/9
3

4
). 

9 
A

rballo v. 
N

ielson, 
166 P

.2
d

 621 (C
a

l. 
A

I'P
. 

1946). 

10 
B

onner v. 
M

oran, 
126 F

.2
d

 121 (D
.l. C

ir. 
1941); K

07llp 
V

. G
eorgelow

n U
niv. 

851 F
.2

d
 4

3
7

 (D
.C

. C
ir. 

1988; (A
,'p

e
a

ls C
O

liI'I h
e

ld
 as a lI1

a
le

rio
l,l(lcl a

l isslle as 
10 

w
h

e
lh

e
r lra

llsfllsio
ll II'O

S a
b

so
lllle

ly n('cessm
y 1

0
 S

(/\'(' child:~ life
 a

llrt 1IlI1S 
w

h
e

lh
e

r p
a

tie
llls g(/\'e im

p
lie

d
 C

O
llsell1 fo

r lra/l.~lllSioll 
w

lriclr rcslIlI('d
 ill rll(, 

b
a

h
y C

O
lllo

clillg
 aids). 

...... 

~
:
:
'
.
 

10.0 

.'. 
f'l"~. 

. ... .ISen' •
•
 , 

,'." 
r&i'<' 

~
~
i
l
.
 

~1i~Oi?i~_ 
ft"'?
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A. patient has the right to
 w

ith
h

o
ld

 co
n

sen
t to

 lifesaving treatm
en

t, 
and thus can im

pose term
s, co

n
d

itio
n

s an
d

 lim
itations o

n
 th

e co
n

­
sent. A. physician, how

ever, d
o

es n
o

t have to agree to
 co

n
d

itio
n

s 

th
at are incom

patible w
ith g

o
o

d
 m

edical practice. T
h

e p
ru

d
en

t d
o

c­
to

r w
ill not agree to an arran

g
em

en
t th

at u
n

d
u

ly
 circum

scribes th
e 

exercise o
f a reasonable degree o

f professional ju
d

g
m

en
t. T

h
e phy­

sician w
h

o
 does so, p

articu
larly

 in surgery w
hen a p

atien
t is to

 b
e 

anesthetized, m
ay later face th

e d
ilem

m
a ()f ch

o
o

sin
g

 betw
een p

o
o

r 
m

edical practice o
r liability ex

p
o

su
re for u

n
au

th
o

rized
 treatm

en
t. 

A
ny lim

itations o
n

 co
n

sen
t sh

o
u

ld
 b

e in
clu

d
ed

 in th
e co

n
sen

t fo
rm

 
for a physician's protection if th

e lim
itatio

n
s co

u
ld

 cause an
 u

n
­

satisfactory result. 
I r a p

atien
t insists o

n
 lim

itatio
n

s th
at are clearly 

inconsistent w
ith good m

edical practice, th
e physician w

ould have 
justification ror declining th

e case. 
P

hysicians sh
o

u
ld

 also b
e aw

are 

o
f the possibility th

at a p
atien

t m
ay

 have a living w
ill w

hich specif­
ically states that he o

r she d
o

es n
o

t w
ant to u

n
d

erg
o

 certain
 Ii re 

prolonging techniques.! 
M

an
y

 states to
d

ay
 have legislation au

th
o

riz­
ing th

e execution o
f living w

ills, an
d

 th
e release o

r m
edical p

erso
n

­
nel from

 liability ror h
o

n
o

rin
g

 th
em

.
2 

In a N
ew

 Y
ork case,3 a p

atien
t entered a hospital for an

 ex
am

m
a­

tion u
n

d
er anesthetic to d

eterm
in

e th
e n

atu
re o

f a lu
m

p
 in h

er 
sto

m
ach

. S
he su

b
seq

u
en

tly
 claim

ed th
at she h

ad
 n

o
tified

 the physi­
cian "th

at there m
ust b

e no o
p

eratio
n

." W
h

ile she w
as u

n
d

er th
e 

anesthetic, how
ever, a fibroid tu

m
o

r w
as rem

oved fro
m

 h
er ab

d
o

­
m

en. T
h

e co
u

rt held th
at if th

e o
p

eratio
n

 w
as p

erfo
rm

ed
 w

ith
o

u
t 

her consent, in the absence o
f an

 em
ergency, th

e p
ro

ced
u

re w
o

u
ld

 
be an assault by the surgeon. In

 an
o

th
er case, 4 a p

atien
t co

n
sen

ted
 

to an
 o

p
eratio

n
 for hernia, b

u
t th

e su
rg

eo
n

 also rem
oved a testicle 

despite the patient's express p
ro

h
ib

itio
n

. T
h

e sm
g

eo
n

 eo
n

ten
d

ed
 

that conditions w
arranted th

e rem
oval. b

u
t it 

w
as held that this w

as 
an u

n
au

th
o

rized
 extension for w

hich he w
as liable. 

A
 physician w

h
o

 adm
inisters a type o

f an
esth

etic expressly p
ro

­
hibited by a patient is responsible for d

am
ag

es cau
sed

 by th
e 

anesthetic even th
o

u
g

h
 there is n

o
 negligence in ad

m
in

istratio
n

. T
h

e 
frequency o

f m
edical liability claim

s involving the ch
o

ice o
f an

esth
esia 

indicates the desirability o
f a statem

en
t in th

e p
atien

t's co
n

sen
t 

form
 indicating any restrictions o

n
 th

e anesthetics to
 b

e used. s 

~
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A
s noted previously, a surgeon is entitled to

 extend an operat ion 
w

hen the advisability o
f additional surgery becom

es apparent dur­
ing an operation. E

m
bolism

, infections, anesthesia deaths and 
paralysis are rem

ote possibilities in 
m

odern surgery, but they d
o

 oc­
cur. S

U
bjecting a patient to a second, separate operation ju~t 

to ob­
tain a consent the person w

ould give anyw
ay, if aw

ake, is uncon­
scionable. In the absence o

f specific prohibition by the patient, the 
physician should be privileged to p

erfo
rm

 such surgery as is justi­
fied by prevailing m

edical opinion. 

W
hen a bad result occurs, a plaintiff, unable to

 prove negligence, 
m

ay resort to
 the th

eo
ry

 o
f assault an

d
 battery to seek a recovery. 

A
 p

atien
t w

ho w
ould expect to

 be spared from
 an unnecessary, sec­

o
n

d
 operation m

ay, nevertheless, react differently if an
 extension o

f 
the agreed o

p
eratio

n
 proves unsuccessful. T

o hold a physician re­
sponsible u

n
d

er these circum
stances m

ay, how
ever, penalize an

d
 

thw
art good m

edical practice. 

T
h

e professional instincts o
f physicians should not be clouded by 

unreasonable threats o
f liability. G

o
o

d
 surgery' frequently requires 

additional procedures to correct conditions that a
re

 only discernible 
by visual inspection after the surgery has begun.!' 

W
ells v. 

V
an 

N
ort, 

125 N
.£. 

910 (O
hio 

1919). 

2 
A

lso see, R
ubino v. 

D
efratias, I\I.D

. 638 I-:SIIP
/l. 

182 (/986) (I'alienl hrollR
lr1 a 

claim
 Ihal slle d

id
 1101 IIl1derstand o

r otlrrrll'ise consrllt to Irer I)lrl'sician~~ 
rr//loval o

f Irer vaccillatioll m
o

rk \l'as properly I)lear/rd ill hllttery ratlrcr tlrall 
lIeR

li[(ence); S
am

oilov v. 
R

a7, 
536 /1.2d 275 (N

..I. 
SlIl,cr /1.n. 

1987). 

3 
K

ennedy v. !'arrott, 90 S.E
.2d 754 (N

.C
 

1954). 
S

ee al,o
 B

arnett 
Y

. 
1I:n:hrach. 34 

A
.2

d
 626 (D

.c. 
1943); R

ennan 
Y

. 
P

arson net, 83 /1. 
948 (N

..I. 
1912). 

4 
K

ing v. C
arney, 204 f'. 270 (O

kla. 
1922). 

/1pf1ellate C
t. 

a
ffirm

ed
 jlulR

m
l'lIt 

O
il 

ju
ry \'crdict jo

r Sllr[(eO
Il 

II'lro
 re//l{JI'ed ja

cia
l tlill/or to I"('('()\'er fo

r a lIefl'C
 dO

Il/· 
aRe. 

SIiTReO
lI 

lI'a.~ Ireld II0t 
to Iral'e eo

",,,,illed
 hllllery; estate o

f l.each \'. 
S

hapiro. 469 N
.E

. 
2

d
 1047 (1989). 

5 
S

h
u

lm
an

 v. L
erner, 

141 N
. W

 
2

d
 348 (M

iell. 
1966). 

6 
B

arnett v. 
B

achrach, 3
4

 A
.2

d
 626 (D

.D
.C

. 
1943). 

7 
Id. 

at 629. 

8 
T

abor v. S
cobee. 254 S

.W
2

d
 474 (K

y. 
1952). 

9 
T

abor v. S
cobee. 254 S

.W
2

d
 474 (A

)'. 
1952). 

10 
R

ubino v. 
D

efratias, 638 F. 
SliP

I'. 
182 (0

. A
riz. 

1986). 

II 
S

am
oil v. 

R
az, 536 A

.2d 275 (191\7) (P
atient brought m

edical m
alpm

ctice action 
against surgeon w

h
o

 rem
oved racial tum

or to recover 
ror a nerve dam

aged. T
h

e 
co

u
rt held w

here patient consents to certain treatm
ent an

d
 d

o
cto

r undertakes 
that course, but undisclosed com

plications occur and the physician lItilizes np­
propri:lte procedures there is n

o
 h:lsis for clnim

 o
r nssault nnd hattery.); A

lso see 
R

07.0vsky. 
F. C

onsent to T
reatm

ent, C
ir. 

/ alld 1987 SII"", 

J 
I 

J 
1 

.1 
I 

J 

9.2 

I 
.1 

1 

W
ho M

ay Consent 

T
he au

th
o

rity
 to treat o

r operate usually arises from
 the valid con­

sent o
f the patient o

r som
eone authorized to consent for the pa­

tient. S
o

m
e state statutes define precisely w

ho this m
ay be.' 

O
hio, 

for exam
ple, provides that a consent m

ust be signed by the patient, 
o

r if the patient is unable to sign then by a person w
h

o
 has legal 

au
th

o
rity

 to 'consent on his o
r her behal r. 2 

;\ consent m
ay be invalid if the act consented to

 is unlaw
ful,3 if it 

is given by som
eone not authorized to d

o
 

S
O

,4 o
r if it is o

b
tain

ed
 

by m
isrepresentation o

r fraud.
l 

T
he patient's co

n
sen

t to
 an

 opera­
tion is sufficient if the individual has reached the age o

f m
ajo

rity
 

and, at the tim
e o

f consent, is com
petent to

 u
n

d
erstan

d
 the n

atu
re 

and purpose o
f the operation proposed an

d
 the risks involved, 

T
h

e consent o
f a spouse is n

o
t necessary; the p

atien
t's consent is 

sufficient.
6 N

evertheless, it is advisable to
 have the spouse jo

in
 in 

the consent w
henever practicable, S

p
o

u
sal consent is p

articu
larly

 
advisable if the operation involves d

an
g

er to life, o
r m

ay
 destroy o

r 
lim

it sexual functions, o
r m

ay result in the death o
f any u

n
b

o
rn

 
child. 

T
h

e law
 presum

es patients are com
petent, rather th

an
 incom

petent, 
to

 consent to care. T
he presum

ption m
ay be rebutted, how

ever, by 
evidence that the patient w

as drunk,7 u
n

d
er the influence o

f drugs, 
delirious or com

atose, q o
r otherw

ise incapable o
f exercising rat iona 

ju
d

g
m

en
t. W

hether a patient is treated free o
r at so

m
eo

n
e else's ex 

pense, consent is still required.!o 

F
or eX

{llIIple. 
C

rorgia lall' dl'.filles II'lro
 lIIay [(il'e C

O
llsellt. 

T
Ile sta

t lite cO
l'ers 

adlilts, lIIillors, 
alld tlrose a

d
jlld

im
ted

 illcolllpetellt. G
a. 

C
o

d
e A

lln. §88-2904. S( 
also /)('/, 

Tit. 
18, 

§6852; Idaho C
or/(' §39-4303; irm

a
 C

o
d

e A
 1111. 

/47./37 M
e. 

R
e 

C
o

d
e Tit. 24 §2905 (i)(1988 SIII'p.); O

h
io

 R
ei'. 

C
o

d
e §2317.54(c)(P

age 90); U
tah 

C
o

d
e A

 1111. 
§78-14-5(4); alld /o

o
tllo

te C
lrapter 5. 

2 
O

h
io

 R
ei'. C

o
d

e §2317.54(c)(l'aR
e 90). 

3 
lIan

co
ck

 v, H
lIllett, 8

2
 So. 522 (/1la. 

1919); M
iller v. B

ayer, 68 N
.II: 869 (W

isc. 189~ 
4 

M
oss v. 

R
ishw

orth, 222 S.II:2d 225 (Tex. 
C

il'. A
I'''. 

1920); M
o

h
r v. W

illiam
s, 

104 
N.n~ 

12 (M
ill II. 19(5); K

inikin v. 
lIeupel, 305 N

.JV
.2d 589 (1981); 

K
ohoutek v. 

H
a fner, 383 N

. rr:2d 195 (M
ill 11, 

1986). 

5 
L

aC
aze v. C

ollier. 434 So. 2d 
10.19 (L

:I. 
t983). 

111 N
olan v. 

K
echiji:lIl, 64 A

.2d Sf 
(R

.I. 
1949), the plailltijf's C

O
lISellt to a

b
d

o
m

illa
l slirgery w

as b
a

sed
 O

il tire de/en 
dalll~~ representatioll tlrat tire o"eratioll w

as illtellded "to b
llild

 "I' th
e ligall1ent~ 

tlrat Ireld the SI)leen ill place. 
7

1
1

1
' collrt Ireld th

a
t th

e de/endallt:~ represelltation 
lI'ere so

 ill(/de((lIl1te as 
1

0
 horder O

il deceit. 
Tire accidellfal tearillg 0

/ b
lo

o
d

 I'es. 
sels II'hich re((lIired tire rell/om

l (!f tile spleell w
as therefore Ireld to

 b
e ,~II/ficielli 

to slistaill all a
ctio

n
/o

r (/.\~5(//"t alld haltel:l: See a
Im

 B
irnbaum

 v. S
iegler, 

76 
N

l:S
.2

d
 173 (/948); K

een v. C
olem

an, 20 S.E
.2d 175 (G

a. 
1942); F

la. 
Stat. 

A
n

n
 

§ 
'(4

)(/1
. 

J
i; O

f 
. I" 

C
o

,' 
~ ]/7

.5
4

 
I 

J 
I 

~
 



11.1 

/ / 
In Interest o

f C
o

o
p

er, 6
3

/ P
.2

d
 632 (K

a
ll. 

/9
8

1
); l'vtuhIcnhcrg I l(l~pital 

v. P
at­

terson, 3
2

0
 A

.2
d

 5
1

8
 (N

.J. 
1974); S

tate v. 
P

erricone, 
181 /1

.2
d

 751 (N
..!. 

/962)(Jchol'Gh~~ W
iln

e
ss); C

u
sto

d
y

 o
f a 1'.linor, 379 N

.r:.2
r1

 1053 (,\Ia
l"l. 

1978) 
(C

o
llrl o

rd
e

re
d

 c
o

n
lin

lla
lio

n
 o

f ch
e

ll/o
lh

e
ra

p
y (H

'er p
/lre

llls
' o/!;C

C
lion). 

IllltC
' 

c
h

ild
 a

lre
a

d
y h

a
s heen d

e
cla

re
d

 a lI'a
rd

 o
f Ih

e
 sla

le
, III(' C

O
liI'I I//a." 

hC' 
1

I1
()1

'(' 

lI'illin
g

 1
0

 a
llllto

riz
e

 Irealll1£'11l. 
S

ee, e.g
., In R

e K
arw

arth, 
199 N

. W
.2

d
 147 

(Io
w

a
 /972). 

B
ut see In 

R
e: P

hillip B
. 

156 C
a

l. 
R

lllr. 48 (1979). 

12 
S

ee, e.g
., R

aleigh ritk
in

-P
au

l M
o

rg
an

 M
em

orial H
ospital v. A

nderson, 201 
A

 .2
d

 5
3

7
 (N

.J. 
/964) (B

lo
o

d
 Ira

n
sfllsio

ll fo
r Ih

e
 II/o

lh
e

r o
rd

e
r('(/); Jefferso

n
 \'. 

G
riffin

 S
p

au
ld

in
g

 C
o

u
n

ty
 H

ospital A
uthority, 274 S

.E
.2

d
 457 (G

a. 
1

9
8

/) 
M

O
lh

e
r o

rd
e

r 1
0

 s
u

h
m

il 1
0

 a caesarean, 
ra

lh
e

r Ih
a

ll a \'a
g

illa
l, deli\'C

'ry 
O

\·{'/' h
e

r 
re

lig
io

lls o
b

je
clio

n
s.) /n

 Ihe in
le

re
sl o

f A
. W

., 
a c

h
ild

 IIl1der Ih
e

 age (!( cighleC
'1I 

740 P
.2

d
 82 (K

a
n

. 
/9

8
7

)(C
o

llrl h
a

d
 Ih

e
 in

h
e

re
lll I'0

ll'e
r 1

0
 a

cce
p

l re
lillq

l/ish
ll/clIl 

o
f p

a
re

llla
l rig

flts b
y
 lIa

lU
ra

l II/o
lh

e
r in

 licl/ o
f (/ p

ro
ce

e
d

illg
 w

ilh
 a

ll a
C

li,," 1
0

 

se\'er p
a

re
n

la
l rig

h
ls II'here a

ll o
f Ih

e
 s

la
ll/lo

ry
 re

q
l/ire

ll/e
llls fo

r Ihe p
ro

lc
c
lio

/l 
o

f Ih
e

 m
o

lh
e

r w
ere m

e
l.) 

/3
 

lafeuee v. L
uchs, 5

0
/ A

.2
d

 1040.1048 (N
.J. 

')"p
e

r L. 
1985). 

M
inors 

T
h

e general rule for consent w
hen a m

in
o

r is th
e patient is th

at 
th

e o
p

eratio
n

 o
r treatm

en
t requires t he co

n
sen

t o
f. a p

aren
t o

r 
g

u
ard

ian
 except in an

 em
ergency w

here im
m

ed
iate treatm

en
t is im

­
perative an

d
 an

y
 delay involves serious risk to

 th
e p

atien
t. 

In o
n

e such case, I 
tw

o ad
u

lt sisters to
o

k
 an

 cleven-year old to
 a 

h
o

sp
ital fo

r rem
o

v
al o

f b
ad

ly
 diseased tonsils an

d
 ad

en
o

id
s. T

h
e 

child died w
hile u

n
d

er th
e anesthetic. T

h
e co

u
rt held that th

e 
child's fath

er co
u

ld
 recover from

 th
e o

p
erat ing su

rg
eo

n
 for t hc 

child's d
eath

. A
lth

o
u

g
h

 th
e o

p
eratio

n
 m

ight have been nccessary, 

n
o

 im
m

ed
iate em

ergency existed to excuse the need for parelltal 
co

n
sen

t. 

I n an
o

th
er instance,2 a seventeen-year-old b

o
y

, acco
m

p
an

ied
 by his 

au
n

t an
d

 tw
o ad

u
lt sisters, co

n
su

lted
 a su

rg
eo

n
 w

h
o

 recom
lllended 

su
rg

ery
 to

 rem
o

v
e a tu

m
o

r. P
rep

aratio
n

s w
ere then m

ad
e for an

 
o

p
eratio

n
, w

ith ap
p

aren
t know

ledge o
f th

e boy's fath
er w

ith w
h

o
m

 
th

e y
o

u
n

g
ster lived. S

u
b

seq
u

en
t Iy, w

hile u
n

d
er an

 anest het ic, 
th

e 
b

o
y

 died an
d

 his fath
er su

ed
. 

R
ecovery w

as denied. T
h

e co
u

rt 
ruled th

at since th
e fath

er w
as aw

are o
f th

e p
rep

aratio
n

s an
d

 did 

n
o

t o
b

ject, his co
n

sen
t could be im

plied. F
u

rth
erm

o
re, the ()pera­

tio
n

 w
as n

o
t o

rd
in

arily
 h

azard
o

u
s, an

d
 the b

o
y

 w
as close to th

e 
age o

f m
ajo

rity
. 

E
m

ergencies rem
o

v
e th

e need for consent for m
in

o
rs as w

ell as 
ad

u
lts.

3 T
h

e p
ro

b
lem

 arises in defining w
hat co

n
stitu

les a Im
e 

em
ergency. O

n
e case st<lled 

111<11: "II 
is not 

1
0

 be p
resu

m
ed

 Ihal 

~
 

com
petent surgeons w

ill w
an

to
n

ly
 operale, n

o
r th

at they w
ill 

fail 
to 

obl<lin the consenl o
f p

arcn
ls 10 o

p
eralio

n
s w

here su
ch

 co
n

sen
t 

m
ay

 be reasonably o
b

lain
cd

 in view
 o

f th
e exigcncy."4 

In 
th

at case, 
Ihe decision 10 am

p
u

l ale 
<I 

m
in

o
r's foot w

as m
ad

e after extensive 
co

n
su

llalio
n

 <l11l(\llg the physicians involved. D
o

cto
rs sh

o
u

ld
 alw

ays 

attem
p

t, how
ever, to co

n
tact th

e parents. 

In one instance, in w
hich a seventeen-year-old boy's arm

 w
as 

crushed by a 
freighi irain, effo

rts w
ere m

ad
e to reach th

e p
aren

ts 
by telephone, b

u
t they failed.

5 A
 fter a co

n
su

ltatio
n

 am
o

n
g

 physi­

cians, the boy's <lrm
 w

as am
p

u
tated

. T
h

e co
n

sen
t o

f th
e p

aren
ts 

w
as im

plied by th
e em

ergency. 

In an
o

th
er case,6 a seven-year o

ld
 y

o
u

n
g

ster died w
hile anesthetized 

for treatm
ent o

f a broken arm
. B

efore ad
m

in
isterin

g
 th

e anesthetic, 

an
 unsuccessful attem

p
t w

as m
ad

e to co
n

tact th
e m

o
th

er at her 
place o

f w
ork. T

h
e cO

llrt 
held th

at an
 em

ergency existed. 

A
n

 extrem
ely liberal view

 o
f w

h
at co

n
stitu

tes an
 em

ergency w
as 

taken by a co
u

rl in 
Ihc case o

f a Iw
enty-year o

ld
 m

an
 w

h
o

 frac­
tured his an

k
le d

u
rin

g
 a baseball gam

e. T
h

e su
rg

eo
n

 told th
e p

a­
tient it 

w
ould be necessary to p

u
t him

 u
n

d
er an

 an
esth

etic before 
th

e foot 
could be treated. T

h
e p

atien
t's response w

as: "W
ell, if you 

th
in

k
 best, go ah

ead
." T

h
e young m

an
's father b

ro
u

g
h

t suit ch
arg

­
ing that the anesthetic w

as ad
m

in
istered

 w
ith

o
u

t his co
n

sen
t. T

h
e 

co
u

rt said Ihe operat ion w
as necessary to

 sto
p

 needless p
ain

 an
d

 
suffering; it held for thc d

efen
d

an
t.

7 S
ince it cloes n

o
t ap

p
ear th

at 
a true em

ergency existed, th
e co

u
rt p

ro
b

ab
ly

 w
as stro

n
g

ly
 influ­

enced by the fact 
that th

e p
atien

t w
as nearly an

 ad
u

lt, an
d

 th
at th

e 
o

p
eratio

n
 ordinarily w

as n
o

t difficult. 

In a K
ansas case,s the co

u
rt held th

at a m
in

o
r w

h
o

 w
as n

ear th
e 

age o
f m

ajo
rity

 co
u

ld
 co

n
sen

t to a sk
in

 g
raft o

n
 h

er fingertip. T
h

e 
K

ansas S
uprem

e C
o

u
rt said th

at p
aren

tal co
n

sen
t w

as n
o

t necessary 
if an em

ergency existed, if th
e m

in
o

r w
as em

an
cip

ated
, if p

aren
tal 

consent could not be o
b

tain
ed

 in tim
e to acco

m
p

lish
 p

ro
p

er results, 
o

r if the m
in

o
r w

as able to u
n

d
erstan

d
 th

e p
ro

ced
u

re ancl risks in­
vol\'ed. T

h
e co

u
rt found Ihat th

e girl w
as conscious, cap

ab
le o

f 
know

ing w
hat w

as taking place, an
d

 th
at n

o
 d

am
ag

e o
r disability 

resulted 
from

 th
e treatm

en
t. 

T
h

e prudent physician sh
o

u
ld

, as a general rule, o
b

tain
 th

e co
n

sen
t 

o
f a parent o

r legal g
u

ard
ian

 before p
erfo

rm
in

g
 elective su

rg
ery

 o
r 

m
edical Ireatm

enl 
for a m

inO
l'. T

h
ere are n

o
 rep

o
rted

 cases w
hich 

\\'nllid indicate thaI 
the consenl o

f h
o

th
 
p

a
n

'Il's is TH
"·('Ssary. 

In th
e 

-



I 
I 

absence o
f a controversy betw

een parents as to w
hether the physi­

cian
 should provide treatm

ent, the consent o
f one parent sh

o
u

ld
 

su ffice. 
I f the parents are legally separated o

r divorced, consent on 
b

eh
alf o

f the child should be o
b

tain
ed

 from
 the parent w

ho has le­
gal custody. 

A
n

o
th

er exception to the parental consent requirem
ent involves 

em
an

cip
ated

 m
inors. W

h
at constitutes "em

ancipation" is defined by 
statute. S

om
e states have enacted law

s th
at relieve the physician o

f 
liability for lack o

f parental consent if the doctor, in good faith, 
relies o

n
 the m

inor's representation o
f em

ancipation. q 

In
 o

n
e such instance!O

 an eighteen-year-old m
arried m

an, the father 
o

f o
n

e child, w
as suffering from

 an
 incurable, progressive m

uscular 
disease. H

e an
d

 his w
ife decided to lim

it their fam
ily. 

A
fter o

b
tain

­
in

g
 th

e couple's w
ritten consent, the d

o
cto

r perform
ed a vasectom

y. 
W

h
en

 the m
an reached his m

ajority, he sued the physician for 
o

p
eratin

g
 w

ithout a valid consent. 

A
ffirm

in
g

 the ju
d

g
m

en
t in favor o

f the physician, the W
ashington 

S
u

p
rem

e C
o

u
rt said th

at the m
ental capacity necessary to consei1t 

w
as a fact question an

d
 sh

o
u

ld
 be determ

ined from
 the circum

­
stances o

f each case stating th
at "a m

arried m
inor, eighteen years 

o
f age, w

ho has successfully com
pleted high school an

d
 is the head 

o
f his ow

n fam
ily, w

ho earn
s his ow

n living an
d

 m
aintains his ow

n 
hom

e, is em
ancipated for the p

u
rp

o
se o

f giving a valid consent to 
S

lU
gerv"ll 

~
o
m
e
 "Slates have enacted statutes that low

er the age o
f consent to 

o
b

tain
 m

edical care in certain circum
stances!2 T

h
e T

exas statute, for 
exam

ple, requires th
at the individual be at least sixteen years o

f age 
an

d
 reside separate an

d
 ap

art from
 his parents! 3 

O
th

er exceptions to parental consent requirem
ents are based 

III 

public policy. T
reatm

ent o
f venereal disease!4 d

ru
g

 abuse,ls alcohol 
dependencyl6 o

r pregnancyl7 often d
o

 not require parental consent. 
A

 m
in

o
r in M

innesota, for exam
ple, m

ay give effective consent for 
m

edical services to
 determ

ine pregnancy o
r to treat pregnancy.IS 

S
o

m
e statutes th

at elim
inate the parental consent requirem

ent ad
d

 a 
corollary parental notification requirem

ent!9 O
th

er statutes how
ever 

p
ro

h
ib

it inform
ing the p

aren
ts unless the m

inor consents o
r au

th
o

­
rizes release o

f the in
fo

rm
atio

n
. 
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e
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In
fo

rm
ed

 co
n

sen
t requires th

at a patient u
n

d
erstan

d
 an

d
 be able to 

w
eigh th

e positive an
d

 negative features o
f a p

ro
p

o
sed

 m
edical 

treatm
en

t! A
n

 individual can only give valid consent i r he o
r she is 

co
m

p
eten

t. T
h

e test in term
s o

f m
ental capacity to consent has 

been stated
 as follow

s: "D
oes th

e p
atien

t su fficiently ane! 
reaso

n
a­

b
ly

 u
n

d
erstan

d
 th

e co
n

d
itio

n
, th

e n
atu

re an
d

 effect o
f the p

ro
p

o
sed

 
treatm

en
t, an

d
 th

e atten
d

an
t risks in pursuing an

d
 not p

u
rsu

in
g

 th
e 

treatm
en

t?"2
 

V
arious m

eth
o

d
s an

d
 theories have been set forth to aid physicians 

in d
eterm

in
in

g
 w

h
eth

er a p
atien

t is com
petent to

 m
ak

e a treatm
en

t 
decision.

3 M
an

y
 state statutes also establish requirem

ents for deter­
m

in
in

g
 w

h
en

 an
 individual is n

o
t cap

ab
le o

f in
fo

\m
ed

 consen!.4 

T
h

e state statutes, like th
e courts, are. not u

n
ifo

rm
 in their analysis 

o
f a p

atien
t's co

m
p

eten
ce to consent to treatm

en
t. A

 d
o

cto
r sh

o
u

ld
 

th
erefo

re b
e aw

are o
f w

hat th
e statu

te in his o
r her state requires. 

T
h

ere are several definitions o
f incom

petency iilc1uding: (I) lack o
f 

cap
acity

 to
 co

n
sen

t to treatm
ent; (2) lack o

f capacity to be in­
fo

rm
ed

 o
f th

e treatm
en

t; an
d

 (3) individuals ad
ju

d
icated

 as in­

co
m

p
eten

t. 5 

S
tate statu

tes use various phrases, such as: "u
n

ab
le to care for him

­
self;' "lack

 o
f cap

acity
 to consent o

r to m
ak

e responsible m
edical 

decisions for treatm
en

t; so
m

eo
n

e w
h

o
 m

ay en
d

an
g

er him
self;' 

"so
m

eo
n

e w
hose ability to receive an

d
 evaluate in

fo
rm

atio
n

 is im
­

paired;' "so
m

eo
n

e w
h

o
 because o

f the reason o
f illness lacks suffi­

cient u
n

d
erstan

d
in

g
 o

r capacity to render a decision;' an
d

, "so
m

e­

o
n

e w
h

o
 is in need o

f supervision."6 

It is generally accepted by b
o

th
 the courts an

d
 th

e m
edical co

m
m

u
­

nity th
at m

en
tal illness m

ay affect only a specific area o
f function 

w
hile leaving o

th
er areas unim

paired.
7 T

here is an
 alm

ost u
n

an
i­

m
o

u
s co

n
sen

su
s by courts th

at civil co
m

m
itm

en
t does not m

ean
 

th
at an

 individual is incom
petent to m

ake treatm
en

t decisions.
8 

In
 o

n
e such case, th

e co
u

rt w
as co

n
fro

n
ted

 w
ith o

n
e o

f th
e m

o
st 

co
m

m
o

n
 situ

atio
n

s involving the right o
f institutionalized p

atien
ts 

to
 refuse treatm

en
t.

9 T
h

e individual in this case w
as an involuntar­

ily co
m

m
itted

 m
en

tal patient w
h

o
 w

as being treated w
ith anti­

psychotic d
ru

g
s w

ith
o

u
t his consent!° In stating th

e in
stitu

tio
n

's in­

terest in m
ed

icatin
g

 certain patients despite their objections, 
sp

o
k

esm
en

 for th
e institution acknow

ledged th
e right 0

f ("0m
petent 

I 
I 

I 
I 

I 
I 

I 
I 

I 
I 

ad
u

lts to decide w
h

eth
er they w

ill co
n

sen
t to certain

 treatm
en

t p
ro

­
cedures. 11 T

h
c institution argued th

at an
 involuntarily co

m
m

itted
 

m
en

tal patient is presum
ably in

co
m

p
eten

t to exercise this right. 
T

h
is argum

ent w
as based o

n
 th

e th
eo

ry
 that th

e co
u

rt, in o
rd

erin
g

 
involuntary retention, h

ad
 im

plicitly d
eterm

in
ed

 th
at th

e p
atien

t's 
illness h

ad
 im

p
aired

 his ju
d

g
m

en
t, an

d
 th

at he co
u

ld
 n

o
t th

erefo
re 

m
ak

e ap
p

ro
p

riate decisions regarding treatm
en

t an
d

 care. T
h

e co
u

rt 
co

n
clu

d
ed

, how
ever, that n

eith
er m

ental illness n
o

r th
e fact th

at a 
p

atien
t h

ad
 been involuntarily co

m
m

itted
 w

as su
fficien

t reason to
 

d
en

y
 an

 individual th
e o

p
p

o
rtu

n
ity

 to m
ak

e his o
r h

er o
w

n
 treat­

m
en

t decision!2 

In a sim
ilar case, the co

u
rt approved th

e estab
lish

m
en

t o
f proce­

d
u

ral safeg
u

ard
s to protect a p

atien
t's right to

 refuse treatm
en

U
3 

T
h

e co
u

rt held th
at an

 involuntarily co
m

m
itted

 m
en

tal p
atien

t is 
co

m
p

eten
t to m

ak
e treatm

en
t decisions until th

e individual is 
ju

d
g

ed
 to be in

co
m

p
eten

t by a courU
4 

T
h

ere arc also situ
atio

n
s in w

hich a p
atien

t m
ay be in

term
itten

tly
 

ratio
n

al. 
In these circum

stances, an
d

 w
henever possible. th

e d
o

cto
r 

sh
o

u
ld

 w
ait 

ulltil th
e p

atien
t can

 give a valid co
n

sen
t. T

h
e physi­

cian sh
o

u
ld

 also docllm
ent in

d
icatio

n
s th

at the p
atien

t w
as com

pe.,. 
tent w

hen giving th
e co

n
sen

t. 

W
h

en
 an

 im
m

ed
iate o

p
eratio

n
 is im

perative an
d

 th
e p

atien
t is u

n
a­

ble to give a ratio
n

al consent, an
 o

p
eratio

n
 m

ay
 b

e p
erfo

rm
ed

. 
T

h
is is also tru

e w
hen a delay in o

b
tain

in
g

 th
e act o

f so
m

eo
n

e le­
gally au

th
o

rized
 to co

n
sen

t o
n

 th
e p

atien
t's b

eh
alf w

o
u

ld
 involve 

serio
u

s risk to
 th

e patient. T
h

e ap
p

licab
le legal th

eo
ry

 is th
at o

f 
im

plied consent.'5 T
h

e law
 im

plies th
at th

e p
atien

t w
ould, if co

m
p

e­

tent, co
n

sen
t to w

hatever m
ight be necessary in his o

r h
er ow

n in­
terests! (, 
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12.1 
Proxy D

ecisionm
aking 

M
any state stalutes now

 provide th
at w

h
en

 a patient is incom
petent 

to consent a proxy consent is required, D
esignation o

f a proxy 
decisionm

aker is im
portant because it 

attem
p

ts to assure th
at the 

treatm
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committee opinion 

Committee on Ethics Number 87-November 1990 

Deception 

Deception is the deliberate misrepresentation of 
facts through words or actions in order to make 
a person believe that which is not true. Because 
human interaction and self-determination 
depend upon use of accurate information, there 
is a strong presumption that deception either by 
imparting or by withholding information is 
unethical. 

Deception, even when intended to benefit the 
patient, always requires justification. The rare 
cases of justifiable deception are more properly 
discussed in the context of informed consent. 
The following opinion is intended to address 
deceptive behavior which cannot be justified. It 
is concerned primarily with deception as a 
means of abusing power in a professional 
relationship. 

The primary duty of physicians is to apply 
their knowledge in a way that both promotes the 
health and respects the autonomy of their 
patients. Insofar as physicians possess greater 
knowledge about the intricacies of diagnosis 
and treatment, they have a fiduciary responsibil­
ity to patients. While professional knowledge 
gives physicians an advantage in the relation­
ship, their professional commitment is to use 
that knowledge on behalf of patients. Unless 
physicians share knowledge and information, 
patients cannot exercise autonomy in integrating 
personal values and concerns. Deception for the 
purpose of exploiting any imbalance in the 
relationship in order to benefit physicians at 
patients' expense, economically or any other 
way, is unethical. 

Exploitative deception can occur in the way 
physicians represent their expertise to patients 
and in the way they communicate with patients 
regarding medical diagnosis and treatment. The 
forms deception can take include explicit lying, 
deception by implication, and deception by 
omission of information that patients need to 
make decisions in their own regard. Examples of 
these kinds of deception can help to clarify their 
seriousness. 

DECEPTION BY EXPLICIT lYING 
-------? 

It is unethical for a phYSician deliberately to 
misstate facts, for example, to lie about his or her 
credentials, experience, and/or success rates. It 
is also unethical to misrepresent facts about 
conditions or treatments that apply to the 
patient, such as complication rates for a proce­
dure. 

DECEPTION BY IMPLICATION 

Deception by implication is a more insidious 
and more frequent dereliction. An example is 
citing national experience and success rates in 
infertility procedures, implying that the same 
data apply locally as well. Another example of 
unethical behavior is alarming a patient by 
implication about abnormal, but relatively 
innocuous conditions, thereby promoting 
excessive diagnostic procedures, unnecessary 
surgery or other over-treatment. Conversely, it 
is deceptive to imply that a condition or proce­
dure entails fewer risks than actually exist. 

DECEPTION BY OMISSION OF_ 
INFORMATION 

Deception by omission can also be unethical. An 
example is failure to disclose options or informa­
tion that might lead a patient to choose a differ­
ent physician or a different mode of treatment. 
Similarly, failure to disclose a medical alterna­
tive that is therapeutically equal but less advan­
tageous to the physician than a surgical inter­
vention manipulates a patient's choice and may 
expose her to hazards or expense she would 
prefer to avoid. 

Conflict of interest, or the appearance of 
conflict of interest, ought to be avoided insofar 
as possible. When unavoidable, conflict of 
interest that can be anticipated must be evalu-
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ated in advance and discussed with patients. If it 
arises in the course of diagnosis or therapy, it 
must then be disclosed and resolved without 
deception. For example, failure to disclose an 
interest in an imaging center or laboratory 
where a referral might result in financial benefit 
to the physician, is unethical. On the other hand 
deception may be involved in cases when 
undisclosed financial arrangements result in 
under-treatment of a patient. Examples of this 
could occur when professionals profit from 
inapproF :ately limiting care. 

THE RISK OF SELF-DECEPTION 
..--

When professional prestige or financial gain is 
involved, self-deception is an ever-present 
possibility. That is, relevant information poten-

Copyright © November 1990 

tially detrimental to one's interests may either 
not be sought or may be consciously or uncon­
sciously suppressed. To maintain professional 
integrity, physicians need to monitor regularly 
the motivations that underlie their policies on 
the disclosure of information to patients. 

SUMMARY 

Deception is the deliberate misrepresentation of 
facts through words or actions iin order to make 
a person believe that which is not true. The 
forms deception can take indude explicit lying, 
deception by implication, and deception by 
omission of information that patients need to 
make decisions in their own regard. Deception 
intended to advantage the physician economi­
cally or otherwise at the expense of the patient is 
unethical. 

The American College of Obstetricians and Gynecologists 
409 12th Street, SW. Washington, DC 20024-2188 
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Committee on Ethics Number 51-March 1988 

Ethical Issues in Pregnancy Counseling 

A Guide to Counseling Prospective Parents in Light of 
Current Capabilities for Eval~tion of Pregnancy 
Outcome, As Well As for Obstetric Management 

Advancing capabilities in prenatal care, diag­
nosis, and high-risk pregnancy management; 
new knowledge of factors affecting fetal growth 
and development; and potential therapies have 
focused the attention of both physicians and pa­
tients on the need for patient counseling in these 
areas. Much of this counseling is best provided 
by the obstetrician. The need for special informa­
tion, however, may require the services of other 
profeSSionals with expert knowledge. Such 
counseling should include an exploration of the 
attitudes, beliefs, and values of each participant 
as they relate to the issues being considered and 
their impact on the decisions to be made. 

The ethical concerns of those involved can be 
outlined as follows: 
1. The ethical practitioner will recommend 

counseling for the patient or couple about cer­
tain types of potential risks involved in preg-

Copyright © March 1988 

nancy for both her and her fetus. Such 
counseling should include information that 
may be required for informed decision-mak­
ing, including the availability, dependability, 
and possible hazards of relevant tests, proce­
dures, and therapies. 

2. No commitment either to continue or to ter­
minate a pregnancy ought to be a prerequiSite 
for undertaking diagnostic or therapeutic 
procedures. 

3. Potential parents should be advised to seek 
counseling prior to conception whenever 
possible, because an existing pregnancy may 
place a different stress on the decision-mak­
ing process. If pregnancy has begun before 
the patient or couple is first seen, counseling 
should be undertaken promptly to allow as 
much time as possible for making decisions 
regarding the management of the pregnancy. 

The American College of Obstetricians and Gynecologists 
600 Maryland Avenue, SW· Suite 300 East· Washington, DC 20024-2588 
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Committee on Ethics NumbEir 108-May 1992 

Ethical Dimensions of Informed Consent 

Informed consent is an ethical concept that has 
become integral to contemporary medical ethics 
and medical practice. In recognition of the ethi­
cal importance of informed consent, the Com­
mittee on Ethics affinns that: 

1. Informed consent for medical treatment and 
for participation in medical research is an 
ethical requirement (which legal doctrines 
and requirements can in part reflect). 

2. Informed consent is an expression of respect 
for the patient as a person; it particularly re­
spects a patient's moral right to bodily integ­
rity, to self-determination regarding sexuality 
and reproductive capacities, and to the sup­
port of the patient's freedom within caring 
relationships. 

3. Informed consent not only ensures the pro­
tection of the patient against unwanted medi­
cal treatment, but it also makes possible the 
active involvement of the patient in her or his 
medical planning and care. 

4. Freedom is maximIzed in relationships marked 
by mutuality and equality; this offers both 
an ethical ideal and an ethical guideline for 
physician-patient relationships. 

5. Communication is necessary if informed con­
sent is to be realized, and physicians can help 
to find ways to facilitate communication not 
only in individual relations with patients but 
also in the structured context of medical care 
institutions. 

6. . Informed consent should be looked upon as a 
process, a process that includes ongoing 
shared information and developing choices 
as long as one is seeking medical assistance. 

7. The ethical requirement of informed consent 
need not conflict with physicians' overall 
ethical obligation to a principle of benefi­
cence; that is, every effort should be made to 
incorporate a commitment to informed con­
sent within a commitment to provide medi-

cal benefit to patients and thus to respect 
them as whole and embodied persons. 

8. There are limits to the ethical obligation of 
informed consent, but a clear justification 
should be given for any abridgement or sus­
pension of the general obligation. 

9. Because ethical requirements and legal re­
quirements cannot be equated, physicians 
should also acquaint themselves with the le­
gal requirements of infonned consent. 

The application of informed consent to contexts 
of obstetric and gynecologic practice invites on­
going clarification of the meaning of these nine 
statements. What follows is an effort to provide 
this. 

HISTORICAL BACKGROUND 

In 1980, the Committee on Ethic'sof the Ameri­
can College of Obstetricians and Gynecologists 
(A~OG) developed a statement on informed 
consent.'" This statement reflected what is now 
generally recognized as a pa.radigm shift in the 
ethical understanding of the physician-patient 
relationship. The 1970s had seen in the United 
States a marked change from a traditional." . 
most singular focus on the benefit of the patlent 
as the governing ethical principle of medical 
care to a new and dramatic emphasis on a re­
quirement of informed consent. That is, a central 
and often sole concern for the medical well-be­
ing of the patient gave way to, or was at least 
modified to include, concern for the patient's 
autonomy in making medical decisions. 

'1bis statement, "Ethical Considerations Associated 
with Informed Consent," was subsequently approved 
and issued in 1980 as a Statement of Policy by the Ex­
ecutive Board of ACOG. In 1989, it was withdrawn 
for revision by the Committee on Ethics. 



In the 1980s this national shift was both rein­
forced and challenged in medical ethics. Clinical 
experience as well as developments in ethical 
theory generated further questions about the 
practice of informed consent and the legal doc­
trine that promoted it. If in the 1970s informed 
consent was embraced as a corrective to pater­
nalism, the 1980s exhibited a growing sense of 
need for shared decision-making as a corrective 
to the exaggerated individualism that patient 
autonomy had sometimes produced. At the 
same time, factors such as the proliferation of 
medical technologies, the bureaucratic and fi­
nancial complexities of health care delivery sys­
tems, and the growing sophistication of the gen­
eral public regarding medical limitations and 
possibilities continued to undergird an apprecia­
tion of the importance of patient autonomy and 
a demand for its safeguard in and through in­
formed consent. 

In the 1990s there are good reasons for consid­
·ering once again the ethical significance and 
practical application of the requirement of in­
formed consent. This is particularly true in the 
context of obstetric and gynecologic practice. 
Here medical options, public health problems, 
legal interventions, and political agendas have 
not only expanded but interconnected with one 
another in unprecedented ways. ACOG's con­
cern for these matters is reflected in its more re­
cent documents on informed consent and on 
particular ethical problems such as maternal­
fetal conflict, sterilization, and surrogate moth­
erhood (1-9). While a general ethical doctrine of 
informed consent cannot by itself resolve prob­
lems like these, it is nonetheless necessary for 
understanding them. 

Informed consent for medical treatment and 
for participation in medical research is both a 
legal and an ethical matter. In the short 20th­
century history of informed consent, statutes 
and regulations as well as court decisions have 
played an important role in the identification 
and sanctioning of basic duties. Judicial deci­
sions have sometimes provided insights regard­
ing rights of self-determination and of privacy in 
the medical context. Government regulations 
have rendered operational some of the most 
general norms formulated in historic ethical 
codes.· Yet there is little recent development in 
the legal doctrine of informed consent, and the 
most serious current questions are ethical ones 
before they are ones of the law. As the 
President's Commission reported in 1982, 
"Although the informed consent doctrine has 
substantial foundations in law, it is essentially 
an ethical imperative" (10). What above all 
bears reviewing, then, is the ethical dimension 
of the meaning, basis, and application of in­
formed consent. 

2 

THE ETHICAL MEANING OF INFORMED 
CONSENT 

The ethical concept of "informed consent" con­
tains two major elements: free consent and com­
prehension (or understanding). Both of these ele­
ments together constitute an important part of a 
patient's "self-determination" (the taking hold 
of one's own life and action, determining the 
meaning and the possibility of what one under­
goes as well as what one does). 

Free consent is an intentional and voluntary act 
which authorizes someone else to act in certain 
ways. In the context of medicine, it is an act by 
which a person freely authorizes a medical inter­
vention in her or his life, whether in the form of 
treatment or participation in research. As "con­
sent," it implies the opposite of being coerced or 

. unwillingly invaded by forces beyond oneself. 
As "free," consent implies a choice between al­
ternatives. It includes the possibility of choosing 
otherwise-as the result of deliberation and/ or 
of identification with different values and pref­
erences. Free consent, in other words, implies 
the possibility of choosing this or that option or 
the refusal of any proposed option. 

Comprehension (as an ethical element in in­
formed consent) includes awareness and some 
understanding of information about one's situa­
tion and possibilities. Comprehension in this 
sense is necessary in order for there to be free­
dom in consenting. Free consent, of course, ad­
mits of degrees, and its presence is not always 
verifiable in concrete instances; but if it is to be 
operative at all in the course of medical treat­
ment, it presupposes some level of understand­
ing of available options. 

Many people who are thoughtful about these 
matters have different beliefs about the actual 
achievement of informed consent and about hu­
man freedom. Whether and what freedom itself 
is has often been disputed. Despite continuing 
differences in underlying philosophical perspec­
tives, however, important agreement has gro\,;'1l 
in this society about the need for informed con­
sent and about its basic ethical significance in 
the context of medical practice and research. It is 
still important to try to clarify, however, who 

"The Nuremberg Code in 1948 and the World Medical 
Association's Declaration of Helsinki in 1964 identi­
fied ethical restrictions for medical research on hu­
man subjects. For a history of the development of 
such codes and a general history of the ethical and 
legal concept of infonned consent, see Ruth R. Faden 
and Tom L. Beauchamp, A History and Theory of In­
formed Consent (New York: Oxford University Press, 
1986). A culminating summary of federal regulations 
in the United States can be found in the Federal Regis­
ter (June 26, 1991>. 
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and what informed consent serves, and how it 
may be protected and fostered. This clarification 
cannot be achieved without some continuing 
consideration of its basis and goals and the con­
crete contexts in which it must be realized. 

THE ETHICAL BASIS AND PURPOSE OF 
INFORMED CONSENT 

One of the important arguments for the ethical 
requirement of informed consent is an argument 
from utili:;" or from the benefit that can come to 
patients -,,,hen they actively participate in deci­
sions about their own medical care. That is, the 
involvement of patients in such decisions is 
good for their health-not only because it is a 
protection against treatment which patients 
might consider harmful, but because it contrib­
utes positively to their well-being. There are at 
least two presuppositions here: One is that pa­
tients know something experientially about their -­
own medical condition that can be helpful and 
even necessary to the sound management of 
their medical care. The other is that, wherever it 
is possible, the active role of primary guardian 
of one's own health is more conducive to well­
being than is a passive and submissive "sick 
role." The positive benefits of patient decision­
making are obvious, for example, in the treat-
ment of alcohol abuse. But the benefits of active 
participation in medical decisions are multifold 
for patients, whether they are trying to maintain 
their general health, or recover from illness, or 
conceive and deliver healthy babies, or live re­
sponsible sexual lives, or accept the limits of 
medical technology, or enhance whatever pro­
cesses they are in that bring them to seek medi-
cal care. 

Utility, however, is not the only reason for 
protecting and promoting patient decision­
making. Indeed, the most commonly accepted 
foundation for informed consent is probably the 
principle of respect for persons. This principle ex­
presses an ethical requirement to treat human 
persons as "ends in themselves" (that is, not to 
use them solely as means or instruments for 
someone else's purposes and goals). The logic of 
this requirement is based on the perception that 
all persons as persons have certain features or 
characteristics that constitute the source of an 
inherent dignity, a worthiness and claim to be 
affirmed in their own right. One of these fea­
tures has come to be identified as autonomy-
a person's capacity or at least potential for self­
determination (for self-governance and freedom 
of choice). To be autonomous in any degree is to 
have the capacity to set one's own agenda-in 
some important way to choose one's actions and 
even one's attitudes, to determine the meaning 
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of the outcome of one's life. Given this capacity 
in persons, it is ordinarily an ethically unaccept­
able violation of who and what persons are to 
coerce their actions or to refuse their participa­
tion in important decisions that affect their lives. 

One of the important developments in ethical 
theory in recent years is the widespread recogni­
tion that autonomy is not the only characteristic 
of human persons that is a basis for the require­
ment of respect. Human persons, it is noted, are 
essentially social beings, relational in the struc­
ture of their personalities, their needs, and their 
possibilities. Given this "relationality," then, the 
goal of human life and the content of human 
well-being cannot be adequately understood 
only in terms of self-determination-especially 
if self-determination is understood individualis­
tically and if it results in human relationships 
that are primarily adversarial. A sole or even 
central emphasis on patient autonomy in the in­
formed consent process in the medical context 

. risks replacing paternalism with a distanced and 
impersonal relationship of strangers negotiating 
rights and duties. If persons are to be respected 
and their well-being promoted, informed con­
sent must be seen as serving a fuller notion of 
relationship. 

Patients come to medical decisions with a his­
tory of relationships, personal and social, famil­
ial and institutional. Decisions are made in the 
context of these relationships, shared or not 
shared, as the situation allows. Above all, these 
decisions are made in a relationship between 
patient and phYSician (or often between patient 
and multiple professional caregivers). 

The focus, then, for understanding both the 
basis and the content of informed consent must 
shift to include the many facets of the physician­
patient relationship. Informed consent, from this 
point of view, is not an end, but a means. It is a 
means not only to the responsible participation 
by patients in their own medical care; it is also a 
means to a new form of relationship between 
physician (or any medical caregiver) and pa­
tient. From this perspective it is possible to see 
the contradictions inherent in an approach to 
informed consent that would, for example: 

1. Lead a physician (or anyone else) to say of a 
patient, "I gave her informed consent" 

2. Assume that informed consent was achieved 
simply by the signing of a document 

3. Consider informed consent primarily as a 
safeguard for physicians against medical 
liability 

It is also possible to see, from this perspective, 
that informed consent is not meant to undergird 
a patient's unlimited demand for treatment, ar­
bitrary noncompliance with agreed upon treat-



ment, or whimsical withdrawal from an agreed 
upon research protocol. 

Freedom is maximized in relationships of 
trust; understanding is enhanced in the nuanced 
frameworks of conversation. Self-determina­
tion need not be either combative or submissive, 
but situated in relationships of mutuality of re­
spect and, insofar as possible, equality of per­
sonal power. These kinds of professional rela­
tionships represent the preferred context for 
informed consent. 

OBSTETRICS AND GYNECOLOGY: SPECIAL 
ETHICAL CONCERNS FOR INFORMED 
CONSENT 

The practice of obstetrics and gynecology has 
always faced special ethical questions in the 
implementation of informed consent. How, for 
example, can the autonomy of patients best be 
respected when serious decisions must be made 
in the challenging situations of labor and deliv­
ery? What kinds of guidelines can physicians 
find for respecting the autonomy of adolescents, 
when society acknowledges this autonomy by 
and large only in the limited spheres of sexuality 
and reproduction? Do "recommendations" 
compromise patient autonomy in the context of 
genetic counseling? How much information 
should be given to patients about controversies 
surrounding specific treatments? How are be­
neficence requirements (regarding the well­
being of the patient) to be balanced with rights 
of patient choice, especially in a field of medical 
practice where so many key decisions are irre­
versible? These and many other questions con­
tinue to be important for fulfilling the ethical 
requirement of informed consent. 

Developments in the ethical doctrine of in­
formed consent (regarding, for example, the sig­
nificance that relationships have for decision­
making) have helped to focus some of the 
concerns that are particular to the practice of ob­
stetrics and gynecology. Where women's health 
care needs are addressed, and especially where 
these needs are related to women's sexuality 
and reproductive capacities, the issues of patient 
autonomy and relationality take on special sig­
nificance. In other words, the gender of patients 
makes a difference where ethical questions of 
informed consent are concerned, because gender 
in our society has been a relevant factor in 
interpreting the meaning of autonomy and 
relationality. This is not to say that in some es­
sential sense autonomy or relationality (or in­
formed consent and relationships) ought to be 
different for women and men; indeed, quite the 
opposite. Rather, this alerts us to the possible 
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inconsistencies in the application of the ethical 
requirement of informed consent. 

While issues of gender are to be found in ev­
ery area of medical practice and research," they 
are particularly important in the area of obstet­
rics and gynecology. Of special relevance here, 
for example, are the insights now being articu­
lated by women out of their experience-that is, 
their experience specifically in the medical set­
ting, but also more generally in relation to their 
own bodies, in various patterns of relation with 
other persons, and in the larger societal and in­
stitutional contexts in which they live. These in­
sights offer both a help and an ongoing chal­
lenge to the professional self-understanding and 
practice of obstetricians and gynecologists 
(whether they themselves are women or men). 

Obstetrics and gynecology has in a special 
way seen new dimensions of informed consent 
emerge, and here new models for the active par­
ticipation of health care recipients have been cre­
ated. Some of these developments are the result 
of effective arguments that pregnancy and child­
birth are not diseases, though they bring women 
importantly into relation with medical profes­
sionals. Even when women's medical needs are 
more precisely needs for diagnosis and treat­
ment, their concerns to hold together the values 
of both autonomy and relationality have been 
influential in shaping not only ethical theory but 
also medical practice. Women themselves have 
questioned, for example, whether autonomy 
can really be protected if it is addressed in a 
vacuum, apart from an individual's concrete 
roles and relationships. But women as well as 
men have also recognized the ongoing impor­
tance of respect for autonomy as a requirement 
of moral justice in every relationship. Many 
women therefore continue to articulate funda­
mental concerns for bodily integrity and self­
determination. At the same time they call for at­
tention to the complexity of the relationships 
that are involved when sexuality and parenting 
are at issue in medical care. 

The difficulties that beset the full achievement 
of informed consent in the practice of obstetrics 
and gynecology are not limited to individual 
and interpersonal factors. Both providers and 
recipients of medical care within this specialty 

"See, for example, a recent study of court decisions on 
refusal of treatment regarding dying patients (Miles 
SH, August A. Courts, gender, and the "right to die." 
Law Med Health Care 1990;18(1-2 [Spring-Summer]): 
85-95). The conclusion of this study is that court deci­
sions for women patients differ from court decisions 
for men; that is, in general, men's previously stated 
wishes about "extraordinary" or "heroic" measures of 
treatment are taken more seriously than are women's. 

"'.> <.. I 
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have recognized the influence of such broad 
social problems as the historical imbalance of 
power in gender relations; the constraints on in­
dividual choice posed by complex medical tech­
nology; and the intersection of gender bias with 
race and class bias in the attitudes and actions of 
individuals and institutions. None of these prob­
lems makes the achievement of informed con­
sent impossible. But, they alert us to the need to 
identify the conditions and limits, as well as the 
central requirements, of the ethical application 
of this docm;1e. 

ETHICAL APPLICATIONS OF INFORMED 
CONSENT 

Insofar as comprehension and free consent are 
the basic ethical elements in informed consent, 
its efficacy and adequacy will depend on the 
fullness of their realization in patients' decisions. 
There are ways of assessing this and strategies 
for achieving it, even though-like every event 
of human freedom-informed consent involves 
a process that is not subject to precise measure­
ment. 

It is difficult to specify what consent consists 
in and requires, for it is difficult to describe a 
free decision in the abstract. Two things can be 
said about it in the context of informed consent 
to a medical intervention, however, elaborating 
on the conceptual elements we have already 
identified. The first is to describe what consent is 
not, what it is freedom from. Informed consent 
includes freedom from external coercion, manip­
ulation, or infringement of bodily integrity. It is 
freedom from being acted upon by others when 
they have not taken account of and respected 
one's own preference and choice. This kind of 
freedom for a patient is not incompatible with a 
physician's giving reasons that favor one option 
over another. Medical recommendations, when 
they are not coercive or deceptive, do not violate 
the requirements of informed consent. For ex- , 
ample, to try to convince a patient to take medi­
cation that will improve her health is not to take 
away her freedom (assuming that the methods 
of convincing are ones that respect and address, 
not overwhelm, her freedom). Or in another ex­
ample, an attempt to persuade a woman who 
has tested positive for the human immunodefi­
ciency virus that she should communicate the 
results of her testing to medical personnel who 
will be treating her infant is not in itself coercive; 
it need not violate her freedom. 

The second thing that can be said about in­
formed consent to a medical intervention is that 
while it may be an authorization of someone 
else's action toward one's self, it is-more pro-
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foundly-an active participation in decisions 
about the management of one's medical care. It 
is therefore (or can be) not only a "permitting" 
but a "doing." It can include decisions to make 
every effort toward a cure of a disease; or when 
cure is no longer a reasonable goal, to maintain 
functional equilibrium; or, finally, to receive 
medical care primarily in the form only of com­
fort. The variety of choices that are possible to a 
patient ranges, for example, from surgery to 
medical therapy, from diagnostic tests to hor­
mone replacement, and from one form of con­
traception to another. For women in the context 
of obstetrics and gynecology, the choices are of­
ten ones of positive determination of this kind of 
assisted reproduction or that, this kind of pre­
ventive medicine or that~hoices that are best 
described as determinations of their own actions 
rather than the "receiving" of care as a "pa­
tient." 

Consent in this sense requires not only exter­
nal freedom but the internal freedom which is a 
capacity for self-determination. Internal freedom 
includes not only freedom from inner compul­
sion and fear, but (as we have already observed) 
freedom from ignorance. Hence, consent is 
specified as "informed," and it depends on the 
further specification of what "comprehension" 
means. 

Because comprehensicn requires information, 
it implies the disclosure of information and a 
sharing of interpretations of its meaning by a 
medical professional. The accuracy of disclosure, 
insofar as it is possible, is governed by the ethi­
cal requirement of truth-telling (11). The ad­
equacy of disclosure has been judged by various 
criteria, including: 
1. The common practice of the profession 
2. The reasonable needs and expectations of the 

ordinary person who might be making a par­
ticular decision 

3. The unique needs of an individual patient 
faced with a given choice"' 

Although these criteria have been generated in 
the rulings of courts, the courts themselves have 
not provided a unified voice as to which of these 
criteria should be determinative. Trends in judi­
cial decisions in most states were for a time pri­
marily in the direction of the "profeSSional prac­
tice" criterion, requiring only the consistency of 
one physician's disclosure with the practice of 
disclosure by other physicians. Now the trend in 

·For an overview of legal standards for disclosure, 
and of ethical questions that go beyond legal stan­
dards, see Ruth R. Faden and Tom L. Beauchamp, A 
History and Theory of Informed Consent (New York: Ox­
ford University Press, 1986:30-34 .. 306-316). 



many states is more clearly toward the "reason­
able person" criterion, holding the medical pro­
fession to the standard of what is judged to be 
material to an ordinary person's decision in the 
given medical situation. The criterion of the sub­
jective needs of the patient in question has been 
generally too difficult to implement in the legal 
arena, though the force of its ethical appeal is 
significan t. 

Health care providers should engage in some 
ethical discernment of their own as to which cri­
teria are most faithful to the needs and rightful 
claims of patients for disclosure. All three crite­
ria offer reminders of ethical accountability and 
guidelines for practice. All three can help to illu­
minate what needs to be shared in the usually 
significant categories for disclosure: diagnosis 
and description of the patient's medical condi­
tion; description of the proposed treatment, its 
nature and purpose; risks and possible compli­
cations associated with the treatment; alternative 
treatments or the relative merits of no treatment 
at all; and the probability of success of the treat­
ment. 

Listing categories of disclosure does not by 
itself fill out all the elements that are important 
to adequacy of disclosure. For example, the obli­
gation to provide adequate information to a pa­
tient implies an obligation for physicians to be 
current in their own knowledge, for example, 
about treatments, and disease processes. And 
when physicians make informed consent possi­
ble for patients by giving them the knowledge 
they need for choice, it should be clear to pa­
tients that their continued medical care by a 
given physician is not contingent on their mak­
ing the choice that the phYSician prefers (assum­
ing the limited justifiable exceptions to this that 
we will note below). 

Those who are most concerned with problems 
of informed consent insist that central to its 
achievement is communication--communica­
tion between phYSician and patient, but also 
communication among the many medical pro­
fessionals who are involved in the care of the 
patient, and communication (where this is pos­
sible and appropriate) with the family of the 
patient. The role of documentation in a formal 
process of informed consent can be a help to 
necessary communication (depending on the 
methods and manner of its implementation). 
Yet the completion of consent forms, however 
legally significant, cannot substitute for the com­
munication of disclosure, the conversation that 
leads to free refusal or consent (2). 

To note the importance of communication for 
the implementation of an ethical doctrine of in­
formed consent is, then, to underline the fact 
that informed consent involves a process. There 
is a process of communication that leads to ini-
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tial consent (or refusal to consent) and that can 
make possible appropriate ongoing decision­
making. 

There are, of course, practical difficulties with 
ensuring the kind of communication necessary 
to informed consent. Limitations of time in a 
clinical context, patterns of authority uncritically 
maintained, underdeveloped professional com­
munication skills, "language barriers" between 
technical discourse and ordinarily comprehen­
sible expression, situations of stress on all 
sides-all of these frequently yield less than 
ideal circumstances for communication. Yet the 
ethical requirement of informed consent, no less 
than a requirement for good medical care, ex­
tends to a requirement for reasonable communi­
cation. The conditions for communication may 
be enhanced by creating institutional policies 
and structures that make it more possible and 
effective. 

It is obvious that while disclosure and consent 
are basic ethical requirements and not only ide­
als, they admit of degrees. There will always be 
varying levels of understanding, varying de­
grees of internal freedom. The very matters of 
disclosure are of a kind that are often character­
ized by disagreement among professionals, un­
certainty and fallibility in everyone's judgments, 
the results not only of scientific analysis but of 
medical insight and art. And the capacities of 
patients for comprehension and consent are 
more or less acute, of greater or lesser power, 
focused in weak or strong personal integration, 
compromised or not by pain, medication, or 
disease. Some limitations mitigate the obligation 
of informed consent, and some render it impos­
sible. But any compromise or relaxation of the 
full ethical obligation of informed consent re­
quires.specific ethical justification. 

THE LIMITS OF INFORMED CONSENT 

Because informed consent admits of degrees of 
implementation, there are, then, limits to its 
achievement. These are not only the limits of 
fallible knowledge or imperfect communication. 
They are limitations in the capacity of patients 
for comprehension and for choice. Assessment 
of patient capacity is itself a complex matter, 
subject to mistakes and to bias. Hence, a great 
deal of attention has been given to criteria for 
determining individual capacity (and the legally 
defined characteristic of "competence") and for 
just procedures for its evaluation (12). When 
persons are entirely incapacitated for informed 
consent, the principle of respect for persons re­
quires that they be protected. Much attention 
has also been given to the ways and the means 
of this protection. In general, decisions must be 



) 

) 

) 

made i~ these situations for the patient-either 
by attempts to give a "substituted judgment" (a 
decision based on what the patient would have 
wanted, assuming some knowledge of what 
the patient's wishes would be) or by a decision 
made according to the "best interests" of the pa­
tient. The relative merits of these two options 
depend on the concrete situation of the patient 
and those who know and care for her. 

The judgment that informed consent is impos­
sible in some circumstances indicates a kind of 
limit that is different from a minimized, or par­
tial, actue ~ization of consent. One way to ac­
knowledge this is to say that there are limits to 
the obligation to obtain informed consent at all. 
Another way is to identify alternative means 
(for example, "substituted judgment") by which 
the values and goals of informed consent can be 
preserved. Both of these ways are perhaps 
served by saying simply that there are excep­
tions to the strict rule of informed consent. 
These exceptions are of several kinds. 

First, impossibility of any achievement of in­
formed consent suspends the ethical obligation. 
This is exemplified in emergency situations 
where consent is unattainable and in other situa­
tions where a patient is not at all competent or 
capable of giving consent. In the practice of ob­
stetrics .""::d gynecology, as in any other special 
practice, there are situations where decisions can 
be based only on what is judged to be in the 
"best interest" of the patient-a judgment made, 
if possible, by family members (or a legal guard­
ian) and medical professionals together. Yet 
often when a patient is not able to decide for 
herself (perhaps, for example, because of the 
amount of medication needed to control pain) a 
"substitute judgment" or a judgment on the ba­
sis of prior informed consent can be made with 
confidence if care has been taken beforehand to 
learn the patient's wishes. This signals the im­
portance of early communication so that what a 
patient would choose in a developing situation 
is known-so that, indeed, it remains possible to 
respect the self-determination that informed 
consent represents. 

A second way in which the rule of informed 
consent may be suspended is by being overridden 
by another obligation. There are a number of 
other ethical obligations that can in certain cir­
cumstances override or set limits to the extent of 
the requirement of informed consent. For ex­
ample, strong claims for the public good (specifi­
cally, public health) may set limits to what a pa­
tient can choose or refuse. That is, the rights of 
others not to be harmed may sometimes take 
priority over an individual's right to refuse a 
medical procedure (as is the case in exceptional 
forms of mandatory medical testing and report­
ing). On the other hand, scarcity of personnel 
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and equipment may in some circumstances 
mean that individual patients cannot have cer­
tain medical procedures "just for the choosing." 
Also, what is known as therapeutic privilege can 
override an obligation to disclose information 
and hence to obtain informed consent. "Thera­
peutic privilege" is the limited privilege of a 
physician to withhold information from a pa­
tient in the belief that this information about the 
patient's medical condition and options will 
seriously harm the patient. Concern for the 
patient's well-being (the obligation of benefi­
cence) thus comes into conflict with respect for 
the patient's autonomy. This is a difficult notion 
to apply, however, and great caution must be 
taken in.any appeal made to it. It should not, for 
example, be used as a justification for ignoring 
the needs and rights of adolescents to participate 
in decisions about their sexuality and their re­
productive capacities. It is reasonable to argue 
that therapeutic privilege is almost never a basis 
for completely overriding the obligation of in- -
formed consent, and that when it is, it may char­
acterize a temporary situation, one that will later 
allow the kind of communication conducive to 
the freedom of the patient. 

Third, and finally,'" there are limits intrinsic to 
the patient-physician relationship that keep the 
requirement of informed consent from ever be­
ing absolute. Physicians are moral agents or 
decision-makers, too, and as such retain areas of 
free choice-as in the freedom not to provide 
medical care that they deem medically or ethi­
cally irresponsible (a freedom that is sometimes 
called a right to "conscientious objection"). In­
terpretations of medical need and usefulness 
may lead a physician, for example, to refuse to 
perform surgery or prescribe medication 

"Sometimes another exception to the rule of informed 
consent is thought to occur in the rare situation when 
a patient effectively wair.Jes her right to give it. This 
can take the form of refusing information necessary 
for an informed decision, or simply refusing alto­
gether to make any decision. However, there are two 
reasons for not conSidering this an exception with the 
same status as the others listed here: 
1. A waiver in such instances seems to be itself an 

exercise of choice, and its acceptance can be part 
of respect for the patient's autonomy. 

2. Implicit in the ethical concept of informed consent 
is the goal of maximizing a patient's freedoms, 
which means that "waivers" should not be ac­
cepted complacently without some concern for 
the causes of the patient's desire not to participate 
in the management of her care. 

In any case, it should be noted that in states where 
informed consent forms are required, it may be neces­
sary to meet this requirement in some legally accept­
able way. 
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(though the physician should provide the pa­
tient with information about her medical op­
tions). In the mutuality of the patient-physician 
relationship, each one is to be respected as a per­
son and supported in her or his autonomous de­
cisions insofar as those decisions are not, in par­
ticular circumstances, overridden by other 
ethical obligations. The existing imbalance of 
power in this relationship, however, is a re­
minder to physicians of their greater obligation 
to ensure and facilitate the informed consent of 
each patient. That is, differences in professional 
knowledge can and should be bridged precisely 
through efforts at communication of informa­
tion. Only in this way can decisions that are 
truly mutual be achieved. 

Acknowledging the limits of the ethical re­
quirement of informed consent, then, clarifies 
but does not weaken the requirement as such. In 
recognition of this, the ACOG Committee on 
Ethics affirms the nine statements with which 
this document began. 
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NTANA 1900 North LastChance Gulch, Suite (>-~-.--
Helena, Montana 59601 • (406) 443-0827 

FAX (406) 443-0840 
RIGHT TO LIFE ASSOCIATION ________________ _ 

INFORMED CONSENT 

TALKING POINTS 

Objection: LEGISLATOR INTERVENTION 

Answer: 1) Does not allow a legislator to be involved in 
individual lawsuits under the civil remedy 
provision of the bill .. 

2) Only allows a legislator to intervene in a lawsuit 
wherein the constitutionality of any provision of 
the bill is challenged. This prevents the 

. ...._si tuation which has occurred recently in a number 
of abortion related court cases in Montana whereby 
Pro-Life organizations were excluded from being 
allowed to participate in the case. 

Objection: FATHER AND GRANDPARENT CAN SUE (new section 7) 

Answer: This provision allows the father of the aborted child 
or the parents of the aborted mother to legally 
pursue the rights of the aborted mother if she 
cannot. 

1) A minor cannot sue on their own behalf. 
2) The aborted mother is killed or otherwise 

incapacitated, either as a result of the 
abortion or some other disability (mental 
retardation, etc.). 

Objection: INSERTS GOVERNMENT INTO A PRIVATE DECISION (privacy 
rights) 

Answer: Not true. - The only government involvement called 
for by this bill is to publish and disseminate free 
of charge scientifically accurate and objective 
information, staff a hot line, and design and collect 
written reports from abortion providers. 

The remainder of the provisions in the bill are 
enforceable, primarily at the electi'on of the aborted 
women. (Criminal enforcement takes place upon the 
complaint of an injured party at the discretion of 
the local prosecutor.) 

Rather than interfere in a personal right of a woman 
to choose abortion, SB 292 facilitates the making of 
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a choice by a pregnant woman by arming her with the 
facts about risks of abortion, childbirth; abortion 
alternatives; and objective information about the 
development of· her unborn child. 

Objection: ALLEGATIONS OF UNCONSTITUTIONALITY 

Answer: 1) The United States Supreme Court and Federal 
Courts have been very liberal in upholding 
and requiring the enforcement of informed 
consent provisions similar to those contained 
in SB 292. 

2) The Montana Constitutional provision on 
privacy was adopted by the 1972 
Constitutional Con~ention before anyone had 
any idea that the word privacy was actually a 
code word for legalized abortion on demand 
through all nine months of pregnancy for any 
reason whatsoever. Consequently it is doubtful 
that Montana's constitutional provision on 
privacy could be construed in such a way as to 
strike down SB 292. Montana's privacy provision 
in the abortion context is not tested and it's 
application in the abortion context on the part 
of opponents to SB 292 is pure speculation. 

Objection: REPORTING REQUIREMENT IS TOO BURDENSOME 

Answer: 1) More extensive reporting requirements are 
currently in place and enforced in Pennsylvania 
than in SB 292 (eg. how many teenagers asked for 
and were given informed consent and how many women 
at each of the different stages of pregnancy asked 
for and obtained informed consent). 

2) Reporting provisions similar to SB 292 have been 
upheld by courts of appeal for the states of 
Mississippi and North Dakota and are presently on 
appeal and likely to be upheld with respect to 
South Dakota. 

3) Both the U.S. Supreme Court decisions in CASEY 
and DANFORTH have upheld reporting requirements in 
informed consent statutes. 

4) The Montana Right To Life Association has 
absolutely no interest in passing legislation that 
will not be enforced by the courts. 

Objection: INFORMED CONSENT MUST BE CERTIFIED IN WRITING 24 HOURS 
BEFORE THE ABORTION 

Answer: That provision was eliminated by Senator Bartlett's 
amendment in committee. 
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NT ANA 1900 North Last Chance Gulch, Suite C 
Helena, Montana 59601 • {406} 44.'3-0827 

RIGHT TO LIFE ASSOCIATION ________ F_A_
X

_{4_06_}_44_.'3_-0_84_0 _____ _ 

WOMEN'S RIGHT TO KNOW SB 292 
Section by Section Analysis 

Legislative Findings 

Knowledgeable exercise of woman's decision to abort depends on 
receipt of sufficient information 

Physician/patient contact in abortion contest is almost non 
existent 

Consequences of abortion are serious 

Abortion facilities offer only limited counseling 

Definitions 

Publication of Materials 

1. Geographically indexed information on abortion alternatives 
(phone numbers and addresses) 
a. Adoption 
b. Private & public agencies offering help; prenatal, 

childbirth and neonatal care 

2. Information on Unborn Child 
a. Anatomical & physiological characteristics of child 

in 2 week gestational increments 
b. Information on possibility of child's survival at 

each stage 

3. Information on methods of abortion employed, medical risks of 
abortion and childbirth 

4. Other requirements 
a. All information to be objective 
b. Woman to be advised it is unlawful to coerce a person 

to have an abortion 
c. Information that adoptive parents can pay costs of 

prenatal, childbirth & neonatal care 
d. Materials must be legible 
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Emergency 

Medical emergency defined: 
to avert woman's death or risk substantial & irreversible 
impairment of a major bodily function 

Physician Reporting Requirements 

Department of Health to prepare a form to be used by the 
physician capturing the following information: 

1. Number of women provided the information on: 

2. 

a. Abortion risks 
b. Abortion alternatives 
c. That printed material available for review 

Who 
a. 
b. 
c. 

~ - - . - . _. - -
provided the information in #1 above 
The physician performing abortion 
A referring physician 
An agent of the physician 

3. The number of women who availed themselves of the printed 
information and the number who did not 

4. The number of women who were furnished any information who 
went ahead and had the abortion 

5. The number of abortions performed under the medical emergency 
part of the statute 
a. Because of imminent death 
b. Because of substantial risk of irreversible impairment of 

a major bodily function 

Department to furnish copies of reporting forms to all 
physicians at time of licensure and again by December 1 of 
each year 

Physician or his agent to send completed forms to department 
by following February 28 of each year 

Reports not submitted by March 31 subject to penalty of $500 
per month they are delinquent 

Department to issue public report summarizing statistics 
gathered from reports by June 30 

Department can change above dates or combine forms to achieve 
administrative efficiencies 
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Civil Remedies 

Standard of proof; knowing or reckless violation of bills 
provisions 

Who may bring action if violation 

1. Actual abortion 
a. Mother (of aborted child) 
b. Father (of aborted child) 
c. Grandparents (of aborted child) 

2. Attempted abortion 
a. Mother (of aborted child) 

3. Reporting violation 
a. Department of Health 

Remedies provided 

1. Actual & punitive damages for actual & attempted abortion 

2. Injunction for reporting violation 

3. Attorneys fees to plaintiff in a successful action 

Protection of Privacy in Court Proceedings 

By order of court upon findings 

Record to be sealed & exclusion of witnesses from proceedings 
when necessary to preserve woman's anonymity 

Informed Consent 

Means voluntary consent after full disclosure 

By Physician: 

1. Medical risks associated with the particular abortion 
procedure 

2. Probable gestational age of child 

3. Medical risks of carrying child to term 

By physician or his/her agent: 

1. Medical assistance benefits may be available for prenatal, 
childbirth, and neonatal care 
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2. Father is liable to pay child support 

3. The woman has right to review the printed materials 

4. Printed materials are from the Department of Health 

Informed consent to be given 24 hours prior to the abortion 

Written materials to be furnished at least 24 hours before 
abortion if requested 

Oral information can be given over phone 

Written material can be mailed 72 hours before abortion 

No informed consent required in case of a medical emergency 

Criminal Penalties 

None against woman 

Misdemeanor for violation of act by abortion providers 

None for violation of failure to furnish written materials 
to woman where Health Department has not made the materials 
available to the abortion provider 
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HB~'?2 SB .2.1' ~ 
Katherine J. Keller 

-Mr. Chairman, Memb~r~ bf the Committee, my name is Katherine Keller. Mrs. 
Mo tana for 1994. I am the mother of a 2 y~ar old son and currently 18 weeks 
pr_gnant. 

3 12 years ago 1 moved to Montana, within a few months 1 found myself 
urt'e'eremployed, strllggling in an abusive relationship, and frightened I was 
pregnant. Not knowing where to turn, 1 went to the Missoula Planned Parenthood 
lc king for inform~tion and support. Instead of support I was handed a list of 
ne..es and addresses of ABORTION PRVIDERS. I really hadn"""t thought about 
abortion, I just wan~ed some HELP. I was g.iven no information on ADOPTION. No 
inrormation on the p6s~ible complications of the ABORTION. And no information 
or how 1 could KEEP ~YBABY. Which is what I really wanted in the first place. 
BLl"! after leaving Pl,inned Parenthood the only viable option presented to me was 
abortion. \ 

-I called Blue Mountain' Clinic in Missoula, one of clinics off their list. 
Ac :ording to thier calculations I was 11 weeks pregnant and since the price 
9'1..'S up after 12 weeks. I was strongly encour~aged to come in as soon as 
possible. 1 was assured that when I came in I would have counseling that 
m0~ning and be sent home to think about it. Then come back for the abortion in 
tl ? afternoon. So; I: scheduled the appointment October 2, 1';;-'91; the day that 
f~ever changed my: life! 

. t: 
f 

Twt Wednesday morniA g I wal ked into the Blue Mountain CI inic and paid $:350 in 
cash up front. Durihg the counseling session that morning; I remember asking 
tl-? counselor if "IT il was a BABY. (1 had to call my baby "IT" or I could not 
h vE' gone though with the ABORTION.) Confidently she said "No it is just a 
brc;b of tissue that isn'"t even alive. II Not satisfied with the answer I 
rpceived I asked her if IIITII had a heartbeat and again the answer was "NO". 
T! ling to ease my conscience I asked her one last question" if lilT" could feel 
p...-in?" This time she didn.-"t answer with confidence but instead looked at-Jay and 
said "no. II Then as if to reassure herself more than me she pt~oceded to tell me 
l ~t she had had an ~bortion and it was the best thing for HER. 

Thgn instead of sending me home to think about everything that had been said. 
1, ~y escorted me into the operating room. I remember wondering what I was 
d~ing there because they had said that I could go HOME FIRST. But who was I to 
qupstion them, they were the ones in the white coats, the professionals. So I 
d d exactly what they"told me. I took my cloths off and put on the gown they 
t~nded me. It was so degrading laying there waiting for a doctor that I would 
never see again. I remember thinking about how rude he was earlier about not 
~ nting me to mess with his machine. I hadn~t even thought of touching his 
If_chine. 

~ en he came back in he didn't even say a word, he just started dialating me -
-



T~' q .- \J ~ ... hard to imagine the heavtness anrl emptiness I ~nd 

<.:!J 
EXHiBIT..1. /. 1': 
DATE., ,!3k~ It 

.' g'l~ mySfJ I!oItli3 

felt 8S we left Casper, '!lyoming in 1937. JJittle did we kno\v that cir­

(:ll'Tl,c;i;nnces and people ',vould soon enter our lives wtlicll would unlocl\ 

the secret that trige-ered in roe the 3lcoholis rn that h3,S haunted 'ny 

f~~ily for generations and killed my father at the 3pe of 42. 
Havin!? rno\Ted in wi th my "lather yet having a, void in rny life that 311e 

nor 'ny girls could fill, I Er'ent most of my ti'ne hid ing Iny pain in the 

botto~les8 pit of a bar glass surrounded by friends who thought I was 

just ':lond.erful! Classy tbev called, me- \li tl'} rl'Y lil'?':Jlv dyed ,jet 111ael\ 

h8ir, tight wranglers, aml Y)ifh-l1eeled cOivboy boots. '.'hat ,c;, sipl1t I 

':.'8.8 on the outside ••. hC)w I ',I2S dying on the inside. In 2 !311ort months 

!'d gone fro1'1 a respectable, responsible, lovinr: m.other of '3 to a full 

blown, hard-core alcoholic 'dho hid bottles of booze around 'ny 'no i:!';:; 

l}f)use. There were some :'nornings that I'd \'Jake to find I'd only dre'llpt 

I ':las in the batl1rooro and h::l.d soiled 'nyself. Bventu211y 'ny'norn became 

fOick of 'ny behavior 80 we moved into our own house. She refused to 

watch my girls, age 1 and 5, so I'd leave the~ ho~e alone as I continued 

1:'J drm-m rny sorrows • .!hen I \\laB horne, I'd drin1\ till I passed out, I' 

leaying them to fend for thel!lselves. IJiving the sleazy lifestyle I did, 

I found myself pregnant. The father was younger than I and a baby was 

not a part of his plans for his future. je were both alcobolics, he into 

drugs as well, so I figured it was best to abort. I had 2 kids, lost 

~y job, no ~oney, couldn't pay the rent, on welfare ••• The Classic cas~ 

for abortion. j7e',vs go tout that I was pregnant and my '00'11 1:JaS rnad! I was 

~ disgrace! She insisted I abort. The Sunday before my scheduled appoint­

''1'3nt, rny ex-husbands sister called ;ne to see if I would talk with 11er 3nd 

'1er husband. To ~os t peopl e we should have heen ene'TIi eB btl t never the les s 

r 8PTeed. They took '!le to the T,utheran church in Tower, ~~ontana and there 

t1:I;y ~::;ked rDe '11hat rfly plam3 \>lere. I told them of rny sehedu,led appoint":211t 

in thr; morning for the abortion. They infor~ed 'TIe of IllacE's I could [!O 

r(l1:' financial help, clothing, etc. tl1ings that seern so trivial when 

ya~~re considering the life of a child but are so monumental wIlen the 

0~tions seem so sli~. They showed me pictures of a 10 week fetus and I 

~~~ a baby. They then showed 'TIe pictures of what hapnens to these babies 

during an abortion an~ ~y secret exploded through heaves of horror anJ 

torrents of tears. You see, 6 months earlier I, a ?1 year old wife and 

':!0tl1er of 3 had had an abortion. I ",'a8 not your typical unwed, alcohol ic, 

'ir~lf8re candid;:;.te. I was a 110u8e':life of 1 years with a husb8nd \'/110 found 

~~~eone else, handed me ~350.00 and told me to take care of the situation. 

I-didn't kno'd ';!{lere to go or who to turn to so alone I ','lent to t.h.? of'fice, 
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Cheryl A. Wilke 
15655 Queen Annes Ln. 
Florence, NT 59833 

tif./: :,11", \., 
My namEi;,~~i(:!heryl Wilke. My views stem from an abortion I recej veti 
on JanUatY;::,2~-I, 1986 at the Western Montana Clinic in 11if,jfwula, 

; MontantH'l, Ij,' . 
~ },~~:~j~ ;, ;~" " .~; 

At thet~ger6f 17, I found myself pregnant, scared" and at a loss 
'for wh4.~':~o:'d(). I was not knm-71edgeable about abortion at all and 
'reflectlngi':back to my own level of maturity at the age of 17 if; a 

:'scary' t;hdught! I went to Planned Parenthood where I talked to a 
"counse~6~:"~'. My conversation was extremely brief and looking back, 
quite u'tiq~~ievable. I had no opinion on abortion. I t-7as not .. FOR" 
or "AGAINST,," it. I was pregnant and faced with the most important. 
declsi~Jii~f my life. I specifically asked her if t-lhat I had was a 
baby y.t,*and I remember takin~ comfort in her response, which now 
I know i:.~ai!i,a lie. She. told me that "I t" was just an accumula'tion 
of tise\ie:~" 9-t 11 weeks. I now know a baby at this gestational age 
is very!:'q~:f'ini tely alive and responsive. I then asked her if it 

< ,would. bi!:Li>alnful and was told that it would only be uncomfortable 
for a shpi:it:period of time. Considering the emotional pain of Post 

, ,Abortli#!fyndrome, for. years to ,follow, that was th~ unde~statement 
~,of,~he,'etrf I was glven abortlon as the only optl0n su~ted to my 

, situatr9nr~ ':,~ I saw no pictures on feta 1. development. Adoption wap, 
" . never eN+efi mentioned. I received no pamphlets or other material to 

, read .1N'No I medical' or psychological risks of ahort.ion were 
discus~ed;~: 

~;i;:·;~ .. <lf ~:I 
I wentl;':t¢an OBjGYNjAbortionist and again, information that I 
deserv~d':~as not given to me. How was I, a 17 year old girl 

; .' supposep,-:,Jo make a truly informed choice with only information t..ha t 
supportbd'lthe abortion choice? A choice that has changed my life. 
forever'.> "~ Just as in the office of Planned Parenthood, I received 
no lnf6rm~tion on any alternatives. It would take longer to tell 

:you what' ~he didn't tell me than what she did: She accentuated on 
'the dyer ~oc 1al situation I was in. The abort ion i tS0 1 f F'-' ,3 vc·ry 
quick and 1 impersonal, which is sad conl3 icier] ng what; it' 6 done \.I) my 
life. "I would ask that you keep ill mind that the grC>llp (of ~,iC'DI,~n 
who make Jp the clientele of Planned Parenthood INCLUDE the 12. 13. 
14, and: 15 year old girl who most. likely DO NOT have the kn(:'\"li~'Jg(~ 

or matutity to make an informed decision. . : 
,~ I 

I have c;'dQ1e to realize, as in my o~m s j tuat ion, th;'l.t tho. dp.0.j rd (111 

to have '~n abortion is for almost. all Homen one mnde under rlUref',R. 
which makes it even more impor tant to have complete, accur",t~ 

information and time after information has been disclosed. Most 
women like myself have not. been Harned about P.l\.S. Rnd are 
COMPLETELY unprepared for the psychological consequences of 
abortion .• ' 
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MontanaCatholic Conference 

~arch 20, ] 995 

SENATE BILL 292 

MR. CHAIRMAN, MEMBERS OF THE COMMITTEE, I AM SHARON HOFF, 
REPRESENTING THE MONT ANA CA THOLIC CONFERENCE. IN THIS 
CAPAClTY, I ACT AS LIAISON FOR MONTANA'S TWO ROMAN CATHOLIC 
BISHOPS ON MATTERS OF PUBLIC POLICY. THE MONTANA CATHOLIC 
CONFERENCE SUPPORTS SENATE BILL 292. 

ENACTING A WOMAN'S RIGHT-TO-KNOW LAW ACCOMPLISHES 
THREE MAJOR GOALS: FIRST, WOMEN ARE INFORMED OF THE POTENTIAL 
RISKS OF ABORTION SURGERY TO THElR LIVES AND THEIR REPRODUCTIVE 
HEALTH. GIVE WOMEN THE KNOWLEDGE WHICH WILL OPTIMIZE THEIR 
POWER TO MAKE A DECISION THAT WILL MINIMIZE THE RISK OF INJURY TO 
THEIR PHYSICAL AND MENTAL HEALTH. SECOND, WOMEN ARE GIVEN 
INFORMATION ABOUF AVAILABLE MEDICAL AND FINANCIAL RESOURCES 
SHOULD THEY DECIDE TO CONTINUE THE PREGNANCY. THIRD, THE LAWS 
PROTECT [INBORN CHILDREN'S LIVES AND HEALTH BY PROVIDING THEIR 
MOTHERS WITH INFORMATION ABOUT WHERE THEY CAN SECURE 

.PRENATAL AND POSTNATAL SERVICES, THUS INCREASING THE 
'~IKELIHOOD OF A HEAL THY PRENATAL AND POSTNATAL ENVIRONMENT 
FOR THE BABY. 

THE REQUIREMENT THAT A WOMAN WAIT TWENTY-FOUR HOURS 
AFTER RECEIVING COUNSELING AND OTHER INFORMATION BEFORE AN 
ABORTION IS IN DIRECT RESPONSE TO EVIDENCE THAT MANY ABORTION 
CLINICS USE HIGH-PRESSURE TACTICS TO "SELL" A WOMAN AN ABORTION. 
OFTEN WE HEAR THAT THOSE WHO ARE "PRO-CHOICE" ARE ElTHER 
"NEUTRAL" ABOUT ABORTION OR EVEN PERSONALLY "ANTI-ABORTION." 
BUT, IT IS TOTALLY NAIVE TO THINK THAT PERSONS WHO ARE EMPLOYED 
IN CLINICS WHERE ABORTIONS ARE PERFORMED ARE ANYTHING BUT 
"PRO-ABORTION." IT IS CLEARLY IN THE CLINIC'S BEST INTERESTS TO 
ENCOURAGE WOMEN TO CHOOSE ABORTION. ANYONE WHO IS GENUlNEL Y 
"PRO-CHOICE" WOULD SEE THAT GIVING A WOMAN TIME TO CONSIDER 
HER OPTIONS FOR WHAT IT TRULY IS: GOOD MEDICAL PRACTICE. 

MONTANA LAW COVERING CONSUMER PURCHASING PROTECTS A 
BUYER'S RIGHT TO CANCEL A PERSONAL SOLICITATION WITHIN THREE 
BUSINESS DAYS (SECTION 30-14-504 MCA). A DECISION TO HAVE AN 

•• <> Tel. (406) 442·5761 P.O. BOX 1708 530 N. EWING HELENA, MONTANA 59624 0 
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ABORTION IS HARDL Y COMPARABLE TO BUYING A VACUUM CLEANER, 
BUT IF A CONSUMER IS GIVEN THREE DAYS TO REVERSE THAT KIND OF 
DECISION, SHOULD WE NOT PROVIDE ONE FULL DA Y TO MAKE A DECISION 
~CHISIRREVERSIDLE? 

THE ABORTION INDUSTRY IN THIS COUNTRY IS URGING WOMEN TO 
EXERCISE THEIR "RIGHT TO CHOOSE" WITHOUT FIRST ENSURING THEIR 
RIGHT TO KNOW COURTS, STATE BUREAUCRACY, ABORTION DOCTORS 
AND CLINICS, AND HUMAN NATURE SOMETIMES ACT TO PREVENT WOMEN 
FROM RECEIVING CRITICAL HEALTH INFORMA TION, INFORMATION THAT 
COULD HELP AVOID YEARS OF PHYSICAL PAIN AND PSYCHOLOGICAL 
AGONY. THE POWER THAT A WOMAN RECEIVES WHEN SHE GAINS ACCESS 
TO VITAL INFORMATION AND RATIONAL SOLUTIONS WILL ENABLE HER TO 
MAKE AN INFORMED DECISION, AWAY FROM THOSE WHO FINANCIALLY 
PROFIT FROM ABORTIONS AND AWAY FROM A SOCIETY THAT MISLEADS 
HER WHEN IT IMPLIES THAT ABORTION IS HER ONLY CHOICE. 

I URGE YOUR SUPPORT OF SB292. THANK YOu. 
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March 20, 1995 

SB292 
Arlette Randash / Eagle Forum 

Mr. Chairman, members of the Committee, abortion is the most commonly performed surgery in 
America and it is performed on only half of the population. In Montana even though family 
physicians practice across the state, all reported abortions take place in just 6 locations. Abortions 
are not performed by a caring family physician familiar with a woman's family or medical history, 
but by those whose main speciality is abortion. 

Testimony you have heard today is but a sampling of the roughly 64,000 woman aborted since 1973 
in the state of Montana ...... all most all of whom are silenced by shame and denial as to the lack of 
accurate and true counseling they received prior to an abortion. The circumstances surrounding 
abortion complicate the situation because many women find themselves in lonely, and frightening 
situations at the time they seek an abortion. Often the fear of abandonment by boyfriends, husbands, 
or families, coerce women to choose abortion over bringing a child to term. The state of Montana 
has a compelling interest to protect women from making a uniformed decision to abort for their own 
health and for the life of their unborn child. 

Fundamentally, SB 292 is an attempt to guarantee a woman is fully informed and then consenting 
freely to an abortion. SB 292 recognizes informed consent is an ethical concept that has become 
integral to contemporary medical ethics and medical practice. Informed consent contains two 
major elements: free consent and comprehension or understanding. Both of these elements 
together constitute an important part of a patient's self-determination. Coming to 
comprehension ..... and then freely consenting is a process, a process that includes ongoing shared 
information ...... that is why a minimum of 24 hours for reflection is needed. Keep in mind, true 
informed consent is a process, while the form one signs is merely the document which records the 
process. 

Ethics committees in the medical profession have outlined that comprehension requires information, 
and a sharing of interpretations of its meaning by a medical profeSSional. The accuracy and 
adequacy of disclosure can be judged by various criteria: 

1) The common practice of the profession. 
2) The reasonable needs and expectations of the ordinary person who might make a 

particular decision. 
3) The unique needs of an individual patient faced with a given decision. ( Surely a woman 

faced with an unexpected pregnancy and considering an abortion has unique needs.) 

F.A. Razovsky in Consent to Treatment: a Practical Guide, has said 6 components are recognized 
as necessary for valid informed consent in any medical procedure: 

The diagnosis --the materials developed by the DHES show the woman in 2 week 
gestational increments the exact size of the developing child. She is aware of her 
diagnosis ...... not just told it is a blob of tissue. Section 4 (4) 

The procedure or treatment --the specific abortion to be utilized Section 4, (4) line 15 
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Montana unless a mother specifically requests that they are recorded under abortion complications. 
Few women request that due to shame. Furthermore, that method of morbidity compilation permits 
the abortion advocates to claim abortion is safer than bring a child to birth. 

Why, when the rights of woman are being heralded across the world, are the studies (at least 24 
published) that induced abortions cause at least a 50% increase in cancer, are the champions of 
women? s rights resisting SB 292 that would compel doctors to give accurate medical information 
to women weighing the decision to abort, particularly when breast cancer is specifically being linked 
to abortions? 

You will undoubtedly be told that the state of Montana will face court battles if SB 292 is passed 
on constitutional issues. The United States Supreme Court has ruled definitively in the Casey Case 
that an undue burden is not placed on woman by being informed and having 24 hours to consider 
an abortion decision. What motive, when other states have successfully defended this issue, to 
relitigate the issue? 

You will hear that woman are already burdened at the time of an abortion ..... that more facts will only 
complicate and further burden her emotionally. Can you imagine a man contemplating a tough 
business decision that will affect not only his family but the lives of his employees giving credence 
to that argument by resisting more information on which to base his decision? Why should we 
accept such a paternalistic argument for a woman who is facing such a profound decision, one she 
intrinsically knows will affect her and her unborn child? 

I submit their arguments are fallacious, eschewed by the profit motive, and their sacred idol, 
abortion. Even reasonable attempts to make sure that women and their unborn child be protected 
from the uninformed decision to abort are resisted. There is a real violence done to the dignity and 
intelligence of women and their vulnerable unborn children by denying them the same information 
all discerning people need when faced with a surgery and a medical decision that has life time 
consequences for them, and life and death consequences for their unborn child. SB 292 is good 
public health, good law, and good public policy. Please give a 'do pass' to SB 292. 
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January 31, 1994 

Arlette Randash 
1941 Virginia Dale 
Helena, MT 59601 

He: Testimony regarding Woman's Right To Know Bill 

Dear Arlette, 

EXHIBIT_._-t--- -- ---_ 
DATE-.~L:HL!iL-
S8 &'L 

On Labor Day weekend in 1988 I went to a keg at a local park .. I had a lot 
to drink that night and went home with a guy. We were together once that 
night and did not use any protection. Two months later I found out that I 
was pregnant. I'll never forget the day that I found out. I went to Planned 
Parenthood in Bozeman. When the test came back positive, the nurse did 
a pelvic exam to see how far along I was. She told me that I was 2 112 
months along. She asked me what I wanted to do and I told her that I did 
not want to have it and that I was going to have an abortion. All she did 
was give me the names of doctor's that do abortions. I went home and told 
my mom that I was pregnant and that I wanted an abortion. She also did 
not try to stop me. I called Planned Parenthood in Billings and made an 
appointment for the first part of November. I don't remember much of that 
day. Today it seems like a bad dream. I had to be there at 6:00 a.m. so 
they could dilate my cervix. A couple hours later I went back to the 
Planned Parenthood clinic. The nurse asked me a few questions about my 
hobbies so she could talk to me while the doctor was performing the 
abortion. I can't remember what we talked about. All I know is that I was 
crying and it felt like the suction cup was sucking everything out of me. 
Then they put me in the recovery room, and handed me a pack of birth 
control pills. I paid my $300.00 and that was it. 

I was a senior in high school and was working part-time at the public 
library. One afternoon I decided to see what the fetus looked like at 2 1/2 
months. When I found the page that showed me what my baby looked like 
all I could do was cry. I had no idea that my baby looked to much like a 
baby. If Planned Parenthood had told me what my baby looked like and 



Charles J. Lorentzen 
418 4th St. East 

Kalispell, MT 59901 

The Honorable Bob Clark, Chairman 
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Helena, MT 59620 SB 292 
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March 20, 1995 

Chairman Clark and Members of the House Judicary Committee, 

I am a board member and passed president of Flathead 
ProLife. In recent years a growing number of disturbing accounts 
have come to my attention, so I support fully SB 292 and urge 
you to do so for the following reasons: 

1) Very few decisions we make in our lifetimes are life 
or death decisions, but abortion is .that to unborn children. 

2) The full impact of having decided to end her unborn 
baby"s life is often devastating to the mother, even years 
later. 

3) Physical and mental complications often follow abortions. 
4) Information gathered thru the maturing process has 

still not been considered by many young women who are despirately 
seeking wise counsel. 

5) Insisting that Montana women be fully informed may 
result in the reduced rate of abortions and complications, 
thus helping to make them "rare", as President Clinton has 
stated in his goal. . 

6) After alternatives are completely known, waiting to 
think about it for 24 hours is more than reasonable since 
an abortion decision is unalterable. 

7) Our society controls or restricts hundreds of activities 
much less important than abortion, and in spite of the fact 
that our Supreme Court has ruled in favor of abortion, it 
is not a mandate to be REQUIRED. We can and must continue 
to moniter, control, inform and supervise this whole subject 
of abortion. 

During a recent review of the religiou~ preferences of 
members of the United States 104th Congress, I found that 
28 of 100 are Catholics, 13 of 100 are Baptists, 12 of 100 
are Methodists, 11 of 100 are Presbyterians, 9 of 100 are 
Escopalians, 4 of 100 are "Protestants" and 4 of 100 are 
Lutherans. Without adding in a dozen other Christian categories 
of 2% or less, the above listed denominations account for 
81% of the 104th Congress. Assuming Montana's 54th Legislature 
is close to the same religious preference breakdown, I would 
like to speak to at least 80% of you from our common reference 
book,"The Holy Bible"; for hundereds of years the world's 
best selled. Would 8 out of 10 of you consider with me what 
the Bible says about unborn children. 

Genesis 16:11 And the angel of the Lord said unto her, 
Behold, thou art WITH CHILD, and SHALT BEAR a son, ... 

Psalms 139:13 For thou hast possessed my reins: thou 
hast covered ME IN MY MOTHER"S WOMB. 

Hosea 12:3 He took his brother by the heel IN THE WOMB, ... 
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Matthew 1:18 Now the birth of Jesus Christ was on this 
wise: When His mother Mary was espoused to Joseph, before 
they carne together, she was found WITH CHILD of the Holy Ghost. 

Luke 1:41 And it carne to pass, that, when Elizabeth 
heard the salutation of Mary,' the BABE LEAPED IN HER WOMB; ... 

Luke 2:5 To be taxed with Mary his espoused wife, being 
great WITH CHILD. 

Galations 1:15 But when it pleased God, who seperated 
ME FROM MY MOTHER' 8 WOMB, .... 

I Thes 5:3 For when they shall say, Peace and safety; 
then sudden destruction cometh upon them, as travail upon 
a WOMAN WITH CHILD: ... 

Revelation 12:2 And she being WITH CHILD cried, ... 
80 I ask you Catholics, Baptists, Methodists, Presbyterians, 

Episcopalians, Lutherans and other Christians, 8 of 10 of 
us all; can you acknowledge with me that God's Word makes 
routine mention of unborn children? There are scores more 
verses similiar to these. Unborn children are real children, 
Bibically human, but at a younger stage of development than 
their already born brothers and sisters. This Bibical truth 
needs to be recognized by 8 out of 10 Christian lawmakers. 

Women in Montana need to be told, for certain, all the 
factual information we can provide to them prior to their 
irrevokable decision to abort. We can insure that no one 
will be able to say again in Montana, "I did not know," or 
"They never told me," or"lf I had only known." It is time 
for Montana to insist women here have accurate information~ 
scientific and practical knowledge, precious hours to consider 
alternatives, and the reasonable options so abundant in todays 
modern world. 

This "Woman's Right to Know" legislation is supported 
by a wide cross section of people in the Flathead area as 
I can show you by this copy of 28 pages of 480 signatures 
that were gathered on February 17,18 & 19, 1995, in churches, 
barber shops and restaurants. When asked, people would say,"Of 
course I agree that women should have a right to know all 
relative facts b~fore they agree to have an abortion." In 
fact, I do not recall one single person who refused to sign 
when it was offered. I strongly urge you, and all these 480 
other people strongly urge you, please vote to pass 8B 292, 
The "h'oman' s Right-to-Know Act". Thank you for your favorable 
consideration. 

~ £-
Charles J.tt~rentz~ 
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mESSAGE to M?,~~~,!~~ LEGISL~I~d}Ts 9 Qj' .. f 2.1 
DATE . .sat /9,) 

Honorable Senators Baer, Brown, Harp and Mohl S9 rl f2--1 
Honorable Representatives Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 

Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 
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~ESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(PI.:.:!,;,: Distribute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Rc::presentatives 

lPto.::J"': IJ.-tnhuh:1 

Baer. Brown. Harp and Mohl 

Boharski. Fisher. Herron. Keenan. Sliter. S. Smith. 
Somerville and Wab'l1er 

SB 292 "\Yoman's Right-To-Know Act" Giving women considering abortion 
compteh: information on alternatives. 

H B 4·U Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental :\otification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above bills.as they come before yo'u 
in the weeks ahead: 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

ll'lea'<! D.,lnhul<!) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 II\Voman's Right-To-Know Act" Giving \vomen considering abortion 
complete infonnation on alternatives. 

liB 4-12 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

liB 482 Parental ~otification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

9~lc 
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~ESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

lPI.:::J'>C I1hlflhuh:1 

Baer. Bro\\TI, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner . 

SB 292 "\Yoman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 4·n Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental ~otification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above bills ,as they come before you 
in the weeks ahead: 

Name Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(l'ka'>C Dhlnhlllcl 

Bacr, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagnl.!r 

SB 292 "',",oman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental ~otification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you I 
in the weeks ahead: 
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~ESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

O'l.:asc Distrihute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 442 Physirians Only Cla(ifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: . 

Name 

Cl Oleo) L 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(PIc:lSC Distrihu\e) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 ""roman's Right-To-Know Act" Giving \\lomen considering abortion. 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Address 
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. mESSAGE to MONTANA LEGISLATORS 
(Plca~c Di~trihulc) 

Honorable Senators Baer, Brown, Harp and Mohl 

Honorable Representatives Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(I'\o:ase Distrihute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(please Distrihute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

II B 442 Physicians Only 

I-IB 482 Parental Notification 

Clarifying that only physicians are allowed 
to perform abortions in Montana. 

Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you. 
in the weeks ahead: 
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. mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

I.Plcasc Distribule) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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,mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

tI'lcasc Distribute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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~J<:SSAGJ<: to MONTANA LEGISLATORS 

} IOllorablc Senators 

llonorablc Representatives 

ll'l\!Jsc Dislnbuk) 

Baer, Bro""n, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SU 292 "'Voman's night-To-Know Act" Giving v,'omen considering abortion 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

IIH 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above biJlsas they come before you 
in the weeks ahead: 

/ 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

{Please Distribute) 

Baer, Brm\fn, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

UB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

I-IB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

~ 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

\l'l.:asc Dislnhutc) 

Saer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "''''oman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

lPl.:n,;c DistrihulC) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

S8 292 "\Voman's night-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

liB 442 I)hysicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above bills as they come before you 
in the weeks ahead: 

Residential Address 
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ilaESSAGE to MONTANA LEGISLATORS 
(I'kase Distrihute) 

II 

Pj ) ~ of 2:7 III 

Honorable Senators 

Honprable Representatives 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

S8 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allO\ved 
to perform abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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~ESSAGE to MONTANA LEGISLATORS 
. O'kasc Distrihute) 

Honorable Senators 

Honorable Representatives 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

H B 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 
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mESSAGE to MONTANA LEGISLATORS 
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Iionorable Senators 

Honorable Representatives 

tl'kasc l>islrihulC) 

Baer, Brown, I-Imp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's night-To-Know Act" Giving \ .... omen considering abortion 
complete information on alternatives. 

liB 442 Physicians Only 

liB 482 Parental Notification 

Clarifying that only physicians are allowed 
to perfonn aburtions in Montana., 

Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above bills as they come before you 
in the weeks ahead: 

Residential Address 
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mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

ll'leusc Distrihute) 

Saer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman'snight-To-Know Act" Giving women considering abortion 
complete inrormation on alternatives. 

liB 442 I'hysicians Only Clarifying that only physicians are allowed 
to perronn abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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~ESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(PI.:asc Distrihutc) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a m·inor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 
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. mESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

tPI.:ase Distrihute) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

HB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

HB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Residential 
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mESSAGE to MONTANA LEGISLATORS 
(l'kasc Dislrihulc) 

ill 
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Honorable Senators 

Honorable Representatives 

Baer, Browll, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

SB 292 "'''oman's Right-To-Know Act" Giving women considering abortion 
complete information on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perform abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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. m:JESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(.Plcase DistrihulC) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S. Smith, 
Somerville and Wagner 

S8 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives. 

liB 442 Physicians Only Clarifying that only physicians are allowed 
to perfonn abortions in Montana. 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above billsas they come before you 
in the weeks ahead: 

Name Residential Address 
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~ESSAGE 10 MONTANA LEGISLATORS 
. tPka,e Di;lnbllt,,) 
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IlonorabJe Senators 

(fonorablc Representatives 

Bacr, Brown, Harp and Mohl 

f3oharski, Fisher, Herron. Keenan, Sliter, S. Smith 
Somerville and Wagner 

, 

SH 292 "\Vonuln's Right~T()-Know Ace' Giving women considering abortion 
complete infom1ation on alternatives. 

. -

liB 442 Physicians Only 

liB 482 Parental Notification 

Clarifying that only physicians arc allowed 
to perform abortions in Montana. 

Requiring parents be told before a millor be 
given an abortion in Montana. 

The undersigned strongly urge you to PASS the above bills as they come before you 
in the weeks ahead: 

Residential Address 
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mESSACE to MONTANA LEGISLATORS 
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Honorable Senators 

I fonomble Representatives 

tl'kasc Dislnbul..:) 

Bacr, Brown. H"rp and Mohl 

Boharski, Fisha. Herron, Keenan, Sliter, S. Smith. 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving \vomell considering abonion 
complete information on alternatives. 

liB 442 Physicians Only 

HI1482 Parental Notification 

Clarifying that only physicians are allowed 
to perform abortions in Montana. 

Requiring parents be told before a minor be 
given ~n abortion in Montana. 

The undersigned strongly urge you to PASS the above bills as they come before you 
in the weeks ahead: 

.--~, --_._---------

Residential Address 
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~ESSAGE to MONTANA LEGISLATORS 

Honorable Senators 

Honorable Representatives 

(PkdSC DiSlrihulc) 

Baer, Brown, Harp and Mohl 

Boharski, Fisher, Herron, Keenan, Sliter, S, Smith, 
Somerville and Wagner 

SB 292 "\Voman's Right-To-Know Act" Giving women considering abortion 
complete infonnation on alternatives, 

HB 442 Physicians Only Clarifying that only physicians are allO\\ied 
to perfonn abortions in Montana, 

liB 482 Parental Notification Requiring parents be told before a minor be 
given an abortion in Montana, 

The undersigned strongly urge you to PASS the above biIIsas they come before you 
in the weeks ahead: 

Name Residential Address 
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EXH\BIT_.",.-.LQ..-­
OAT~fJ-_ ..... 
S8 U JJZ.-

l'JIlr. (S'/wi rlllall (/lid melllbers of tire COllllllittee, 

rilly Ilnll'lC is flndy [{Iein froll'L the flatlwad valley representing 

1I1yscl f. L fiP . 
~na.11..-

1(e9ardillg~ 1!3ill 292: 

I believe it is imperative that a perSOll receive all the inforll1ation 
possible concerning procedures of abortio1l, optioHs and 
alterllatives before maleillg this very ill1portant decision. 

It seell1s to lI1e If we Iwve the WOll1mlS best illterest in 1I1il1d 
as the opponel1ts of this bill will tell you, slw should have all tlw 
il1fonl'1atioll before allY procedures talee place. 

If s/w Iws all tile il1forll1ntioll possible, al1d still decides t/wt 
it is the best thing to do, she l11ay be less lileely to have ell'lOtiollal 
probl ell'lS later because of this decisiol1. :5~£i1u-fc 

llwrefore, I strol1glY'Arge you to vote for _~ Bill )92 

111mli? you 
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The Honorabie Senator Bob Brown 
Mt State Senate 
Capitol Station 
Helena MT 59620 

RE: Senate Bill 292 

EXH\BIT --'L '" 
.DATE ,.I/H/9J 
SB, __ ;L~9..::;:;::Z=·;......,....-

I am a woman who has had 2 abortions - One as a girl of 17 when my 
parents took me to Washington (it was not legal in Montana then)- The 
other a cduple of years later when I lived in California. I will not 
go into ail the details and circumstances, except that neither time 
was I made aware of what was really happening. Not the first time with 
my parent~.( and neither were they) nor the second time when I was alone 
and on my:bWri. 

Since that time, I have learned the reality of what abortion is. 
The ABOSOLUrE truth. The horror of what happens to the unborn child, 
and the con~~quences to the woman of physical and emotinal trauma. None 
of wich th~y tell you. 

Sir - If I had known before, I would not have chosen to destroy those 
lives. I :don't believe my parents would have either. 

There ar~ thousands of girls and women walking into abortion clinics 
our of fear~ with doubts and questions as I did. I was not told what 
was really' gOint to happen "only a minor proc'~dure", "a little cramping, 
like having it heavey period" I was told, "nothing to it". 

Why has it been allowed that a woman can and indeed is encouraged to get 
an abortion without benefit of educating them on what it really means 
and then given time to think about it. To make that decision based 
on truth arid'not fear, lies and pressure. You would not go into any 
other surgidn procedure without being thoroughy informed, but abortion 
is done that,way all the time. 

Why is it then, that we who value life - that of the child AND that 
of the woman - are forbidden to educate the girl on what really happens 
and let her make a decision based on all the facts. 

I've been one of the lucky ones. I've since had two children and 
I suffered no permanent physical trauma. But there are many women who 
are not sO,lucky and would have chosen otherwise if informed. 

By the:'~~~¢e of God, I've also healed emotionally. But there are 
scores who' ~h6 have not. 

I will n~~er forget the 2 babies, children, individuals that never 
got to enjcif{iife, to contribute, they were as precious as any. 

I wish ~lth all my heart that someone would have told me, shown me, 
educated m~, ,and made me take time to think. I wOl11d not have chosen 
the way I'lL:. 

I urge :vQ~Sir, to vote for education and a waiting period, that 
these girls/;,;or:1en 'Hill make a ~ "free" choice. For the good of 
all people,;'':'' 

May God ~~ide vou as vau serve. 

Sincerely, _ 

. ~ };t/y?;~jVL jtdfid-Ctt 
-- I. Linda Chandler" 

1127 - 4th ~ve W 
Kalispell,' !r~ 59901 



EXHIBIT 1.:2-
DATE... ~lAt./f.r 

P.2 FEB 09 '95 04:06PM MAIL BOXES ETC KLSPL 

TO WHOM IT MAY CONCERN: 
58 ~ 

My name is Cindy DeLay. I'm a 34 yr. old mother of two. 
I'm 1UCkr & blessed to have them both, because between the 
a.ges of 6 & 25, I Bubjected my body to SIXabortlone. I wasn't 
informed that numerous abortions could make it hard for me to 
carry a child, or that it would cause mQ to spontaniously abort 
two children before r finally carried one to full-term. 

Thou performed in ~ifferent states, there were common 
fa.ctors. Never._ once, whether in Detroit, MI., Portland, OR., 
or Alpena, MI., did the developmental stage of the child 1 
was aborting get disclosed to me. I was told "It's a blood cloth 
or "It'~ only ~ fetus". RiSKS, according to "trained counselors" 
were minimal. "Abortion is safer than childbirth" was a 
common st.atement. rThe best thing to do' "Best choice' 'Safe' 
'Quick & easy' and 'Painless' were all associated with the 
procedure. After an abortion at 14-16 wkS. gestation, I awoke 
sct'earning "I KILLED MY BABY! OH GOD! I KILLED MY BABY!". The 
recovery-room attendant came & took my hand, "Now you calm down, 
sweetie, it wasn't a baby yet. It was only a fetue.~ 

I've since learned that PfatuS" is a stage Of development, 
NOT A STATE Ol:~ II UN-BE!NG". Taken from Latin, "fetus" means 
"young one". I've learned the heart beats around 21 days, and 
by eight weeks, la' fully-formed, tiny human bab~ exists. Complete 
with fingers&toee, a waking/sleeping cycleJ abi~±ty!t.B~~~imi' 
suck it's thumb, hear, respond to light, and FEEL PAIN. 

I've learned what abortion is and DOES~ and why the containers 
in the procedure rooms are always covered. Un-informed women 
across the country are being ~old out-right lies, causing them 
to make a choice most are to regret later. They find out 
between 6 & 8 weeks they're pregnant, and because the truth is 
kept frOId them, or eXpbnations are too vague, they're-having 
their fully-developed, living & growing babies ripped from 
their wombs onef-tiny limb at a time. Or, if int.o t.heir second 
tri-mester, the babies are burned within the womb first with 
a saline SOlution, causing the woman to deliver a dead or dying 
infant ~ithin 48 hours. Many times the woman finds out later 
that it WAS a BABY, and must live with the pain & guilt of what 
she's ·done. 

I believe if women were informed of the developmental stage 
the "fetus" was at: what EXACTLY th~ procedure would involve: and 
given time to think about it, less women would choose to abort. 
Had I been ·made ·aware of the facts, I J d have been more responsible, 
and avoided pregnancy, abortion; and the resulting y~al~ of 
therapy. I still wonder, IIWhat wquld those children have become?". 

1 find it ineulting that the iawB in t.hese "UNITED" states 
can, in ona court, eay that a woman who does "crack-cocaine" 
during her pr@gnancy is "a.busing" har "ohild", while upholding 
the Supreme Court's decision that an "unborn fetus" IS NOT A CHILD. 
This is a DOUBLE-STANDARD; A hipocritical line of politically 
correct jargon that tries to walk BOTH sides of the fence & stroke 
everyone in order to further other agendas. Our ConBtitu~ion 
guarantees, FIRST ~ fOREMOST, "EQUALITY" & "LIFE ••• ". Tf we 
remove the .r:ight-to-"LIFE" portion, '. what good will "Liberia'. ~ the 
pursuit of Happiness" be? 

I SUPPORT AN II INFORMED CONSENT" BII.JL. r SPEAK FROM 
MY OWN EXPERIENCE WHEN I SAY THATAWOMAN SHOULD BE TOLD 
THE WHOLE TRUTH REGARDING ANY & ALL SURGERIES PERFORMED 
ON HER BODY 

~"~' A' 1£..J iJ:&. 51tXJ--1i:3'O 
~ . (:) hn1?:rr;2 IJIJLJ:"1.).Mr. ~ I~ 



February 7, 1995 
S8292 
A Woman's Right to Know 

Dear Mr. Armstrong, 

EXHIBIT 1.3 
O'ATE 3/p/9J-
S8 ,;J..f.2...... ( 

Fifteen years ago I had an abortion performed by you in Kalispell. I was seventeen years 
old when I discovered I was pregnant. I was excited about this baby and wanted it very 
much. Our plans were to continue with the little extra addition to come later. ... until my 
fiance walked out on me. 

I thought about having an abortion, not really understanding what it was all about. I called 
your office. You were leaving on vacation in a couple of days for two weeks. I was three 
months along and by the time that you would return I thought it would be too late .... 1 
didn't know that abortions were allowed after three months. I panicked and asked if there 
was any way to get in to see you and I was scheduled for a 5:00 P.M. appointment. 

The counseling that I received from you consisted of you telling me why you favored 
abortion. That was basically it. You said you wanted to make sure that was what I wanted. 
I totally broke down and became hysterical. I remember saying, "I don't know what else to do. I 
just want to get it over with." Does this sound like someone who really knew what she wanted to 
do? 

I was a pregnant teen, scared and alone. I didn't know there were any other alternatives. 
I desperately needed counseling .... what was I doing to myself and to my baby? 

Do you know that until April 1988 I did not know that I had given you my consent to kill 
my baby? Through the years my attitude had slowly changed, but the reality of what I'd 
done still hadn't really registered. For years I never thought a baby was actually a "baby" 
until after the third month .... 1 had thought it was just a mass of tissue. It had to be or why 
else would abortion be legal? Certainly no one could legally kill a living child. 

I saw "The Diary of an Unborn Child" in April 1988 and I realized for the first time what 
I had done. The first half of the presentation was magnificent. I was four months 
pregnant at the time and it was amazing to see what my beautiful baby looked like inside 
of me. The second half of the presentation was horrifying. There were photographs of 
"real babies"-not tissue-that had been aborted for money just as you had done to me. 

Since then I have read everything that I could get my hands on. I listened to your radio 
debate of April '85. You named things that must be "legally" explained before the 
procedure is performed. Mr. Armstrong, none of these things were explained to 
me. Had you been honest and explained what would happen to me and my unborn baby, 
I would have gotten up and left. I could not have gone through with it. 

Mr. Armstrong, you were wrong in your decision of what you thought the best 
"choice" for me was, as you also have been wrong in the lives of many, many others. 
You're not helping women, protecting women, protecting children. You're hurting all of 
them, all of us. 

The pain and the loss of a child from abortion is real, Mr. Armstrong. 

Claudia Matthews 
328 Cougar Drive 
Whitefish, Montana 
862-8339 
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EXHIBIT IL 
,DATE. -JI'~ Ipr 
S8 211 c 

I, r ,.! ~ I .' • 

,~~ " My ....... Kim Jona. Twenty one 18" IIgO this summer. when I was nineteen I 
:;i I: :'1' 

fcMId ~ pregnant and unmanted. I was told by Dr. Armstrong that my baby W .. 
I,!., j. 

noting ffiort a... ...... of .... ue. I had an tIbortIon. . \ :,' , ~'~ " 

,:")', ~?, V .. I was. Many facton In my upbrtnglng Influenced why I wan"t very 

good at ~na choices for myself. 80, when I found out I was pregrNInt, my life crumbled 
~:; ( ••• ~t) 

befcn ~ .11ItenII1y did not know what to do. this w .. my fre8hmIIn college 8UIIWIIeI' 

,~~;) ; ~, 
away".,.. hbme., " ! , 

i:, ~ , '~:' . 
, ..... Aftw,~~ the news wI1h the baby's father, he TOLD me he would ftnd out the name 

of the dOCtOr that performed abortions In Kalispell where I lived. At that time In my life 
~ "(")" " "f' ., 

~onl~1. ~ tenn to 1M. He told me to go and I went. I wn given no choice by the 
"1' '.i 

father •. I~ 'in Mock over the whole situation. 
. All' I \,~ . ...,..., Dri AnMtr..,. toW me mv .. ..., w .. nothing more IMn a ...... of 
~~ f ;'\ ~;-: ";\- < I. "'1l~ :-!~;:J~;,. ;" .. ~ ~ 04 ' ~ ". ~.. ". •• ' , 

....... WMft In flOt, at ,Ix wttkI dIvtIopment. my baby had • belting hellt, functfonlng . 
"\,~. ~>, ::~f'rl" ,: . . . - . . ' : . 
~! ~~l~;totIlI1d eyn. ; Dr. ~ lied to melll I WIt given no coun", on the 

~bII1':~~~ 04MIIPI1~~. I w.. given no counMlon the psychological effecte. I 

Wft gI¥tri no ootmMl on option. such .. adoption. I WAS told what kind of procedure 
.... ' ,," .. : " .. ;.. . - : . ',". -; 1, . i -..- . ,. . ~. ' 

would blUMd. ThIt Yin no concern SINCE my baby w .. only. man of tlnue. When In 
~ :,; ~~; : 

fllOt my ~ ......... lege. and head were literally tom orr his body .wtth the SUCTION 
"':'l,'~,~, .. ~-~:,~;~~.ri:"!.;·.iI':-" ~ ",:-'r~' _J', ~ .; .. -. '< '~': ,.' 

CUR&TTAO~ Oh, the .,.n my a.by went through. Oh, the pain I have gone through theM 
~ . ", - .J 1 ' ~,; . . 

lilt 21 "...., and the QUI" caused me to put my family through much pain too. 
" . ~"~ \ i' .' 

,My.1bordon w .. never spoken of again. I told no one~ I begM to drink heavily. The 
. )", '.'" , 

weight of my aMIne and guilt combined wI1h my drtnklng took • toll on my academics. My 

~ ~. of college WIS. failure. I did not retum the next term. Ve.after y .... 1 

bta1td my pain. deeper and deeper. My pain turned Into anger, bIttemen, deprenlon. 
, - ~ 

1be list uoe;e on and.on. I was In and out of counseling. The expense kept me from 



! . 

" " I·' 

I 

"~~"" I cIdn't know. I believe my pregnancy IlInen wa M outward aymptom of 

mygullt~ ........ 
"~I ;1;:' 

. I 

Then Uk. so many othera, with the birth of my n ... t baby, I w .. faced for the tI ... t time 
~ i :' 

.~,.. wtth wt..t I ~ done. A beautiful baby glrl •••••••• wIth nnge ... IUId toM and ...... nd • noH. 

Instead of tejolclng • ut In my hcMpItaI bed crying. Eight weeks lifter her birth ahe 
i' ~. 

stopped, bntathIng. I wa atruck with terror. Dlagnoaed "N ... Min SIDS" (Sudden Inf.nt 
': j' 

Dnth SyndrOme or Crib Death). W.II of coura. I thought I was being punlahed. There 

were othet ephtod... My daughter ... walking mlracI.. Strangely enough the birth of my 
, ' 

,', 

MCoI1d ~, • son, also presented me with • N •• r Mias SID8 situation. H. Ia another 

MIlkIng miraCle. I w" apared 81DS with my third baby. W. have no family history what so 

ever of 81OS. I wond.r If there la any correlation to SIOS .nd abortion. 
I ;' 

In cloaing • would like to ahare with you that In all my pain I .ven left my husband. 
i 

took my ~Idren and moved to another aUde. I was Juat so .mpty Inside. It wasn't until I 

teceMcI ,Jeiua Christ .. my Lord .nd Saviour did I baSiln down the very long road of 
, I ~: 

recovery.;y~ ... H. forgave me for the death of my baby. I am happy to say because of 
l':;: 

Jeaua forvavene- I was able to return to my husband. y •• r later. Unflnlahed buslnna 

waa atlil at, hand though. Now another eight ye.... later, thanks to • Post AbortIon 

Recovery etas, I have been able not only to forgive myself but aI' thou Involved .. well. 

80 now lit this time In my life not only do I have the pain of my baby'a death but .lao the 

reminder of my academic f.nu..... But rno.t Importantly I have received forglvenea .nd I 

have forglvei1. It Ia my greatnt dnlre to do all I can to prevent any more baby'a from 

dying and to prevent any more unneueaary aufferlng of women. PI .... , I mve you to 

support the "Womens RIght to Know" bill. It la ao very Important for the health .nd wen 

being or our nation. Women are the backbone of thla nation. I would like to close with • 

~ PaaIng this bill for women only protects them, and I ask you what harm does It 

do to • phpIcIan? 'ThIs bill would only make physlcla .. accountabl.. Thla bill would 

·. 
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My name is Constance Wagner. I am thirty-three. In 1976 I found out I was pregnant. I was 
nineteen. I found out I was pregnant over the phone from a counselor at a free clinic run by Planned 
Parenthood. They reminded of me of my right to a legal abortion and gave me the number of a Planned 
Parenthood abortion center in Minneapolis. No other options were presented. They assumed I would 
want an abortion. Within days I found my self at my sisters in Minneapolis. It was there that I 
convinced myself abortion was the most loving thing to do. I thought abortion would get rid of my 
problem and then I could go on with my life. 

Early the next morning we made the drive to a large abortion center run by Planned Parenthood. 
I was confused and panic-stricken. I was not sure if I realty wanted an abortion. I wasn't e\"en sure 
what an abortion was. I was merely sold on the idea that woman needed to have the right to have one. 
The counselor was brief, but friendly. I was told that what was inside of me was nothing but tissue -
without form - without life. I was told the procedure was painless: that it was safe, simple, and the 
right thing to do. I was not informed on the abortion procedure, nor was I given any facts of possible 
complications. Ironically, I was asked to sign a waiver that said I had been adequately counseled on 
the procedures and informed of the risks. By signing, I was consenting to all procedures the doctor felt 
would be necessary and that I would not hold him or the clinic liable for any problems stemming from 
the operative procedure. I signed it quietly, feeling my questions would appear stupid. 

When my name was called I said goodbye to my sister and followed a woman into an operating 
room. That is where the first promise the counselor gave me was broken. The abortion would not be 
painless. I was given a local anesthesia to numb my cervix, but the doctor didn't wait long enough for 
it to take effect. I had severe cramping as he worked to dilate my cervix. I begged him to stop. The 
nurses held me down. When he shut off the machine I lay on the table sobbing. He told the nurses 
to quiet me down - "after all" he said "the walls are thin". I was helped into a room and told to get 
a hold of my self. I was bleeding rather heavily - but they dismissed it as normal post operative flow. 
After 45 minutes I limped out to my sister who helped me to the car. I was exhausted. They said I 
could return to work tomorrow. But when tomorrow came, I was bleeding very heavily and had passed 
part of a body mass left in the uterus. The doctor had perforated my uterus and a severe case of Pelvic 
Inflammatory disease set it. I was also diagnosed with endometriosis and peritonitis. Over the next 
three years I had three major surgeries resulting from the abortion. The second one was a total 
hysterectomy. I was twenty two. For all of this, the doctor was not held liable. 

Three months before my hysterectomy, I went in for treatment and I found out I was pregnant. 
The father of the child was a professor who had three children. He told me I needed to get an abortion. 
I refused. I would not go through that again. The next day his best friend - my doctor - told me I had 
an ectopic pregnancy and that I would need to go to Minneapolis for an abortion. He told me it was 
a medical emergency, and that if I did not go the child and I would die. I did not find out until last 
year - 11 years later - that you can not have a suction abortion on an ectopic pregnancy. If I had indeed 
had a fallopian tube pregnancy I would have had to have surgery to remove the tube and the child. 
They had lied to me to ensure that the pregnancy was terminated. That was April of 1979. I had just 
turned 22. Three months later I had the hysterectomy. 

I ",as unable to process the emotions I felt following the abortions. I was overwhelmed with 
anger and sadness. In order to protect myself from the profound sense of loss I felt, I rationalized that 

1 
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~ ';';1" i;; ,~,: ~i 
·\·~'I'l'iti;J.I; ,tl t~, ' ff I, I, 

My ~~~,I:i~Ronl Corpron, When I was 19 years old, I had an abortion, At 11 years my 
parent~:wer~':dlvorced. I was thankful when they parted, In a way, because alii ever 

': • ,r. 'I' -I . ~ 

remem~~~: about my parents was them fighting all the time. They would p"lr1y all night, 
come ~~:Snd fight and argue for hours. I would cry myself to sleep. When I woke for 

\, ...... 
school"rn'e\ior knew what I would get up to, and reared the WOlst. 

';j.:;::;pf~"r~ . 

I wa~i;~~~d on marijuana from about 7 or 8 years of age. My allnt m~d uncle (whr> were 
then fn,f,ilgfrSchool) thought It was funny to get us high. So by the time I got to lligh 
School)I\"ta$.~ pretty messed up teenager. 

~:}r;~!: ~ H ::j t ~ 

. Sta~~~iibt love, acceptance and attention, I became sexually pr.rmiscllouS. By ;:tdding 
alcohol\t6'rtlarlJuana It wasn't too hard. I just numbed all the pain with drugs and alcohol. 
I never tilieHibirth control or protection. I thank God th<'lt I didn't end up with anything 
worse ili'an:an' unwanted pregnancy. That was bad enough. 

fir'~ "J:, '. j.'>!;~!·1 ,~!:~!~ 

. 'So h'iJfB1 iittn, 19 and pregnant. No job, no husband, no one to turn to. My father had a 
new farti.IY ~nd he was a truck driver so we didn't s",e him much anyway. My mom W<l~ in 
anothe~~ouslve marriage so I COUldn't m"k~ her life any worse th~n it "fre:'ldy w~s. 11<:>lt 

-". ·--'-'abortio,,'wa~:my nnly choice. 

So o·~~'JJri~ 1219851 aborted my first child. I killed my own baby. 
:}·~;.+:.·i:>I; 

No d~eaHhe clinic told me, at 12 weeks pregnant, that my baby was completely 
~t !,.... ", t,· 

, formed; with fingers, toes, a heart and a brain. In fact, they lied to me and told me it was a 
"blob oti~~4e" the size of a pinhead. They didn't inform me of the possible risks and 
complications or psychological effects It might have. They just gave me a pi!! for 
cramping atidsent me on my way . 

• r ~ '{l';~ ~.'" 

I Putit~ltwhole thing in the back of my mind ;md locl.(ed it hehind a door ho\ff"d wifll 

shame, ;guli,~ ~nd regret. 
r_\~I:.' :'i! 

Exactly a v~ar later I was pregn:mt <'Ig<'lln. YOII !'HlP. I had to nllmh f'v('n ,nor!" rClin now 
so I COIijr..'F!'j hassibly Bilow myself to think ,,!'ont :1!1Ylh:ng. Sa if I wn<>n't <:''''1''<1 fV' '~i~!t'~ 
or having ,:;; ~ I wa,s sleeping. I didn't ch,lIlge any or Illy h<lhits. 

Two '1""Q'h5 Intor 1 h"rl :'l rnic:c:lrri:Hl(>. I rnO'lrrifld th(> r..,thor ::1nyW:lV I dirln't f,.."I! wnuld 

ever am.j,;,., to m'Jch anyway so I b~tter merry soml£''Jody tb::1t w;lnt~ nl~ n~)w. W~10~b~r v;·~ 
loved e~;:h t:.iher then or not, I don't know. M<-1ybe vm wefl~ jllst cl1nvPlliellt for p;:'\t;i, o!hr:r, 
but I'm ~n~d jo say we are married still and love p.i'lch othN Vf>ry 111!!r,I). 

We \'.:~:.,~\:d to have children right away, or' did <lllyW?y. So 2 11101:'11", "ftr;1 IlHl wed,nllg 
I was PII}!.1\liliit for the third timo. Two 11l0nths 13ter I miscarried a~li'1ill. I was comp!~tely 
devistat2fl ! know the miscarri"ges WfHP it result of "lJmHon rind I thouqht Gnd wac; 
punlsh!r~g nie, I was terrlfled I would not be at-It) 10 lI:lvt) cbildrf>l1. So I b('c~!l'~ oh<;(!<;::;cd 
about having children. 

A month after my second miscarri<'lge I b~C;1m., rr!'qnnnf :l fnllrth tim/>, I ,,..n h~rr'v 1<, 

S03Y I gaVi! bIrth to a beautiful h<lby girl but 110: Wi!ll'JI.I! COP1p!!c:1tion~. Yo:, ",,~ ;1 f'r'l':'· ~.~; 
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EXHIBIT I €J 
DATE ~/~ /9J-. 
SB d.:f~ 

When I had just turned 15 and found out I was pregnant. Scared and confused I confided in my 
brother's girlfriend Kathy. Kathy went with me to tell my mother. Mom made the arrangements, 
they then drove me to Dr. Armstrong's office. 

The nurse, Susan Cahill, escorted me to the room where the abortion would happen. It was a cold 
and dead feeling. I took my clothes off as she watched and told me very gruffly to "get up on the 
table and put your feet into these stirrups." I remember being afraid of her because she was so gruff 
and mean, her face showed much anger and her obvious disgust. I felt dirty and ashamed already, 
but this woman really treated me like I was a bad dog needing to be punished. I crawled up on the 
table, and did as she commanded. She examined me and summoned Dr. Armstrong. 

I heard them say I was over 12 weeks (it was illegal at that time to abort over 12 weeks). He told 
her to go ahead anyway. Dr. Armstrong left, and I never saw him again. I wanted to run, to hide, 
"This is my baby" I thought.. ... "Or is it just a blob." "Why is it that they are concerned over 12 
weeks?" I am so confused, this must be wrong. 

Remember, I was barely 15! Would you want your 15 year old child going through this? 

With no pain killer, or information, I lay on that table scared and very confused ..... and NO ONE 
ever talked to me about any of it. Before or after. 

As Susan began to manually dilate my cervix it felt like I was tearing in two or being shredded and 
the pain was overwhelming me. I cried out-screaming in agony. Susan looked up from between my 
legs angrily and said, "Oh shut up! And take your medicine! You were woman enough to get into 
this mess-now act like a woman!" So, with tears streaming down my face into my ears, I bit my lip 
and clenched the table until my hands went numb. I heard and felt the scraping and suctioning as 
I clenched the table even tighter, I thought I might pass out from the pain. I hemorrhaged from the 
procedure which no-one ever acknowledged. 

When I came out of that room in shock my mother and Kathy were very concerned because I was 
so white and weak. They helped me to the car and asked several times if I was okay and if I needed 
to go to the emergency room. I lay in the back seat trying to prove that I was okay. I felt like I 
might die, I believe, in a sense that day, I did. 

For over 10 years I buried the painful memory of the abortion I had when I was just a child. 

The memories began to flood back when I finally ended up in alcohol treatment in 1987 and I had 
to write a life story. Prior to that my life was a blur of running away. I drank, was promiscuous, ate 
compulsively. Anything to not feel. Even now the symptoms of post abortion syndrome still haunt 
me. While I tried to escape, the torment still leaked through. Pain and flashbacks ran through my 



mind. Nightmares and more shame. Even though I had completely justified my abortion, and 
believed that it was okay. I was tormented and didn't know why. 

The anger and resentment I'd buried toward Dr. Armstrong, his nurse, myself, and my mother and 
sister-in-law festered. I got married and had 3 more children, trying desperately to compensate for 
my loss. But, also, the rage inside fell on my husband and 3 boys. Until, in 1986 I was divorced and 
my children ended up in foster homes. At this time I still didn't connect all this with the abortion. 

I ended up by God's grace, in a Bible study for women who've had abortions. There it all started 
to make sense. I believe, and so does Mom, that if we'd have been informed and counseled that my 
baby would be here today alive. 

Nancy Vigel 
2174 Airport Road 
Kalispell, MT 59901 

257-4879 
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The Myth of the Abortion 
Trauma Syndrome 

EXHIBIT-..-.41!..-,j'l"---­
DATE J~/9f 

. SB __ ...24-~ .--------

THIS is an article about a medical syndrome that does not 
exist. A so-called abortion trawna syndrome has been de-­
scribed in written material and on television and radio pro­
grams. For example, leaflets warning of deleterious physical 
and emotional consequences of abortion have been distrib­
uted on the streets of cities in the United States.1 Women who 
have undergone induced abortion are said to sUffer an "abor­
tion trauma syndrome or "postabortion trauma" that will 
cause long-tenn damage to their health. One such leaflet 
states, 

Most often a woman will feel the consequences of her decision within 
days of her abortion. If they don't appear immediately, they will ap­
pear as she gets older. Emotionalse&rS include unexplained depres­
sion, a loss of the ability to get close to others, repreased emotions, 
a hardening of the spirit, thwarted maternal instincts (which may 
lead to child abuse or neglect later in life), intense feelings of guilt 
and thoughts of suicide. Don't be fooled-every abortion leaves 
emotional scars.1 

Press reports indicate that women who seek care and 
counseling at so-called pregnancy crisis clinics are verbally 
presented with similar statements.z 

"Syndrome" indicates a constellation of signs and symp­
toms recognized by the medical community as characterizing 
a disease or abnonnal condition. ''Trauma'' is bOlTowed from 
"posttraumatic stress disorder," a psychiatric syndrome de­
fined in the Diagnostic and Statistical ManU4l of Mental 
Disorders as a disabling condition characterized by night­
mares and flashbacks, precipitated by a traumatic event out­
side the range of usual human experience.' News reporters 
from all sections of the United States have requested infor­
mation about abortion trauma syndrome from the American 
Psychiatric Association (oral communications, John Blam­
phin, Director of Public Affairs, American Psychiatric Asso­
ciation, Office of Public Affairs, 1988, 1989, 1990, 1991). Un­
fortunately, it is impossible to document the sources of the 
allegations that concern these journalists because they are 
often not traceable through the media or found in the scien­
tific literature. It is to bring the discussion into the scientific 
medical literature that this contribution has been written. 

Abortion is a subject that is embroiled in fierce debate. The 
US Supreme Court's increasingly pennissive stance toward 
individual states' restricting abortion' has precipitated divi­
sive arguments among individuals, social groups, jurists, and 
legislators. The same is true of a recent federal regulation 
forbidding some health care providers to discuss abortion at 
federally funded clinics.' The heat of the conflict tends to melt 
boundaries between medicine and philosophy, between 
church and state, between demonstrated fact and personal 

From the Depanrnent 01 Paychietry. Univerilly 01 Chicago (III) Medical Genter. 
Reprrnt requests to the Department of Psychiatry. Univer5ity 01 Chicago Medical 
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belief. The legislative and judicial outcome of this debate may 
profoundly affect both the physical and psychological health 
of the population as well as the practice of medicine. 
. Our patients look to us, their physicians, to provide sound 
scientific information to help them make informed decisions 
about health issues. The allegation that legal abortions, per­
fonned under safe medical conditions, cause severe and last­
ing psychological damage is not bome out by the facts.6-9 Prior 
to the 1973 Roe v Wade decision of the Supreme COurt,10 valid 
scientific investigation of the sequelae of abortion was 
precluded by the criminal and illicit nature ofthe procedure. ll 

It was also impossible to distinguish the effects of the proce­
dure from those of the frightening and often dangerous cir­
cwnstances under which it was performed. While he was 
Surgeon General of the United States, C. Everett Koop, MD, 
interviewed representatives from a wide range of groups fa­
voring, opposing, and expert about access to abortion, in the 
course of researching a report on abortion's effects on women 
that had been requested by then President Ronald Reagan. 
After hearing and reviewing the evidence, Dr Koop wrote 
President Reagan to state that the available scientific evi­
dence did not demonstrate significant negative (or positive) 
mental health effects of abortion.1Z 

A critical examination ofthe psychiatric impact of abortion 
requires the consideration of underlying realities and a sum­
mary of the relevant scientific literature. 

Underlying Realities 
An unintelTUpted pregnancy eventuates in labor and de­

livery. Therefore, any physical and psychological sequelae of 
legal abortion can only be meaningfully understood in con­
trast with those of illegal abortion or unwanted childbirth. 
After undesired childbirth, a woman must face either the 
stresses of relinquishing a child for adoption or those of rear­
ing a child. 

Abortion is a consideration for women who become preg­
nant under problematic circwnstances, in which they feel that 
the birth of a child might be untenable. Such circumstances 
commonly include the threat or reality of abandonment by the 
woman's male partner or the absence of an ongoing relation­
ship with him, financial deprivation, lack of social support, the 
need to care for other young children, the possible loss of 
educational and career opportunities, the diagnosis of fetal 
defect, and/or an impregnation by rape or incest. A birth 
control method may have failed; the woman may be unwilling 
or unable to care for a child. She may be physically or men­
tally ill or disabled. She may have suffered physical or psy­
chiatric complications after childbirth in the past. All of these 
circwnstances may influence subsequent psychiatric reac­
tions regardless of the woman's decision to abort or to con­
tinue the pregnancy. 11 

The outcome of any medical procedure is demonstrably 

Commentary 



'\ 

, . 
I, 

I , 

( ,,5 SS' ,,"S 'W' " 7 m t 

. , EXH'BIT_-'-/....::f:....A~_ 
OAT,-E _..;;;.,~~b.~/9[..l1r:_ 
SB, __ -=;L.;;....;..:...'1-"-"'_·_-

'. 

NAIUU. Promoting Reproductive Choices 

MANDATORY WAITING PERIODS 
AND THE FREEDOM TO CHOOSE 

Mandatory waiting periods that impose delays on women who have already made the 
decision to have an abortion serve no useful purpose and create a substantial, often harmful 
obstacle for many women. Due to the severe and escalating shortage throughout this country 
of doctors who perform abortions, a mandatory waiting period often requires women to make 
at least two trips to a city hundreds of miles from home or to stay away overnight. V/omen 
are forced to take multiple days off from work, risk loss of employment, lose wages, leave 
families unattended or arrange for costly child care, or travel out of state. The laws further 
endanger women by increasing their exposure to anti-choice violence and harassment at 
clinics. Anti-choice activists are now trained to trace the license plate numbers of women in 
order to harass them at their homes during the state-mandated delay. 

• Mandatory waiting period laws are currently enforced in seven states: Kansas, 
Mississippi, Nebraska, North Dakota, Ohio, Pennsylvania and Utah. 

• In 1993 and 1994 legislative sessions, at least thirty-five states introduced bills 
requiring waiting periods. 

Mandatory delay laws are not promoted by -- and, indeed, are opposed by --- medical 
professionals and others concerned with providing quality health care. These laws are a tool 
used by anti-choice legislators seeking to severely limit access to safe and legal abortion and 
to take away a woman's fundamental right to choose .. There is no evidence that state­
mandated waiting periods foster informed decision-making; rather, these laws reflect the 
demeaning and erroneous assumption that women do not think carefully about abortion and 
are unable to make responsible decisions without governmental interference .. 

State-Imposed Waitin2" Periods Create Substantial Obstacles 

The delay and added expense imposed by mandatory waiting periods arc substantial and 
are particularly burdensome for low-income women, single mothers, young \\'Olncn, 
women who work, and women who do not have access to cars or public transportation. 
The added costs and burdens may force some women to seek unsafe, illegal alternatives. Nationa/Abortion 

and Reproductive I 

• The shortage of physicians trained, qualified and willing to provide abortion 
services, especially in rural areas, is acute. Nationwide, 84 percent of counties 
have no abortion provider.! Women in many parts of the country must travel 
long distances to obtain abortion services. 
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• During seven weeks of compliance by one clinic with Tennessee's 48-hour 
waiting period, the law caused four women to experience delays that forced them 
to undergo riskier, more expensive second-trimester abortions. Because no 
clinics in Tennessee perform secQnd-trimester abortions and no hospital in the 
state provides abortions, the women had to travel to Georgia_or. K_entucky~14 

Waiting Periods Increase Exposure To Anti-Choice Harassment 

Government-imposed waiting periods subject women to increased harassment by anti-choice 
extremists. 

• The 24-hour waiting period is used by anti-choice extremists to track women 
down and make harassing visits or phone calls to their homes. Members of 
anti-choice groups stake out parking lots at abortion clinics, write down license 
plate numbers, trace the owner's home address and phone number, and then 
use this information to find the woman, her husband, boyfriend, parent, 
clergy, or anyone else they think may be able to interfere. 15 

• In the first seven months the Mississippi law was enforced, one member of an 
anti-choice group made harassing phone calls to more than 120 people. 16 

Waiting Periods Do Not Foster Informed Decision-Making 

Advocates of mandatory waiting periods claim that these laws help women make informed 
decisions about abortion. The reality is that they do not. Rather than promoting true 
informed consent, they create serious, and at times insurmountable, obstacles for women 
seeking safe and legal abortions. Government-imposed delays are not promoted by medical 
professionals or.others concerned with improving the quality of health care services; they 
were devised by anti-choice legislators and activists seeking to make abortion illegal or 
unavailable for all women. 

• Mandatory waiting periods reflect the demeaning and erroneolls assumption that 
women do not think carefully about abortion and are unable to make responsible 
and informed decisions. 

• According to the American Public Health Association, Pennsylvania's waiting 
period and biased counseling provisions -- upheld by the U. S. Supreme Court in 
Casey -- "will interfere with constructive consultation between physicians and 
their patients and will undermine patients' health" and "are in fact antithetical to 
informed consent." 17 

• Even people undergoing procedures as dangerous as heart or brain surgery are 
not subjected to government-imposed waiting periods. Standard medical practices 
and existing informed consent requirements already ensure that by the time a 
patient reaches the physician's office, clinic or hospital for a medical procedure, 
they have weighed the consequences and made an informed decision. 
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Induced Termination of Pregnancy 
Before and After Roe v Wade 
Trends in the Mortality and Morbidity of- Women 
Council on Scientific Affairs, American Medical Association 

The mortality and morbidity of women who terminated their pregnancy before 
the 1973 Supreme Court decision in Roe v Wade are compared with post-Roe' 
v Wade mortality and morbidity. Mortality data before 1973 are from the National 
Center for Health Statistics; data from 1973 through 1985 are from the Centers 
for Disease Control and The Alan Guttmacher Institute. Trends in serious 
abortion-related complications between 1970 and 1990 are based on data from 
the Joint Program for the Study of Ab.ortion and from the National Abortion Fed­
eration. Deaths from illegally inducecj abortion declined between 1940 and 1972 
in part because of the introduction" of antibiotics to manage sepsis and the 
widespread use of effective contraceptives. Deaths from legal abortion declined 
fivefold between 1973 and 1985 (from 3.3 deaths to 0.4 death per 100000 pro­
cedur,3s), reflecting increased physician education anc:.! skills, improvements in 
medical technology, and, notably, the earlier termination of pregnancy. The risk 
of death from legal abortion is higher among minority women and women over 
the age of 35 years, and increases with gestational age. Legal-abortion mortal­
ity between 1979 and 1985 was 0.6 death per 100000 procedures, more than 
10 times lower than the 9.1 maternal deaths per 100 000 live births between 
1979 and 1986. Serious complications from legal abortion are rare. Most women 
who have a single abortion with vacuum aspiration experience few if any sub­
sequent problems getting pregnant or having healthy children. Less is known 
about the effects of multiple abortions on future fecundity. Adverse emotional 
reactions to abortion are rare; most women experience relief and reduced de-
pression and distress. . 

UNTIL the mid 19th century, the in­
duced termination of pregnancy through 
the first trimester (ie, the first 12 weeks 
of pregnancy) was legal in the United 
States under common law. J At that time, 
several state legislatures enacted laws 
proscribing such procedures, a result of 
efforts to discourage illicit sexual con­
duct, growing concerns about the haz­
ards of medical and quasi-medical abor-

From the Council on Scientific Affairs. American 
Medical Association. Chicago. III, 

This report was presenled to the House of Delegates 
of !he American Medical Association at the June 1992 
Annual Meeling as Report H of the Council on Scien· 
ulle Affairs. The recommendation was adopted as 
amended and the remainder of the report was filed. 

This report is not intended to be construed or 10 serve 
as a standard 01 medical care. Standards of medical 
care are determined on the baSis 01 aU the facts and 
circumstances involved in an individual case and are 
subjeci to change as scientific knowledge and tech· 
noIogy advance and patterns 01 practice evolve This 
report reflects the scl8flufic hterature as of June 1992. 
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tion procedures on women's health, and 
effective lobbying by phys~cians.l By 
1900, abortion was prohibited by law 
throughout the Uriitep States unless two 
or more physicians agreed that the pro­
cedure was necessary to preserve the 
life of the pregnant woman.2 By the late 
1960s, state legislatures began to re­
consider the legalization of abortion in 
response to changes in public opinion 
and opinions from national medical, le­
gal, religious, and social welfare orga­
nizations.1 Between 1967 r.:nd 1969, 13 
states (Arkansas, California, Colorado, 
Delaware, Florida, Georgia, Kansas, 
Maryland, New Mexico, North Caroli­
na, Oregon, South Carolina, and Virgin­
ia) modified their abortion laws, though 
they differed widely in the restrictions 
placed on the procedure.u In 1970, Alas­
ka, New York, Hawaii, and Washington 
removed nearly all restrictions on their 
abortion laws.4 By January 1973, when 
the Supreme Court made abortion legal 

on a national basis in Roe v Wade (410 
US 113, 1973) and Doe v Bolton (410 US 
179,1973),17 states had liberalized their 
abortion laws.· 

In Roe v Wade and Doe v Bolton the 
Supreme Court ruled that states could 
not interfere with the phYSician-patient 
decision about abortion during the first 
trimester of pregnancy (12 weeks and 
earlier), and that during the second tri­
mester (13 to 28 weeks), a state could 
intervene only to ensure safe medical 
practices reasonably related to mater­
nal health. For the third trimester (29 to 
40 weeks), a state could regulate and 
even proscribe abortion unless medical 
judgment deemed the procedure neces­
sary to preserve the life or health of the 
l,;-~gnant woman. Although obliged to 
comply with these guidelines, states con­
tinue to differ in how easily a woman can 
obtain an abortion. For example, 30 
states and the District of Columbia pro­
hibit the use of state funds to pay for an 
abortion unless the woman's life is in 
danger; eight other states permit public 
funding in limited circumstance~ such 
as a pregnancy resulting from rape or 
incest.' Mandatory waiting periods 
and/or parental consent or notification 
laws have also been used to deter 

Members of the Council on Scientific AHairs 
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Scott, MD, Tucson, Ariz; W. Douglas Skelton, 
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dent Representative) Greenville, NC; Henry 
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Loeb, PhD (Secretary), Chicago. iii; Robert 
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Psychological Factors in. Abortion 
A Review 

Nancy E. Adler 
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Nancy Felipe Russo 
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PsycJwlogical research is increasingly involved in debace:i 
regarding abortioll. ~t'hile recogni=ing Ihe diversity of 
elhical and moral issues inlertwined wilh abortion. the 
American P!lychological Association (APA) has focllsed 
ils involvement on psychological faclors. most recently by 
appointing an expert panel 10 review the Iiteratllre on psy­
dwlogical eli/xts. This article nDles the hislOry oj AP.4 
involvemelll and repores on Ihe panell' conclusions. II pre­
sents evidence that abortion is not likely to be fol/ow(·d 
by severe psycllOlvgical responses and lhal psycholugical 
aspects can best be understood within aJramework oJnor­
mal stress and coping rather than a model of psychopa­
[Iw/og.\'. Corre/att's oj more negative responses following 
abortion are alsQ discussed. 

The American Psychologioal Association (APA) has had 
a long history of involvement in relation to psychological 
factors associated with abortion. Public policy and other 
debates have increasingly included psychological issues. 
and findings from psychological research have been con­
veyed to policymakers. When APA. in 1989. appointed 
a panel of experts to examine relevant psychological con­
siderations. it WJ.S recognized that differing moral. ethical. 
and religious ·~rspectives impinge on how abortion is 
perceived. Our mission. however, was not to assess valul!s 
but to consider the best available scientiDc evidence on 
psychological tcsponses to abortion. In this articl~ we 
summarize APA's involvement with abortion issues, ex­
amine the status of abortion in the United States, and 
report our conclusions about psychological responses of 
women after abortion. 

APA Involvement in Abortion Issues 
In 1969. the APA Council of Representatives adopted a 
resolution that identified termination of unwanted preg­
nancies as a mental health and child welfare issue. re~ 
solving that termination of pregnancy be considered a 
civil right of the pregnant woman. to be handled as other 
medical and surgical procedures in consultation with her 
physician. In the 23 years since that initial resolution. 
APA and some of its divisions and members have con­
ducted and disseminated research on abortion issues to 
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fellow psychologists. poIicymakers. and the public. APA 
staff have prepared reports and met with government of­
ficials (Wilmoth. 1989) and arranged testimony by experts 
before Congress on abortion issues (e.g., Adler. 1989; D:l­
vid, 1989: Russo. 1983). Other activities have included 
sponsorship of a pamphlet on unwanted children by 
APA's Board ofSociaJ and Ethical Responsibility (Russo 
& David. 1983). an Interdivisional Committee on Ado­
lescent Abortion (Melton et a!., 1987), and a Ps)'chology 
in the Public Forum of the American PsycholoKisl on 
adolescent abortion and public policy (Melton & Russo. 
1987). 

In addition, APA has submitted amici curiae in eight 
court cases on abortion issues: CilY oj Akron v. Akron . 
Center Jar Reproductive Health (1983). Thornburgh v. 
American College oj Obstelricians and GynecologislS 
(1986). Hartigan v. Zbara:: (1987). Hodgson v. Minnesora 
(1987), U"ebsler v. Reproductive Health Services (1988). 
Statl! of Ohio v. Akron Center for Reproductive Heallh 
(1983). Janet Hodgson AID ~'. State o/Minnesota (1990). 
and Planned Parenthood v. Casey (1992). These cases in­
volved a range of public policy issues. including preabor­
tion counseling, parent<11 notification. and waiting 
p,eriods. 

.In 1980, in response to governmental attempts tIl 
suppress research on abortion, APA Council of Repre­
sentatives passed a resolution supporting the right to con­
duct scientific research on abortion and reproductive 
health, stating tha~ APA "affirms the right of qualified 
researchers to conduct appropriate research in all areas 
of fertility regulation (Abeles. 1981. p. 581). 

In 1987, public debate began to focus on postabor­
tion psychological responses. On July 30, 1987. President 
Ronald Reagan directed his surgeon general. C. Everett 
Koop. to develop a comprehensive report on the psycho­
logical and medical impact of abortion on women. Over 
the next 15 months. Koop and his staff met with a variety 
of groups and experts, including psychologists. On De-
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cember 2. 1987, APA representatives presented oral tes­
timony to the surgeon general's office on methodological 
i~'ill~!i in rL'SCan:h nn the Pl'YL'hulol,!ical sc4uclac of ahor­
tion. APA Public Interest Din .. 'Ctorate stall' Brian Wilcox, 
Gwendolyn Puryear Keita. Greg Wilmoth, and Daniel: • 
Mclstein Bussell prepared a written report on those issues 
and delivered the testimony (Wilmoth, 1989). 

In January, 1989, Koop and Otis Bowen, Secretary 
of Health and Human Services. met and decided that 
I\oop would not issue a report. Instead, the surgeon gen­
(fal sent a letter to President Reagan stating that "despite 
a diligent review. . . .• the scientific studies do not pro­
\ide condusive data on the health effects of abortion on 
.'Omen." The APA staff report was prominently included 
in the wave of publicity that followed. 

In February, 1989, APA, wishing'to improve the ac­
curacy of the debate, convened a panel of experts to review 
the best scientific studies of abortion outcome. I The work 
of the group was timely. On March 16. 1989, the Human 
Resources and Intergovernmental Relations Subcom­
mittee of the Committee on Government Operations of 
the U.S. House of Representatives held hearings to in­
vestigate possible discrepancies between the surgeon gen­
eral's draft report and information made public (see Staff, 
1990, for summary of the discrepancies). In those hear­
ings. Nancy E. Adler testified in behalf of APA, and an­
other panel member, Henry P. David. testified on behalf 
of the American Public Health Association. 

In August 1989 the APA Council of Representatives. 
l'Oncerned about the distoriions· of the research findings 
in the pres's. passed its third abortion resolution. This 
resolution, which cited the work of the panel, initiated a 
public awareness effort to correct the record on the sci­
entific findings of abortion research. Materials are avail­
able from APA's Public Information Office as resources 
10 inform psychologists, the public. and policymakers on 
abortion issues and research findings. In addition, the 
l'Urrent article supplements our initial summary (Adler 
et al.. 1990) and is designed to improve understanding 
in the psychological community about theoretical, meth­
odological. and substantive findings on psychological re­
sponses following abortion. 

History and Status of Abortion in the United 
States 

SinL'e the 1973 Supreme Court decision in Roe v. ""'ade 
(1973). abortion has been a legal. albeit controversial, 
surgical procedure in all states of the United States. That 
landmark ruling set out the circumstances under which . 
.m abortion may be legally regulated. 

In essence, in Roe v. mzde (1973), the Court ruled 
that the abortion decision was protected by the right of 
privacy but that the state has legitimate interests in pro­
tecting both the pregnant woman's health and potential 
human life-interests that grow and reach a compelling 
point at later stages of gestation. In the first trimestL*T, 
when abortion is safer than normal childbirth, the abor­
tion decision is protected by the right of privacy and rests 
"ith a woman and her physician. Later in pregnancy, 
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however, the state "may regulate the abortion procedure 
in ways that are reasonablv related to the preservation 
:lJ\d p~uIC'l·tinn ofmall'rn:tl health" (R,ll' ,', lIilllt'. p. 7.l::!l, 
In the third trimester, the viability of the fetus permits 
the state to exercise its interest in protecting potential 
life, and regulation and prohibition of abortion is thus 
permitted except where abortion is necessary to preserve 
the life or health of the woman. 

In weighing the health risks of unwanted pregnancy 
and its alternatives, the Supreme Court identified mental 
health and child welfare issues as import;l'.t to its con­
sideration. creating a critical role for psY,·iOlogical re­
search in challenges to the court's opinion. 

After the 1973 . decision, organized opposition to 
abortion became a national movement (Packwood. 1986). 
Some supporters of this movement have asserted that the 
abortion experience produces widesoread and severe 
negative mentathealth effects among women who have 
undergone the procedure (Speckhard, 1987). This review 
also considers the scientific merit of that assertion. 

Abortion Practices BefolY 1973 

Determining numbers of abortions in the United States 
before 1973 is difficult because the vast majority were 
clandestine procedures. Estimates range from a low of 
200,000 to a high of 1,200.000 per year (Tietze & Hen­
shaw, 1986). The consequences of illegal abortions were 
clear in relation to maternal mortality, howe .... er. In 1965. 
an estimated 20% of all deaths related to pregnancy and 
childbirth were attributable to illegal abortion (Alan 
Guttmacher institute, 1982). 

Under some state laws existing before the 1973 Roe 
v. ""'ode decision, psychological issues provided a basis 
for access to legal abortion. As described by SchW'.lrtz 
( 1986), physicians, under increasing pressure from upper 
and middle class patients to perform safe abortions. 
turned to psychiatrists to certify the need for the proce­
dure. Hospitals established rules that permitted abortion 
if a woman could provide a letter from one or two psy­
chiatrists certifying that it was needed to prevent suicide. 
Abortions for psychiatric reasons inl.'TC'ascd from 10% of 
procedures in 1943 to 80% in 1963: ahout 8.000 such 
"therapeutic abortions" were performed each year from 
1963 to 1965 (Schwartz. 1986). In 1970 mordhan 98% 
of the· legal therapeutic aoortions pcrtl)rmed in the state 
of California were for mental health reasons (Niswander 
& Porto, 1986). 

Abortion PrtlCtices After 1973 

After 1973 the number of clandestine abortions in the 
United States dropped sharply, and the number of legal 
abortions rose steadily, from nearly 800.000 in 1973 to 
more than I.S million in 1980. Between 1.5 and 1.6 mil-
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Wilcox. Jacqueline Gentry. and Gwendolyn Keiu. We also thank 
Anlhony Schlagel for his contribution to the preparation or this article, 
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lion abortions have been performed annually for the past 
decade-about 3 out of 10 pregnancies. The number of 
abortions retlects the actual abortion rate and the number 
of women of reproductive age. both of which have in­
creased since 1973. In 1987 the U.S. abortion rate was 
27 per 1,000 women agt:d 15-44 years (Henshaw. Koonin. 
& Smith. 1991). An estimated 21% of American women 
of childbearing age ha~'e experienced this procedure 
(Henshaw. 11J87: Tietze. Forrest, & Henshaw, 1988). 

Alicr Rot! v. n 'atlL', several aspects of the abortion 
context changed. The proportion of legal abortions per­
formed in hospitals dropped from 52% in 1973 to 13% 
in 1985 (four fifths of them outpatient procedures). The 
proportion of abortions performed in nonhospital clinics 
rose from 46% to 83%, while the proportion in doctor's 
offices stayed low-2% compared with 4% (Henshaw, 
Forrest, & Van Vort, 1987). The geographic locale of 
abortions also changed. The proportion of women ob­
taining abortions outside their city of residence decreased 
markedly from about 40% in 1972 to about 6% in 1982 
(Tietze et al., 1988). Finally, the time of gestation at which 
abortion was typically performed has dropped; since 1973 
the proportion ofJegal abortions performed at eight weeks 
or less has increased from 38% to nearly 50%. 

Demogruphic Characteristics 0/ U.s. Abortion Patients 

Data on the characteristics of abortion patients are derived 
mainly from nalional surveys of providers conducted by 
the Alan Guttmacher Institute (AGI), and reports to the 
Centers for Disease Control Abortion Surveillance Unit.2 

These reports all attest to the diversity of the character­
istics of women undergoing abortion. 

The summary below is based on 1987 data from the 
AGI surveys (Henshaw et aI., 1991; Henshaw & Silver­
man, 1988), unless otherwise noted, and presents pro­
portions and relative rates of abortion for women varying 
on key demographic characteristics. Although we discuss 
each variable Sl!parately, these should be read with an 
understanding that demographic variables are intercor­
related, making it difficult to attribute differences in . 
abortion rates to any given variable. For example. com­
p'lrl."ll with Illda Wllml·n. YUlIllgl'r w,lml'n arl' lllorl'likdy 
to be unmarri~~1 and nulliparous, Similclrly, ethnicity is 
confounded with socioeconomic and marital status. 

Age. The majority of women seeking abortion are 
young. The modal age of abortion patients is 20-24 years. 
and almost 60% are less than 25 years old; 12% are mi­
nors, aged 17 years or less. Abortion rates are highest 
among women 18-19 years of age and begin to drop after 
age 19, reaching a low among women 40 and over, 

Race and elhnicilY. Statistics on abortion are 
grouped by race (White vs. non-White) or ethnicity (His­
panic vs. non-Hispanic). Based on total numbers. nearly 
69% of women obtaining abortions in 1987 were White 
(and of these 13% were Hispanic), and 31 % were non­
White. Abortion rates. which are based on the number 
of abortions within each population, show that rates are 
higher for non-Whites than for Whites and for Hispanics 
compared with non-Hispanics. 
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Mariral slaws. Most abortion patients (82%) are 
not married: 63% have never been married, Estimates of 
age-adjusted abortion rates among women who arc scpo , 
arated, divorced, or widowed are approximately lour til 
five times the rate of women married and living with thl!ir 
.husbands, Women .cohabiting with men had abortion 
r.ues estimated to be five times greater than the overall 
abortion rate and nine ti mes greater than that of married 
women (Henshaw, 1987), 

Pariry. Abortion is used both to postpone births 
and to limit them, Over half of women having abortions 
(52%) have had no previous births. Nearly 70% of women 
having abortions say they intend to bear children in th~ 
future. 

Abortion procedure and gesrarivllal age, The sal61 
procedures for abortion are "instrumental evacuation" 
(e,g., Vacuum curettage, surgicafcurettage. and dilatiun 
and evacuation); the vast majority of procedures don~ 
(97%) are of this type. Approximately 3% ofprocedure~ 
are medical induction of labor to expel the fetus. and 
about 0.1% are uterine surgery-hysterotomy and hys­
terectomy (Tietze & Henshaw, 1986), The procedure used 
is largely a function of the length of gestation, with in­
strumental evacuation being the method of choice up to 
16 weeks of pregnancy (Tietze & HenShaw, 1986). The 
median gestation period for all women having abortions 
is 9,2 weeks (Kochanek, 1990); more than 90 percent of 
all abortions are performed at less than 13 weeks gestation 
(Tietze & Henshaw, 1986). 

A number of factors can contribute to delav in ob-
- taining an abortion. Failure to suspect pregna~cy and 

difficulty in making arrangements to have an abortion 
are most frequently cited as reasons for ddav (Torrl'S & 
Forrest. 1988). The health care system and the woman's 
financial state havc been implicated in delay in othl!T 
studies (Bracken & Swigar, 1972; Henshaw & Wallisch. 
1984). Finally, approximately 1,500-3,750 St.'Cond· 
trimester abortions are performed each year as a result 
of a detected defect in the fetus from diagnostic testing 
(Grimes. 1984), 

Bracken and Kasl (1975) found that. compared with 
woml'n having. lir~t-irillll'sier <Ihllrlions, Ih(l~ ddayin)'. 
unlilthc second trimesll:r generally arc younger and mure 
likely to be unmarried, Black. nulliparous, in a relatively 
unstable relationship. Protestant rather than Catholic. and 
to have a 10wer'level of education and socioeconomic 
status. 

Postabortion Emotional Responses: The 
Research Literature 
Thtoretical Framtworks 

Much of the research on abortion has been descriptiVe! 
rather than theory-based, but two broad types of thl!o, 
retical perspectives underlie the research, One pe~pecliw, 
deriving from clinical experience and theories. focuses on 

1 A summ:lry of tile sources ill\d limilillions of U.S. aboniun J.iIJ 

C'oUI be found in Henshaw, Forrest. and Van Vorl (1987). 
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psychopathological responses following ahortion. This 
perspective. drawing heavily from psychoanal)'1ic theory. 
characterized earlier work on abortion. The second per­
spective. characterizing more recent work. is that of stre!'s 
and coping. From this perspective. unwanted pregnantJ 

and abortion are seen as potentially stressful life events. 
events that pose challenges and difficulties to the individ­
ual but do not necessarily lead to psychopathological out­
comes. Rather. a range of possible responses. including 
growth and maturation as well as negative affect and psy­
chopJthology. CJn occur. 

Differences in these perspectives have affected the 
kinds of questions as.ked and methodologies used to study 
women who have had abortions. Clinical case studies 
drawn from the experience of clinicians or those studying 
women who are self-selected because they have reported 
experiencing psychological distress following an abortion 
r~.g .. Speckhard. 1987) have looked almost exclusivelv at 
Indicators of psychological distrcss. Broader descriptive 
~tudies and research conducted from a stress and coping 
perspective have generally uscd more representative sam­
ples of women undergoing abortion. strengthening the 
gcneralizability of findings. In addition. a few studies have 
included both positive and negative outcomes. providing 
a fuller picture of the experiences of women undergoing 
induced abortion (Major & Cozzarelli. in press). 

From the stress and coping perspective. an unwanted 
pregnancy is seen as an event that can be t:hallenging or 
stressful. Stress has been defined as emerging from an 
interaction of the individual and the environment in sit­
uations that the person appraises as "taxing or exceeding 
his or her resources and endangering his or her well-being" 
1l.a7.aru5 & Folkman. 1984. p. 19). The circumstances 
\urrounding l'onccption (l·.g .. wlll·thl·r it was pIa 11 Ill·d. 
whether the womari has adequate n.'SOurcl.."S to care for a 
l·hild. whether the male partner is supportive. whether 
there is an indication of genetic abnormality) in con­
junction with a woman's psychological and social re­
sources provide the context that will affect a woman's 
fl'Sponse to her pregnancy. 

Termination of an unwanted pregnancy may reduce 
the stress engendered by the occurrence ofthe pregnancy 
and the Jssociated events. At the same time. the abortion 
it~lf may be experienced as stressful. As with pregnancy. 
the circumstances surrounding abortion (e.g., the wom­
an's feelings about the morality of abortion, support for 
abortion by the partner and others who are close to the 
woman. and the actual experience she has in obtaining 
the abortion) are likely to influence later responses. 

Research on the impact of stressful life events has 
pointed to the importance of several variables that me­
diate or moderate the impact of such events on the in­
dividual. Among the key variables that have been iden­
tified are social support, attributions for the cause of the 
e\·l!nt. the meaning attached to the event. and the coping 
strategies used for dealing with the event. As will be seen 
h.-low. all of these factors have been shown to play an 
important role in responses of women following induced 
t1hortion. 
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Methodological Critique 

Before reviewing the literature on abortion. methodolog­
ical shortcomings must be noted. Several authors (Adler. 
1979: Dagg. 1991: David. 1973: IIIsley & Hall, 1976; Si­
mon & Senturia. 1966) have identified biases in the abor­
tion literature. Some biases arise from ideological vi,.:'.",­
points or assumptions inherent in particular theories and 
approaches. For example. Fingerer (11)73) demonstrated 
the operation of such hias in traditional psychoanalytic 
theory. She asked postdoctoral psychology students in 
psychoanalytic training programs to predict responses of 
wom!.:1 following abortion. They prl!dictcd severe se­
quelae. significantly greater than those predicted by 
women before undergoing an abortion or by men and 
women who accompanied women to an abortion clinic. 
The responses predicted by the postdoctoral psychologists 
were significantly more negative than those actually re­
ported by 314 women following their abortions. The bias 
toward expecting severe negative responses inherent in a 
number of studies has been exacerbated by the inappro­
priate generalization of conclusions from clinical or case 
studies that are of limited scientific merit and tell little 
about the experience of the vast majority of abortion pa­
tients. 

Limited operationalization of post abortion responses 
has been problematic in many studies. A narrow set of 
research questions ha.'\ been emphasized. focusing almost 
exclu!\ively on pathological or negative outcomes (l\Isley 
& Hall. 1976). In addition. outcome mca~ures have often 
been of qu~stionablc reliability and validity. Son ,c re­
searchers have·used interviews to assess the mental health 
of abortion patients. It often is not possihle to judge the 
results in terms ol":ll'l·ural·Y. intl'rratl'r rdiability. or nm­
vergent and discriminant V"c:llidity. In other studies ques­
tionnaires have been used but have not been evaluated 
for their psychometric characteristics. For example. a 
single item rating postdecisional regret is not a valid mea­
sure of a psychological disorder. In yet other instances 
standardized instruments have been used. and results have 
been discussed in terms of statistical significance; however. 
what constitutes clinically meaningful differences in seores 
is not considered in the discussion. 

The interpretation of research on postabortion ex­
periences must consider the entire context of the abortion 
(see Adler. in press). This should include the reasons for 
the occurrence of the pregnancy (e.g., whether pregnancy 
was intended or not. whether it was the result of rape. 
the hardship the pregnancy would pose). the circum­
stances under which a decision to terminate was made 
(e.g .• as a result of diagnostic testing. whether it was made 
with the support of others). and the experience of the 
procedure itself (e.g .• type of procedure. treatment by 
provider. experience with protesters). Given the variety 
of experiences associated with abortion, it is inappropriate 
to generalize from one abortion circumstance (e.g .• a late 
abortion using saline induction) to another without ad­
equate evidence that similar responses are found in dif­
ferent contexts, In part because of the complexity of the 
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abortion experience, abortion researchers since 1973 have 
concentrated largely on testing conditional hypotheses 
about variables that may influence postabortion psycho­
logical.responses within identified samples of women. 

The varied quality of studies examining psycholog­
ical responses of women following abortion makes it dif­
ficult to draw conclusions from the entire body of ex.isting 
research literature. Many reports are clinical observations 
of small numbers of women (e.g., Friedman, Greenspan, 
& Mittleman, 1974; Hatcher, 1976; Senay, 1970; Talan 
& Kimh:llI. 1472: W;I\lersh:in. Kurt7 . .'Itt Rar-Oin. 19n); 
SOIllI! proviJe no Jata, or Jata are inappropriatdy or in­
adequately analyzL-d (e.g., Freeman, 1978; Perez-Reyes 
& Falk, 1973; Smith. 1973). Some studies report responses 
of women having illt:gal or therapeutic abortions rather 
than legal, el~tive procedures. Some studies, particularly 
those that are retrospective, may have a mix of women 
who had illegal. therapeutic, and elective abortions that 
are not analyzed separately (e.g., Speckhard, 1987). Such 
case studies are usd'ul for developing hypotheses about 
why abortion may be followed by psychological dysfunc­
tion or pathology, for example in cases of coerced or late 
abortion. Howevt:r. they do not have adequate samples 
tor determining common or normative responses follow­
ing abortion. nor are they able to sort out the causal dy­
namics that result in a given outcome, particularly if ret­
rospective reporting is used and preabortion emotional 
statt: is not assessed. 

Reviews of the early studies have appeared elsewhere 
(e.g., Adler, 1979; Olson, 1980; Osofsky. Osofsky, & Ra­
jan, 1973; Shusterman. 1976; Simon & Senturia, 1966). 
Here we examint' findings from only the best scientific 
studies that rdkcl current legal abortion practict:s in tht: 
United States and provide quantitative measures of psy­
chological respon!>cs tollowing abortion. We did not use 
meta-analysis in rcvit:wing those studies because tht: 
number of appropriate studies that would be used for any 
given analysis is so small. Posavac and Milkr (II}I)O) con­
ducted a meta-analysis of two types of effect sizes (pre­
post comparisons and comparison group differences). 
However, only t'"'O studies of elective abortion in tht: 
United States were available for pre-post comparison and 
only three studies using a comparison group. Until a largt:r 
literature is avail:.ible, mew-analysis is U'nlikely to prove 
useful. 

S~/~ction Crit~ria for This Re)l;~", 

Conclusions presented' in this article regarding psycho­
logical responses following abortion are based on review 
of studies that met three minimum criteria: 

First, the study had to be empirical (involving col­
lection of data subjected to statistical analysis) and use a 
definable sample. This ruled out reviews of the literature, 
statements of opinion, or case reports. This criterion as­
sured inclusion only of those studies with the potential 
for repli~tion and for which estimates of generalizability 
could be made. 

Second, because the experience of illegal abortion 
or of having to qualify for legal abortion under restrictive 
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conditions is likely to be more stressful than that of a 
legal abortion, samples of women studit:d had to have 
had their abortions under legal, nonrestrictive conditions. 

Third. the sample had to be ofwoml!n in the United 
States. Although it is likely that thl! experience of abortion 
is similar in other Western industrialized cultures. it 
seemed most useful to summarize the U.S. experiencl!. 
Particularly relevant findings from a unique study in 

. Denmark are presented later in the article, hOWt:ver. 
The studies reviewed have used sam pies drawn from 

a v,lriety (]If lICttin!,-s: privale ahurlion clinks (h\llh tilr 
profit and nonprolit), university and othl:r hospital-baSl:d 
clinics. and counseling and referral centers. Most of tht: 
samples are of mixed ethnicity, although some do not 
report OIl the ethnic characteristics oftht: sample. Where 
samples are almost exclusively of one ethnic group, this 
is noted. Most samples are not restricted by age and gen­
erally rdIect the national figures on distribution of abor­
tion rates by age; a few have specifically targeted adoles­
cents. 

Normati-,e /tespons~s to Abortion 

As we nOled in the abbreviated report of our review (Adkr 
et al., 1990), the weight of the evidence is that legal abor­
tion as a resolution to an unwanted pregnancy, particu­
larly in the first trimester. does not creatt: psychologic:11 
hazards for most woml!n undergoing the procedur~. 
Studies tb:lt have used measures with clinically relevan!.. 
norms bave found means obtaint:d by abortion patients 
tollowing the procedure to be well within normal (i.e., 
llonpathological) bounds (e.g., Athanasiou, Oppel. Mi- . 
chaelson. Unger, & Yager, 1973, Major, Mueller, & Hil­
dt:br-.mdt. 1985). The incidence of severe negative re­
sponses bas been low. Even in studies using ratings of 
distress rather than measures of severe psychological dis­
order, positive feelings havt: been reported to be fdt rd­
atively more strongly than are negative emotions. 

A woman's respon~"S to abortion &lre complex, and 
she may feel a mixture of positive and negative emotions. 
When women are asked to indicate which emotions the) 

.experience following first-trimester abortion, the most 
frequent response is to report feelings of relief and hap­
piness (Adler, 1975; Lazarus, 1985; Osofsky & Osolsky. 
1972). For example. in a sample of 292 patients studit:d 
two weeks post abortion by Lazarus (19!;5), 228 (761}"", 
reported feeling happiness. The most frequently cited 
negative emotion, guilt, was reported by only 49 women. 
17'10 of the sample. 

Adler (1975) identified three separate factors ac­
counting for variations in emotions expc:rienced by a 
sample 0[70 women over a two- to three-month period 
following a first-trimester abortion. One factor consisted 
of positive emotions, relief and happiness. This factor 
showed the strongest response over the three-month pe­
riod; women indicated a mean intensity of 3.96 on a scale 
ranging from 1 (not at all) to 5 (extreme/y). The negativ~ 
emotions tell into two separate factors. One, consisting 
of shame, guilt, and fear of disapproval, was termed so­
cially based and seemed to reflect responses to having 
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taken an action that could generate social disapproval. 
The second negative emotion factor consisted of regret. 
:m~il!ty, dcprcs."ion. douht. and :lIlgl'r. Thl'S\! l'l1lotiol1s 
"'crc lermed internally based and seemed to relate to the 
loss of the pregnancy and the meaning it had for thr 
woman, The mean intensity ratings on the!;C two factors 
were 1.81 and 2.26, respectively, 

Some researchers have obtained measures of psy­
chological responses and functioning both before and after 
the abortion or at two points following abortion. Psycho­
logical distress has generally been found to drop from 
~fore the procedure to immediately afterward and from 
preabortion or immediately postabortion to several weeks 
afterward, For example, Cohen and Roth (1984) found 
significant decreases from before to sev :;oaJ hours after 
the procedure in measures of depression and anxiety and 
on scores on the Impact of Events Scale (Horowitz. Wil­
ner. & Alvarez. 1979), an indicator of stress. In two longer 
follow-up studies. Major et aJ., (1985) and Mueller and 
Major (1989) found significant improvement in adjust­
ment. including lower scores on the Beck Depression In­
\~ntory (Beck & Beck, 1972), "mong women three weeks 
following the abortion compared with their immediate 
postabortion scores. 

Zabin. Hirsch. and Emerson (1989) obtained ratings 
of self-esteem, locus of control. and state and trait anxiety 
for a group of 360 Black adolescents at the time they 
~,ought a pregnancy test and again one and two years later. 
They compared those who had a negative pregnancy test, 
those who had a positive test and subsequently carried 
'to lerm. and those who had.a positive test and subse­
quently terminaled the pregnancy. Given the circum­
~anl'CS under which the measurements were made 
Ia\l.Cliting the results of a pregnancy test). it is not sur­
prising that the state measure of anxiety was far higher 
than the trait measure. Over the two-year period, both 
state and trait anxiety fell among all three groups, with 
3 more dramatic change in state than trait anxiety. In the 
:lhortion group. a mean percentile of74.6 on state anxiety 
and 56.8 on trait anxiety WClS obtained at the time of the 
pregnancy test. falling to 45.6 and 48.3. respectively, at 
the one-year follow-up and 43.6 and 45.7 at the two-year 
follow-up. 

This study is one of only three studies that compare 
mponses following abortion and term birth. On the crit­
ical psychological variables (state and trait anxiety, self­
esteem, and locus of control), few differences were shown 
3t baseline, although the abortion group showed some­
what lower scores on trait anxiety. Comparisons across 
~roups at the one- and two-year follow-ups showed no 
Jd\"crsc effects of the abortion experience. In fact, the 
abortion group scored significantly lower on trait anxiety 
than did either the negative pregnancy or the childbearing 
group at the two-year follow-up (although, as noted above, 
at baseline they were already somewhat, although not 
significantly. lower). In addition, despite the absence cf 
significant differences at baseline among the three groups, 
the abortion group showed more positive responses on 
the Rosenberg Self-Esteem Scale (Rosenberg, 1965) than 
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did the negative pregnancy group at the two-year follow­
up ~lnd showed a more internal orientation than did the 
,"'hildhc~lrill~ group at hOlh Ihl' Hlll'- :111" tWH'y\'ar lilllow­
ups. No other significant differences emerged. 

A thanasiou et aL ( \973) compared responses of women 
after first- and secood-trimester abortion and term birth. 
First-trimester patients had undergone suction abortions 
whereas second-trimester patients had undergone saline 
abortions. Thiny-cight patients in each of the three groups 
were matched out ofa sample of373 to obtain groups com­
parable on ethnicity. age. parity. and marital and socioeco­
nomic status. Women completed the Minnesota Multiphasic 
Personality Inventofy (MMPI: Hathaway & McKinley. 
1951) and the Sym~ Checklist (SCL: Derogatis, Lipman. 
Covi. & Rickels, 1972) before the abortion or delivery and 
again 13 to 16 months' afterward. At follow-up. women who 
had experienced term birth had higher scores on the Para­
noia subscale Of the MMPI than did WO[llen in either abor­
tion group. Women who had experienced a first-trimester 
suction abortion reported fewer somatic complaints on the 
SCL than did eithcrthe second trimester salint! atvlrtion or 
delivery patients. On all other comparisons, no significant 
differences emerged. leading the authors to remark that the 
three groups were ""startlingly similar." Despite its small 
size. the. careful matching of groups on demographic char­
acterislics and the rdatively longer term follow-up makes 
this study noteworthy. Congruent with findings of Zabin 
and tk.'T' colleagues (Zabin et at .• 1989). few differences 
emerged, but those that did favored the abortion group. 

Similar finding..<; regarding benign effects of abortion 
versus childbirth emerged in a recent study by Russo and 
Zierk ( I 992):-These researchers examinl.'CI the relationship 
of abortion and childbearing to self-esteem in a national 
sam pIt! of 5.295 U.S. women interviewed annually from 
1979 to 1987 in the N4tional Longitudinal Study of Youth 
(Center For Human Resources Research, 1988). In 1987 
those women who had previously had an abortion had 
slightly (and statistically significantly) higher global self­
esteem compared with women who had never had an 
abortion. This difference was greater when comparing 
women ha~ing had an abortion with ''''omen having had 
unw,mted births. Women who had experienced repeat 
abortions did not differ in self-esteem from women who 
had never had an abortion. Multivariate analvses were 
done on a subsampJe of 4.502 women who had not had 
an abortion before 1980. Controlling for preexisting self­
esteem, employment, income, and education. neither 
having one abortion nor having repeat abortions in the 
period from 1980 to 1987 was related to self-esteem. In 
addition, in an analysis of those women who had under­
gone an abortion. the time elapsed since the abortion was 
not related to self-esteem. This study demonstrates that 
up to eight years following an abortion. no negative as­
sociations occur with self-esteem. 

Who Has Negative RUPOflSt!S After Abortion? 

The discussion above documents a relatively benign 
course for women following termination of a pregnancy. 
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Yet some WLlmcn experience distress and n\.'gative rc­
sponses liJllowing abortion. What factors account lor such 
responses'! And to what extent are these factors similar 
to those that influence responses following other poten­
tially stressful lil~ events? 

Bdow we summarize the factors that have been 
found in thl.: key studies to relate to a higher likelihood 
~of ncgatiw rl.:SllOnsc (S\."C also Major & Cozzardi. in prL"SS). 
;,,Wilh one exception (Mueller & Major. 1989), the evidence 
,is correlatiunal, relating I:haractcristics of thl.: woman or 

her situation to a variety of measures following abortion. 
On scales lor which standardized norms are available, 
mean responses fall wdl within a normal range, and cor­
relations capture variation al0ng the whole r.mge of re­
sponses. Another strategy, not used in any study to date, 
would be to identify the women who have the most ex­
treme negative response (i.e., exceeding a threshold in­
dicating psychopathology) and determine the character­
istics that ditierentiate them from those not showing ex­
treme responses. Because relatively few women would 
show such a response, a large sample would be needed. 

Demographic and social faclOrs. Younger and un­
married women without children are relatively more 
likely than those who are older and who have already 
given birth to experience negative responses. So, too, are 
women whose culture or religion prohibits abortions and 
those who attend church more frequently (Adler, 1975; 
Osofsky & Osofsky, 1972). 

Lengl h of geSlal ion and medical procedure. Pro­
cedures dorb!. jn the first trimester of pregnancy carry 
lower risks of physical morbidity and psychl)logical dit:· 
ficulties than Jo second-trimester procedures t Kaltn:iJe( 
Goldsmith. & Margolis, 1979: Rooks & ("'ates. IY77). The 
increased likelihood of more negative psychological n:-

. sponse may have to do in part with the charactcristil:s of 
1 the small percentage of women who dday until the second 

trimester. Thl!Y are younger and more likely to be Black. 
nulliparous. and in unstable relationships (BraL:ken & 
Kasl. 1975 I-l:haracteristics that are asscx·iated with a 
higher likdihood of negative rl!sponses following tirst­
'rilll~·sll'r an,lnion (!\dlcr. \'175: O~,\'id. 1971: Os.llsl-.y ,(: 
Usufsl-.y. 1')72). Wumen who ueta)' into the SI:~'UIlJ 
trimestl!r mav also be mort! contlicted about the prl!g­
nanC}. ha\'~ I~ss social support fort~ abortion dl..ocision. 
or haw lew!:"r resourCL'S lor dealing with thc unwanted 
pn!gnanL:Y and abortion (lor an expanded Jiscussioll. see 
Major and COl.zarelli. in press). 

The medical procedures used for second trimester 
abonions arc themselves more likely to be experienced 
as stressful than are those used in the first triml!Ster. In 
the second trimester. saline or prostaglandin induction 
are used: these involve a more prolonged and painful ex­
perience than the dilation and evacuation or dilation and 
curettage procc!dure used in early pregnancy. In two stud­
ies in which comparisons were made between second­
trimester patients undergoing a saline procedure versus 
those who had dilation and evacuation, more favo ;1.._ 

respon~'S were shown by the latter (Kaltreider et at., 1979; 
Osofsky. Osofsky. Rajan, & Spitz, 1975). 
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The! decision [Jrort's.... A number of studi\.'S ha\,· 
examined the rdationship betwt!1!n aspects ofthe woO' ) 
dl:cision process regarding abortion and her emoti, . 
responses atierward. Most women do not have ditfll:u11\ 
with the abortion decision (Bracken. 1978; Osofsky C!t:.L. 
1973). For example. Osofsky et al. (1973) found that J~~ 
of 100 first-trimester patients statc:J the decision to h;J\C 
an abortion was difficult. and 7% rc:ported initial inde­
cision regarding continuation or termination of thl! prq­
nancy. However. among :WO st'c:ond-trimestcr patil!nls in 
the s1udy, 51 % reported difficulty in dc:ciding, and 3b~ 
reponed initial indecision. Other correlates of difficult 
decisions or of ambivalent leelings are being married 
(Bracken, 1978) and being CatholiL: (Osofsky & 0S01S .... !. 
1972). Finally, satisfaction beforehand with the dc!cisi..m 
10 abon has bc!en related to perceived support Irom sig­
nificant others, a tavorable opinion or the abonion opti..n 
perally favorable attitudes toward abortion, and more 
years of education (Bracken, KJerman, & Bracken. 197~: 
Esen & Zellman, 1984; Shusterman, 1979). 

Studies examining thc: relation between aspects of 
satisfaction with the abortion decision and posubortion 
emotional response consistently find that women who Me 
satisfied with their choice or who report littll! difficu1t~ 
in making the decision to abort, show more positive post­
abortion responses. Greater difficulty in making the de­
cision has been associated with highl!r negative postabor­
lion reactions (Shusterman, 1979), including feelings 01 

guilt (Osofsky & Osotsky, 1972), anxiety (Bracken. I~""l) 
and internally ba~d negative emotions (e.g .• n:gre. 
depression) but not positive or socially based nl!g:I~~ 
emotions (Adler. I ~7 5 ,. 

Women who initially want to hi! prl!gnanr may rQL'I 
more negatively to abortion. Shusterman II ~7'J) founJ 
an association betwl!l!n a woman's immediatc: atii."Cli\c 
response to learning that she was pregnant and her reo 
sponse to abortion. Major et al. (IY!lS) examined the re­
lation between meaningfulness and intentionality ot't~ 
pregnancy and postabortion responses. Among .!4~ 
womc:n undag,oillg, 1irst-trimcster abortions. Sl).3';~ reo 
purlcJ their pr~·~nanl'y III Iw l'olll(')lctcl~ unillten,k"ll 
WUl1lcn who rl."portcJ thl." prcgll:..lIl~·Y :..IS ··highly 1ll'::!U­
ingfur' to them reported morl! physical complaints im­
mediatdy after and anticipatl.!d more negativc: COIl!C­

quencl..'S from the abortion than did women who rl!portl'd 
their pregnancy to be less meaningful. A subset {fl = 9':iJ 
of women were followed up three weeks tollowing the 
abortion. In this group the women who had inJi.:atal 
that they had no intention of becoming pregnant l"xhil'" 
i1ed significantly fewer subclinical sym ptoms of dc:pr~·s.~\1r. 
than women who had indic:iled that they had some: ill-
1ention to conceive. 

In summary. women who are satisfied with thc!ir 
choice or who report little difficulty in making Iheir J.:­
cision show more positive responses postabonion. <.i1'l:-..I;~1' 
meaningfulness and intentionality of the pregl\:1lh \ . 
contrast, are associated with poorer postabortion ~" 
ment. Women who repon greater difficulty in dc..:iu.lll: 
10 abort are more likc:ly to be married or Catholic. tv 

October 1992 • American Psychologist 

~. ,. 



". 

hJVC negative attitudes toward abortion. and to perceive 
little social support for their del'ision. 

Perceived sodal support. Research within the gen­
<'fal stress and coping literature has demonstrated links 
between social sUPlhlrt and general well-being. Both;: e'­
l-eived and actual social support can act to buffer some 
adverse psychological effects of exposure to stressful life 
events (Cohen &. Wills. 1985; Kessler &. McLeod, 1985). 
Studies examining the relationship of perceived support 
from significant otbers with women's postabortion re-

. sponsc suggest that postabortion responses will be more 
positive among women with greater support for the de­
cision to terminate. 

Bracken, Hachamovitch. and Grossman (1974) 
studied 489 women before a suctio~ abortion and again 
one hour after'the procedure. The questionnaire given 
beforehand assessed knowledge orthe abortion by partner 
and parents and perceived support for the decision from 
them. Whether or not the partner and parents actually 
knew about the abortion was unrelated to postabortion 
responses. However. higher levels of perceived or antici­
pated support were associated with more favorable re­
actions to the abortion. 

The role of the partner has similarly been found to 
be a significant predictor of psychological responses (Mo­
seley. Follingstad, Harley, &. Heckel. 1981: Robbins & 
DeLamater, 1985: Shusterman, 1979). as has the role of 
parents (Moseley et aI .• 1981). 

Robbins (1984) examined the role of the woman's 
relationship with her partner afrer the abortion among 
primarily Black single women who had abortions or de­
livered at the same hospital. Rcporting a strong relation­
ship with the partner six weeks following the abortion 
was related to negative change on the M M PI and to 
I!reater regret over the ahortion among women who had 
ahorted. Fur women who dcli\'cn:J. ncgativc change lIlI 
the MMPI was related to having a weak relationship with 
the partner. At one year postresolution, a strong relation­
ship with the male partner was associated with feelings 
of regret among aborters but was unrelated to regret 
among deliverers. 

Perceived social support mayor may not accurately 
rdlect actual support. Major et al. (1985) recorded 
whether women were or were not accompanied by a male 
partner on the day of their procedure. Out of247 women. 
1)3 03.6"i) were :Jccompanied. These women were sig­
nificantly more depressed and reported more physical 
complaints immediately after the abortion than were 
women who were unaccompanied by a partner. Further 
analyses revealed that women who were accompanied 
were younger and expected to cope less well with the 
abortion. Controlling for these differences eliminated the 
difference in physical complaints, but the difference in 
depression remained significant (which did not persist at 
the three-week follow-up of a subset of these women, 
however). This study demonstrates the complexity of se­
cial support. It may be that women who were more dis­
tressed about the abortion expressed a greater need for 
their partners to accompany them to the clinic. No mea-
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sures of perceived support were ohtained in this studv. 
so one cannot determine thl! relationship between (the 
indicator of support) accompanying the woman to the 
clinic and the woman's perception of support. 

In summary, perceived support generally appears to 
~ontribute to more positive poslahortion adjustment. 
However. the relationship of social support to postabor­
tion responses may be mediated and moderated by other 
variables. 

Allributionsfor pre!(nol1C,l:. Attributions for negative 
life events have been found to relate to suhsequent psy­
chological adjustment (see Michela & Wood, 1986: Pe­
tersen & Seligman, 1984; Silver & \Vortman, 1980: and 
Sw~eney, Anderson, & Bailey. lyg6. for reviews). In re­
lation to abortion, adjustment m:JY be allected by the 
woman's attributions for why the pregnancy occurred. 
Major et al. ( 1985) asked women bcton! abortion the ex­
tent to which their pregnancy was due to aspects of their 
.own character, their own behavior. chance, the situation 
~hey were in at the time, or someone else. Women who 
blamed their pregnancy on their own character were sig­
nificantly more depressed. anticipated more severe neg­
ative consequences from the abortion, and tended to have 
more negative moods immediately postabortion than did 
women who were not sell:'blamers. In addition. wom~n 
who blamed their pregnancy on someone else anticipated 
more negative consequences from the abortion than did 
those who did not. These differences as a function of 
blame did not persist at a three-week follow-up of a rc­
duced sample, however. Mueller and Major (1989) rep­
Iil.'ated all these findings on a new sample of283 abortion 
patients (SCe Major & Coz7.arelli. in press). 

Copillg e.\pel'll1Ilci('s. Earlier research on coping has 
shown that both generalized positive outcome expectan­
cies (Scheier & Carver. 1 !)R7) and copin!! expectancies 
n:g.anlill~ s(>I,'cilil' silUatiolls (B,lIIdur,l, 1')77) rdall' hI 
better health-relevant outcomes and successful treatment 
of psychological disorders. Coping expectancies also ap­
pear to playa role in responses following abortion. Major 
et al. (1985) used a single item on which women indicated. 
before their abortion. how well they expected to cope with 
the abortion. Women who expected beforehand to cope 
well were less depressed. had more positive moods, an­
ticipated fewer negative consequences. and reported fewer 
physical complaints both immediatdyfollowing the 
abortion and at a three-week follow-up compared with 
women who expected to cope less well. These findings 
were later replicated using a IO-item scale to assess coping 
self-efficacy (Mueller & Major, 1989). 

Belief in one's ability to cope has been found to be 
causally linked to postabortion emotional responses. An 
experimental study of counseling interventions docu­
mented that enhancing sclf-efficacy for coping. combined 
with a regular counseling session, was eR"ective at lowering 
women's risk for depressive symptoms after abortion 
compared with standard abortion counseling alone 
(Mueller &. Major, 1989). 

Ocher factors related to postabortion responses. 
Several other factors have also been found to relate to 
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postabortion responses. Studying 120 women, Alter 
(1984) examined the relation between sex-role orientation 
and psychological response two weeks after a first-trimes­
ter abortion. Regression analyses controlling for demo­
graphic and support variables revealed that women whose 
self-descriptions were congruent ·with their descriptions 
of how a career woman would complete the scale exhibited 
more positive responses than did women whose self and 
career woman descriptions were incongruent. 

Cohen and Roth (1984) examined the relation be­
tween coping style and anxiety and depression in a sample 
of 55 women undergoing suction abortion. Active ap­
proach (e.g., thinking about, talking about) versus avoid­
ant/denial coping st)les. anxiety. and depression were as­
sessed both before and immediately after the abortion. 
Results revealed that both anxiety and depression signif­
icantly decreased from pre- to postabortion, that coping 
style was consistent across assessments, and that high 
deniers were significantly more depressed than low deniers 
at both time points. In addition, the use of approach 
strategies was associated with a greater decrease in anxiety 
from pre- to postabortion. 

Athanasiou et al. (1973) examined variables that 
predicted responses of women 13-16 months after suction 
or saline abortion, conducting multiple regressions on 
the responses in the combined groups. These analyses 
revealed that women who delayed seeking abortion, who 
had low contraceptive knowledge, who were low in self­
esteem, and who were high in alienation exhibited more 
negative responses on·the MMPI and reported more neg­
ative body symptoms at follow-up. Unfortunately. they 
did not analyze whether these factors would predict re- . 
sponses among the matched group of term-delivery pa­
tients .. 

A Unique Study From Denmark 
Although this review was limited to U.S. studies. results 
from a ~udy in Denmark are important because they 
provide data not possible to obtain in the United States 
(David. Rasmussen, & Holst. 1981). Denmark has a uni­
form national population registration system that pro­
vides access to national abortion, birth, and admission' 
to psychiatric hosp:taI registers. Linkag~ mlong these 
registers makes it pOssible to compare the risks of psy­
chiatric hospital admission following abortion and child­
birth. However, it should be noted that because there may 
be a bias against hospitalizing a new mother, particularly 
if she is nursing, the relative psychological risk of abortion 
compared with childbirth may be exaggerated by using 
hospital admission to operationalize psychiatric illness. 

Psychiatric hospital admissions were tracked three 
months postabortion and postpartum for all women un­
der age SO residing in Denmark. Women who had been 
admitted to a psychiatric hospital within IS months be­
fore abortion or delivery were excluded. Data were ob­
tained nn 27.:!:l4 w(lm~n tcrminalin~ prcgnanl"Y. 71.37R 
wullll!n l"arrying tu tl!rl1l. and the entire population of 
1,169,819 women 15-49 years old. 
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Among women who were never married and women 
who were currently married (who represented the ma­
jority of women), the postpregnancy risk of admission to 
a psychiatric hospital was approximately the same Jor 
abortions or deliveries: approximately 12 per 10,000 ver­
sus 7 per 10,000 for all women of reproductive age. How­
ever, among the smaller group of separated. divorced, or 
widowed women, those who had terminated pregnancies 
"Showed a substantially higher psychiatric admission rate 
(64 per 10,000) than did separated, divorced, or widowed 
women carrying to term (17 per 10,000). Women who 
are divorced, separated, or widowed may be relatively 
more likely to be terminating pregnancies that were orig­
inally intended, placing them at higher risk for negative 
psychological reactions. In the aggregate, there appears 
to be little risk to psychological well-being after either 
abortion or delivery in Denmark. 

Conclusions 

As we concluded in the brief summary of our review (Ad­
ler et al., 1990), the best available studies on psychological 
responses following legal, nonrestrictive abortion in the 
United States suggest that severe negative reactions are 
infrequent. Some individual women may experience se­
vere distress or psychopathology following abortion, but 
it is not clear whether these are causally linked to the 
abortion (Dags, 1991). As former Surgeon General C. 
Everett Koop (1989) testified before Congress regarding 
his review of research on psyc~ological effects of abortion, 
emotional responses may be overwhelming to a given in­
dividual, but the problem of the development of signifi­
cam psychological problems related to abortion is "min­
uscule from a public health perspective"(p. 211). Studies 
that have included comparison groups of women who 
carry to term (Athanasiou et al., 1973; Zabin et al., 1989) 
suggest that the choice made by women regarding their 
pregnancy is the one that is most likely to be best for 
them. Women at higher risk for relatively more negative 
responses include those who are terminating pregnancies 
that are wanted and meaningful, who perceive a lack of 
support from their partner or parents for the abortion. 
who are more conflicted and less sure of their decision 
and coping abilities beforehand, who blame themselves 
for the pregnancy,' and who delay until the second 
trimester. 

For the vast majority of women, an abortion will be 
followed by a mixture of emotions, with a predominance 
of positive feelings. This holds immediately after abortion 
and for some time afterward. We do not know abou t very­
long-term effects. However, the positive picture shown up 
to eight years after abortion makes it unlikely that more 
negative responses will emerge later. Studies of other 
stressful life events show that those who experience the 
most distress in the immediate aftermath of the event are 
most likely to experience longer term difficulties and that 
those who show little distress in this period are unlikely 
t" ,Icvclop prohlcms later (Wortman & Silver. 19R9). 

The ~ .. st studies aV".lilablc on psychologil.:al respon~ 
to unwanted pregnancy terminated by abortion in the 
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United States suggest that severe negative reactions are 
rare. and they parallel those following other normal life 
~tresses. The time of greatest distress is likely to be before 
th~ abortion. Despite methodological shortcomings of 
Individual studies,' the fact that studies using diverse sam­
ples. different measures ofpostabortion response, and dif­
ferent times of assessment come to very similar conclu­
sions is persuasive evidence that abortion is usually psy­
chologically benign. 

After completing its review, the panel again recog­
ni7.ed that abortion is intertwined with diverse moral, 
religious, and ethical perspectives tha.t will impinge on 
how a given woman will react to her choice of pregnancy 
resolution. Although making the decision to terminate 
an unwanted pregnancy is difficult. available psycholog­
ical evidence suggestS that. in the aggregate. women tend 
10 cope successfully and go on with their lives. 
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The Myth of the Abortion 
Trauma Syndrome 
THIS is an article about a 'medical syndrome that does not 
exist. A so-called abortion trauma syndrome has been de­
scribed in written material and on television and radio pro­
grams. For example, leaflets warning of deleterious physical 
and emotional consequences of abortion have been distrib­
uted on the streets of cities in the United States.1 Women who 
have undergone induced abortion are said to sUffer an "abor­
tion trauma syndrome or "postabortion trauma" that will 
cause long-term damage to their health. One such leaflet 
states, 

Most often a woman will feel the consequences of her decision within 
days of her abortion. If they don't appear immediately, they will ap­
pear as she gets older. Emotionalscar& include unexplained depres­
sion, a loss of the ability to get close to others, repressed emotions, 
a hardening of the spirit, thwarted maternal instincts (which may 
lead to child abuse or neglect later in life), intense feelings of guilt 
and thoughts of suicide. Don't be fooled~very abortion leaves 
emotional scars. I 

Press reports indicate that women who seek care and 
counseling at so-called pregnancy crisis clinics are verbally 
presented with similar statements.z 

"Syndrome" indicates a constellation of signs and symp­
toms recognized by the medical community as characterizing 
a disease or abnormal condition. "Trauma" is borrowed from 
"posttraumatic stress disorder," a psychiatric syndrome de­
fined in the Di4gnostic and Statistical Manual of Mental 
Disorders as a disabling condition characterized by night­
mares and flashbacks, precipitated by a traumatic event out­
side the range of usual human experience.' News reporters 
from all sections of the United States have requested infor­
mation about abortion trauma syndrome from the American 
Psychiatric Association (oral communications, John Blam­
phin, Director of Public Affairs, American Psychiatric Asso­
ciation, Office of Public Affairs, 1988, 1989, 1990, 1991). Un­
fortunately, it is impossible to document the sources of the 
allegations that concern these journalists because they are 
often not traceable through the media or found in the scien­
tific literature. It is to bring the discussion into the scientific 
medical literature that this contribution has been written. 

Abortion is a subject that is embroiled in fierce debate. The 
US Supreme Court's increasingly permissive stance toward 
individual states' restricting abortion' has precipitated divi­
sive arguments among individuals, social groups, jurists, and 
legislators. The same is true of a recent federal regulation 
forbidding some health care providers to discuss abortion at 
federally funded clinics.' The heat oCthe conflict tends to melt 
boundaries between medicine and philosophy, between 
church and state, between demonstrated fact and personal 
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belief. The legislative and judicial outcome of this debate may 
profoundly affect both the physical and psychological health 
of the population as well as the practice of medicine. 

Our patients look to us, their physicians, to provide sound 
scientific information to help them make infonned decisions 
about health issues. The allegation that legal abortions, per­
formed under safe medical conditions, cause severe and last­
ing psychological damage is not borne out by the facts.6-9 Prior 
to the 1973 Roe 11 Wack decision of the Supreme COurt,10 valid 
scientific investigation of the sequelae of abortion was 
precluded by the criminal and illicit nature of the procedure. l1 

It was also impossible to distinguish the effects of the proce­
dure from those of the frightening and often dangerous cir­
cwnstances under which it was performed. While he was 
Surgeon General of the United States, C. Everett Koop, MD, 
interviewed representatives from a wide range of groups fa­
voring, opposing, and expert about access to abortion, in the 
course of researching a report on abortion's effects on women 
that had been requested by then President Ronald Reagan. 
After hearing and reviewing the evidence, Dr Koop wrote 
President Reagan to state that the available scientific evi­
dence did not demonstrate significant negative (or positive) 
mental health effects of abortion.1Z 

A critical examination of the psychiatric impact of abortion 
requires the consideration of underlying realities and a sum­
mary of the relevant scientific literature. 

Underlying ReallUes 

An uninterrupted pregnancy eventuates in labor and de­
livery. Therefore, any physical and psychological sequelae of 
legal abortion can only be meaningfully understood in con­
trast with those of illegal abortion or unwanted childbirth. 
After undesired childbirth, a woman must face either the 
stresses of relinquishing a child for adoption or those of rear­
ing a child. 

Abortion is a consideration for women who become preg­
nant under problematic circumstances, in which they feel that 
the birth of a child might be untenable. Such circumstances 
commonly include the threat or reality of abandonment by the 
woman's male partner or the absence of an ongoing relation­
ship with him, financial deprivation,lack of social support, the 
need to care for other young children, the possible loss of 
educational and career opportunities, the diagnosis of fetal 
defect, and/or an impregnation by rape or incest. A birth 
control method may have failed; the woman may be unwilling 
or unable to care for a child. She may be physically or men­
tally ill or disabled. She may have suffered physical or psy­
chiatric complications after childbirth in the past. All of these 
circumstances may influence subsequent psychiatric reac­
tions regardless of the woman's decision to abort or to con­
tinue the pregnancy. II 

The outcome of any medical procedure is demonstrably 



shaped by the general and individual social and psychological 
climate in which it is perfonned.IC Criminalization and/or 
membership in a religious or social group opposed to abortion 
can be expected to increase a woman's feeling of distress, as 
can insensitive, negative, or hostile behavior and remarks by 
health care professionals or others she encounters in the 
process of considering or obtaining an abortion. Meikle et all6 
studied 100 women applying for abortions before and after 
abortion was legalized and noted a comparative decrease in 
the incidence of emotional distress related to the increased 
social acceptance of the procedure. Iii 

Abortion is a reality, practiced throughout history, in every 
area of the world, regardless of religious and cultural belief 
and whether legal or outlawed. II In 1972, the year before the 
Roe v Wade decision, approximately 1 million illegal abortions 
were perfonned in the United States alone. 

Data In the Uterature 

An extensive search of MEDLINE, Psychological Infor­
mation Data Base, Sociological Abstracts, Health Infonna­
tion Data Base, and review articles and their bibliographies 
reveals that there is no specific abortion trauma syndrome 
described-in survey populations or as individual cases-in 
the psychiatric and psychologicalliterature.I,',1 A small num­
ber of papers and books based on anecdotal evidence and 
stressing negative effects have been presented and published 
under religious auspices and in the nonspecialty literature." 

Significant psychiatric sequelae after abortion are rare, as 
documented in numerous methodologically sound prospec­
tive studies in the United States and in European countries. 
Comprehensive reviews of this literature have recently been 
perfonned and confinn this conclusion.I,',1 The incidence of 
diagnosed psychiatric illness and hospitalization is consider­
ably lower following abortion than following childbirth. In 
one large prospective British population study, psychosis 
occurred after delivery in an average ofl.7 cases per 1000 and 
after abortion in 0.3 of 1000.18 

Significant psychiatric illness following abortion occurs most 
commonly in women who were psychiatrically ill before preg­
nancy, in those who decided to undergo abortion under ex­
ternal pressure," and in those who underwent abortion in 
aversive circumstances, for example, abandonment. Lask at­
tributed the adverse reactions in 11% of the subjects he 
studied to those factors." 

The tenn "unwanted pregnancy" indicates that the woman 
regrets the fact that conception occurred. Abortion, whether 
spontaneous or induced, entails loss. Both regret and loss result 
in sadness. The word "depression," which is· both a common 
tenn for a feeling of sadness and the technical term for a psy­
chiatric disorder, can be especially confusing. A symptom or a 
feeling is not equivalent to a disease. Some women who undergo 
abortion experience transient feelings of stress and sadness, as 
distinguished .from psychiatric illness, before and for a short 
time afterward.20 The majority experience relief after the pro­
cedure.:1 Greer et aPl interviewed 360 women before they un­
derwent abortions and at follow-up an average of 18 months 
later. The subjects demonstrated significant improvement in 
guilt feelings, personal' relationships, and psychiatric symp­
toms. Of207 women followed by Partridge et al,liZ 94% report­
ed that their mental health improved or remained the same 
after abortion. Many womeri report that the difficult decision 
to tenninate a pregnancy was a maturational point in their 
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lives, one at which they experienced taking charge of their 
futures for the first. time.20 A recently published study of a 
national sample of over 6000 US women followed for 8 year<' 
concluded that the experience of abortion did not have an . 
dependent relationship to women's well-being, and that there 
was no evidence of widespread postabortion trauma.23 

Abortion is a weighty issue and a medical procedure about 
which both physicians and the lay public have a wide variety 

.. of profound feelings and views. In their professional roles, 
physicians counsel, advocate for, and treat individual patients 
on the basis of medical knowledge and in the patient's best 
interest. It would be preferable to use the resources of society 
and medicine to prevent unwanted pregnancies and to de­
crease the ensuing demand for abortions, but it is unlikely 
that the demand will ever be eliminated. Therefore, physi­
cians must provide patients with accurate infonnation about 
abortion's medical and psychological implications. Scientific 
studies indicate that legal abortion results in fewer delete­
rious sequelae for women compared with other possible out­
comes of unwanted pregnancy. There is no evidence of an 
abortion trauma syndrome. 

Nada L. Stotland, MD 
Thanka are due to Jamea Thompson, MD, who suggested that an article be 

written on this IUbject. 
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of Missoula 

Thank you very much, Mr. Chairman and members of the committee. I am here today to 
speak in opposition to SB 292. My name is Deborah Frandsen and I am the Executive 
Director of Planned Parenthood of Missoula. We are a family planning clinic that provides 
women and men's reproductive health care. We provide services such as pap smears, 
contraceptives, breast and testicular exams, counseling and education, sexually transmitted 
disease screening and care and much more. We provide these services on a sliding fee 
basis and no one is turned away due to an inability to pay. We also provide abortions and 
have been doing so for over a year. 

I am here today because I feel obliged to take exception with the language of this bill, 
especially the language on page two which states: "that some abortion facilities or 
providers offer only limited or impersonal counseling opportunities; and some abortion 
facilities or providers hire untrained and unprofessional counselors whose primary goal is 
to sell abortion services." 

Not only is this language patently insulting, it is utterly false. We hire only outstanding 
individuals to be our counselors and then we train them extensively. Patient feedback 
about the counseling services we offer, which include all pregnancy options and all 
abortion related risks, is uniformly positive. And I feel absolutely confidant that any 
woman would have the same quality experience at any other abortion provider in the 
state. To add that the counselor's primary goal is to sell abortions is a lie, pure and simple. 
To the contrary, a woman has to thoroughly convince us that an abortion is in her best 
interest before we will perform the procedure. Informed consent already happens, it's 
already the law and we already do it. I recognize that this particular language in the bill 
has been softened, yet despite what the proponents of this bill may claim, impersonal and 
unprofessional counseling and hard-sell technics simply do not happen in Montana. 

What is worse about this type of malicious language is that it further flames the beliefs of 
individuals who might act out their hatred upon our clinics, our staff and· our patients. 
Violence against abortion providers is escalating and it is your responsibility as legislators 
not to add fuel to the fire but rather to look for opportunities to reduce the inflammatory 
rhetoric. Instead of degrading us you should be looking for opportunities to protect us. I 
ask you, what single thing have you done this session, as legislators, to protect the staff or 
patients at clinics in Montana? For those of you who sponsored this bill, we are very 

. disappointed in this insulting language and we are very disappointed in you for turning a 
blind eye to the terror that haunts women's health care providers. 

If this is an issue about women's health and safety, as the proponents claim, and not merely 
a means to erect more barriers to abortion for women to surmount, how come there is no 
one speaking in its behalf from any reputable medical association or group? The American 
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Medical Association itself is opposed to waiting periods. The only groups here, 
supporting this bill, are anti-abortion groups. When they allege that their only concern is 
for women's health, don't believe it. This bill is simply a smoke screen for limiting 
women's access to abortion, especially the most vulnerable women in our society: the 
young and the poor. 



February 10, 1995 

The Honorable Members of the 
Senate Judiciary Committee 

The 54th Montana Legislature 
The Capitol 
Helena, Montana 59620 

Dear Ladies and Gentlemen ofthe Committee: 
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1 am the Executive Director of InterMountain Planned Parenthood. I am responsible for seven 
clinics in Montana, two of which are clinics that provide abortion. Less than 5% of all the medical 
visits to these seven clinics involve abortion services. However, each time the legislature meets, 
bills are promulgated to try to affect this 5~ of the medical care we provide. 

At no time have I ever staffed a clinic with untrained 01' unprofessional counselors. contrary to the 
allegations made in the legislative purposes and finding s of Senate Bill 292, no one is ;hired to 
"sell" any service. We have been accuse! often by folks who oppose our efforts to prevent 
unintended pregnancies or to support women in their choices to continue Of end a pregnancy that 
we QQnl tell them what to do. That is true. We have faith that men and women who receive 
enough information that is accurate and unbiased will make good choices. We do not "coerce"; 
we do not persuade; we do not sell. 

I can testify that every woman who has had an abortion at any of the clinics that I have directed 
knows that there are risks to having an abortion just as there are risks to continuing a pregnancy. I 
can testilY that women who choose to have an abortion at our clines, have at least a 24 hour 
period oftirne before actually receiving abortion services. It is usually at least a week, unless her 
pregnancy is so far along that postponing the abortion would put her at higher risk. 

I believe this bill, Senate Bi11292) is not about protecting women, I believe it is about putting 
obstacles in their way. I could not be here today because of the change in the scheduling of this 
hearing. I am happy to answer any questions you may have. 

Sincerely, 

~i'-~~v~ 
Joan McCracken 
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- The Effects of Mandatory Delay Laws 
On Abortion Patients and Providers 

- By Frances A. Althaus and Stanley K. Henshaw . 

-5 inee the Supreme Court ruled in 1973 In addition to the legislation in these 15 istics of the unborn child," such as brain 
in Roe v. Wade that a woman has the states, a provision for a one-hour delay and heart fuhction and "the presence of 
right, based on her constitutional with mandatory counseling was passed in external members and internal organs 

• 
right to privacy, to have an abortion, ac- mid July in South Carolina. At the time this during the applicable stages of develop-
tivists and legislators opposed to abortion report was written, it had not yet been ment." Some states require that women be 
have sought other means of restricting ac- signed by the governor. told of "possible detrimental psycholog-
cess to abortion. One common strategy In states in which mandatory delays are ical effects of abortion" and "the risks of - has been the introduction of legisla tion re- being enforced, the waiting period re- infection, hemorrhage, danger to subse-
quiring a woman to delay her abortion for quired is generally 24 hours; Kansas, the quent pregnancies and infertility." Al-
a certain number of hours or days after re- exception, requires an eight-hour delay. though two states (Michigan and Ohio) re-
ceiving certain state-mandated informa- The information that must be given to a quire that women receive this information, -tion and being offered information on fetal woman seeking an abortion, who may no state requires that she actually review 
development and lists of agencies that provide the information and how it may it. Many, however, require her to certify 
provide prenatal care or other services for be provided vary from state to state. Most that she was informed of its existence and 

-women who decide to carry their preg- states require that a woman be told the her right to review it, and that it was pro-
nancies to term. Those who sponsor such probable gestational age of the fetus and vided if requested. 
legislation say it is intended to assure that the medical risks of abortion and child- . Although these laws are commonly 
women seeking an abortion are ade- birth. In almost all states, she must also be promoted as efforts to protect women by 

• quately informed and have time to con- informed that the father is liable for child giving them the time and information 
sider their decision. Those who oppose the support and that medical assistance ben- needed to make an informed decision, 
legislation contend that it is designed to efits may be available for prenatal care, they can create difficulties for women and 
create barriers to abortion and to persuade childbirth and neonatal care. In some the clinics that serve them. This report ex-

• women to continue their pregnancies, cases, this information must be provided amines how the laws have affected pro-
pointing out that portions of the mandat- by a physician. In Mississippi, the law has viders and women seeking abortions in 
ed information are already provided as a been interpreted as requiring the woman three states. In Ohio and Pennsylvania, en-
matter of course. to make two visits to the clinis:, once for forcement of mandatory delay laws did - As of August 1994, such legislation had state-mandated "counseling" and once for not begin until March 1994, so it is too 
been passed and signed into law in 15 the abortion. In the other states, howev- early to determine the impact of these 
states, although it was being enforced in er, only one visit may be needed because laws on women's access to abortion. How-- only seven-l<a.n?as, Mississippi, Nebras- the laws specify or have been interpreted ever, information provided by adminis-
ka, North Dakota, Ohio, Pennsylvania and to mean that the mandated information trators of two clinics shows the ways in 
Utah. In three states-Kentucky, Massa- may be provided by mail, by telephone or, which the laws have affected providers. 
chusetts and South Dakota"-enforcement in some cases, by other electronic means. t In Mississippi, evidence of the effect of the - of a mandatory delay requirement has been In addition, most states require abortion mandatory delay law on women's access 
stayed or enjoined by a federal court, and providers to furnish or make available to to abortion is available because the law 
in two states-Michigan and Tennessee- their patients (and, in some cases, to pay has been enforced since August 1992. This 

• such a requirement has been enjoined by for) government-produced material on report presents results of an analYSis of 
a state court. In Delaware, Idaho and Indi- fetal development and lists of agencies abortion trends in Mississippi before and 
ana, mandatory delay legislation is on the that arrange adoptions or provide prena- after enforcement of the law began. 
books but is not currently being enforced. tal care or other services for women who 

• decide to carry their pregnancy to term. 'On August 21, a federal court ruled that the waiting pe-
Frances A. Althaus is senior editor of Family Planning Per- The material on fetal development often riod and information requirements were constitutional. 
sproives and Stanley K Henshaw is deputy director of re- depicts a fetus at two-week gestational in- but enjoined the civil and criminal penalties that made 

search, The Alan Guttmacher Institute (AGD. The authors up the laws statutory enforcement mechanism. 

thank Joan Coombs of Planned Parenihood of South- tervals; it may also, according to the par-
tWhether two trips are necessary is often unclear from - ticular state law, give information on fetal eastern Pennsylvania, Teny Sollom of AGI and Dara K1as- the statutory language and depends on interpretation 

sel of Planned Parenthood Federation of Armerica, as well viability and describe the "probable by courts, state officials and clinics' legal advisers. Even 
as the sources dted in this report, for their assistance. anatomical and physiological character- within states, clinics' interpretations may vary. - 228 Family Planning Perspectives 
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Ohio 
Prorisions of the Law 
The Ohio mandatory delay bill was signed 
into law in August 1991, but was enjoined 
in April 1992 before it could take effect; a 
month later, a state judge ruled that the law 
violated the federal and state constitution. 
In 1993, the district appeals court reversed 
this decision and the Ohio Supreme Court 
declined to review the reversal. The law 
went into effect on March 14, 1994. 

The law includes several major provi­
sions. At least 24 hours before a woman 
has an abortion, a physician must inform 
hr of the nature of the abortion procedure 
to be used and the medical risks associat­
ed with that procedure, the probable ges­
tational age of the fetus, and the medical 
risks associated with carrying the preg­
nancy to term. This information must be 
given verbally or by some other nonwrit­
ten means. The woman must have an op­
portunity to ask the physician questions 
about the abortion. 

In addition, at least 24 hours before the 
procedure, the physician or someone act­
ing for the physician must inform the 
woman of the name of the doctor who will 
perform the abortion and give the woman 
state-mandated information on fetal de­
velopment and a list of agencies that offer 
alternatives to abortion. The woman is not 
required to read the information; the per­
son providing the material mayor may not 
conunent on it. This information may be 
provided in person or by telephone, certi­
fied mail (with a return receipt) or regular 
mail (v.rith a certificate of mailing). Finally, 
the woman must sign a form consenting to 
the abortion and certifying that she has re­
ceived the state-mandated information, has 
had her questions answered and is not 
under the influence of drugs or alcohol. 

Dayton Women's Health Center 
The Dayton Women's Health Center, Inc., 
which opened in September 1973, was the 
second abortion facility in Ohio. (The state 
now has a total of 22 such facilities in seven 
cities.) The clinic, which has a staff of 12, 
provides pregnancy tests, annual exams, 
Pap smears, birth control, and options 
counseling for pregnant women by a state­
licensed counselor, as well as termination 
of pregnancies of less than 20 weeks of ges­
tation. (A contract physician comes to the 
clinic every two weeks to perform second­
trimester abortions.) The clinic schedules 
abortions three days a week and performs 
40-50 abortions weekly. 

The clinic has had to make major 
changes in its proced ures to meet the re­
quirements of the law. Previously, patients 
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could simply call for an appointment and 
have an abortion within a day or two. 
Now, the process is lengthier and more 
complex, with an average wait of 3--4 
days. If a patient lives reasonably near the 
clinic, the staff make two appointments for 
her. During the first appointment, she fills 
out a medical history, views a video pre­
pared by one of the clinic's physicians in 
accordance with state requirements, talks 
with the physician by telephone if she has 
questions, has an ultrasound and receives 
a packet of state-prepared information. 
. If a woman cannot make two trips to the 
clinic, the staff play an audio tape over the 
telephone; the tape, prepared by one of the 
clinic's physicians, covers the same infor­
mation provided by the video. The woman 
may then speak to the physician if she has 
questions, and the clinic staff mail the state­
mandated information packet to her if her 
personal circumstances 

tion appointment. She conunents that few .• ~ 
of the clinic's patients have changed their iii 
mind after receiving the state-mandated 
materials, and that, in fact, most women ,,,,~ 
refuse to take them. i' 

iI 
Pennsylvania 
Provisions of the Law ";'j 

Pennsylvania's1llandatory delay law was .. 
passed by the state legislature in 1989 but 
legal challenges postponed its enforce­
ment until March 21, 1994. The law re- "~ 

'11 
quires that, 24 hours before perfOrming an II 
abortion, a physic;2m orally inform the 
woman of the nature of the procedure, the ",l'lI 

risks involved in abortion and childbirth, .1 
and the "prob..able gestational age of the III 
unborn child." 

The ihysician or a qualified nonphysi- ":II 
cian acting for the physician must inform .. 
the woman of the availability of state-pro-

allow it. When the pa­
tient comes in for her 
abortion, she must bring 
the information packet 
to confirm that she re­
ceived it. 

"Previously, patients could simply call for 
an appointment and have an abortion within .'t 

-'2 

a day or two. Now, the process is lengthier 
According to clinic ex­

ecutive director Anita 
Wtlson, compliance with 
the law has created a 
"scheduling nightmare.!' 

and more complex, with an average wait of 
3-4 days." 

The addition of preprocedure appointments 
for the majority of abortion patients jams 
the waiting room at times and stresses the 
staff. Because limiting the hours for these 
initial appointments did not prove feasible, 
the sessions are scheduled throughout the 
week, resulting in higher costs because of 
longer hours for the ultrasound technician. 
Wilson points out that complying with the 
mandatory information requirement alone 
takes at least half an hour per patient-or 
a minimum of 20-25 additional hours of 
staff time per week. 

The clinic has not yet raised its abortion 
fees, preferring to wait until it has had six 
months of experience in coping with the 
new requirements. Wlison notes, however, 
that a cost analysis conducted by the exec­
utive director of another O!'i 0 clinic shows 
that printing the extra consent form, pur­
chasing the state-prepared brochures, mail­
ing the brochures to patients and paying for 
extra staff time has raised costs by 10%. 

On the other hand, Wilson says, fewer 
patients fail to keep their abortion ap­
pointments, perhaps because they have al­
ready invested time in an initial visit. From 
March through July, she says, only 6% of 
the patients who attended the 24-hour in­
formation session failed to keep their abor-

duced printed materials describing the ] 
fetus and providing information about II 
medical assistance for carrying her preg­
nancy to term, information about the fa-,,,, 
ther's liability for child support, and a list j 
of agencies that provide adoption and • 
other services as alternatives to abortion. 
The woman must sign a statement that she ''I 
was informed of the availability of these I 
printed materials and that, if she request-
ed them, she was provided with them. The 
law also requires that clinics report to the 1 
state the name of the referring physician, • 
the name of the physician who performed 
the abortion and the name of the facility "'~ 
where the abortion was performed. This JI 
information is entered on an individual II 
form that must be kept confidential. 

;'".t" 

Philadelphia Area Clinic • 
Planned Parenthood of Southeastern 
Pennsylvania operates a surgical services ,,' 
clinic and 10 contraceptive clinics in the •. ~ 
greater Philadelphia area. The surgical • 
clinic, which has been in operation and of­
fering abortions since 1973, also provides ':; 
vasectomies. It has a regular staff of 13, III 
plus several volunteers and on-call peo­
ple. Three contract physicians provide 
abortions four days a week at the center. J 
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-Effects of Mandatory Delay Laws 

In Pennsylvania as in Ohio, the manda­
mry delay law has made obtaining and 
providing abortion services longer and 

,ore difficult processes. Staff at the sur­
.cal services clinic inform each patient 
who calls of the law's requirements. Be­
r<\use of the extra time needed to provide 

us information, the clinic has had to as­
_gn an extra person to its appointment 
phone lines so that callers will not be kept 
'n hold for too long. 

To provide the required information, 
*-t'he clinic schedules one IS-minute session 

each weekday. These group sessions are 
:onducted by physicians who receive $50 

..,.:>er session, except for a few who volun­
teer their time. In addition, the clinic has 
found it necessary to have an extra staff 
person available at the sessions to review 

-rreabortion instructions with the patients, 
explain the 24-hour delay requirement 
and answer questions about scheduling 
and payment. Often, there is not enough 

·space in the waiting room to accommo­
date patients who are attending an infor­
mation session as well as those who have 

.. come in for a procedure. 
For women seeking an abortion, the ne­

cessity of making two trips means extra 
time and expense, especially if they live 

, .. far from the clinic. Moreover, it is no 
longer possible for a woman to have an 
abortion within a day of calling for an ap­
pointment. Because the clinic can hold 

.. only one information session each day, 
'vvith the time dictated by physician avail­
ability, patients sometimes have to wait 

.. nvo or three days for a convenient session. 
The agency's associate executive director, 
Dayle Steinberg, estimates that the aver­
age waiting time between calling for an 

.. appointment and obtaining an abortion 
at the surgical clinic has risen by at least 
a day; in general, women can obtain an 
abortion within a week. - Steinberg notes that the number of abor­
tions performed at the clinic rose by 10% 
immediately after the implementation of 

.. the law. However, five weeks later, the 
number of women seeking abortions 
dropped and has now stabilized at about 
10-15% below the preimplementation 

- level. Some of these women may be ob­
taining abortions elsewhere: The number 
of Pennsylvania residents obtaining a bor­
tions at the New Jersey provider closest 

- to the clinic has more than doubled since 
the implementation of the law.1 

-
-

Thus far, the state-mandated informa­
tion seems to have had little effect on 
women's decisions. According to Stein­
berg, only about 1% of patients ask for the 
booklet on fetal development. She notes 
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that, just as in the past, a small percentage 
of patients change their mind at some 
point in the preabortion process, but she 
adds that that percentage has not changed 
since implementation of the law. Clinic 
staff know of only two women who can­
celled their appointment immediately 
after the information session adjourned. 

Patients react to the new regulations in 
various ways. Steinberg says that many 
women initially accept the law's require­
ments as "just something they need to do 
to have the abortion performed." She 
notes; however, that these same women 
often react in anger after coming in for the 
"counseling." "They wonder why they 
had to [make an extra visit] to hear infor­
mation that a counselor could have pro­
vided to them on the day of their proce­
dure," Steinberg says. "Many of them feel 
insulted by the prenatal and adoption re­
ferrals offered to them. Most of them (99%) 
have no interest at all in seeing pictures of 
fetal development." 

The clinic has not raised its abortion 
fees, in part because the cost of comply­
ing v.rith the law is not yet clear. Steinberg 
estimates that complying with the law 
takes about 10-15 additional hours of staff 
time per week. She is looking into the pos­
sibility of substituting an audio tape 
played over the telephone for the prepro­
cedure information session. This method 
of providing the required information 
would make the abortion process less 
onerous and costly for patients because 
they would need to make only one visit 
to the clinic. For the clinic, the initial ex­
pense of a new phone system would be 
offset by lower personnel costs. 

Mississippi 
Provisions of the Law 
Mississippi passed mandatory delay leg­
islation in 1991 over the veto of the gov­
ernor, but a district court ruled the law un­
constitutional. A year later, however, after 
the U. S. Supreme Court upheld a similar 
law in Pennsylvania, an appeals court re­
moved the injunction. The law took effect 
on August 8, 1992. 

According to the law, a woman must be 
given the following information at least 24 
hours before her abortion: the name of the 
physician who will perform the abortion; 
the medical risks associated with the par­
ticular procedure, including "the risks of in­
fection, hemorrhage, danger to subsequent 
pregnancies and infertility"; the probable 
gestational age of the fetus and the medical 
risks of carrying the pregnancy to term. This 
infonnation must be provided by either the 
referring physician or the physician who 

will perfonn the abortion. The law has been 
interpreted as requiring that this informa­
tion be given to women in person, thus ne­
cessitating two visits to the clinic. 

In addition, the physician or the physi­
cian's agent must inform the woman, at 
least 24 hours before her abortion, that 
medical assistance benefits may be avail­
able for prenatal care, childbirth and 
neonatal care; that the father is liable for 
child support; and that pregnancy pre­
vention services are available. The woman 
must also be told that she has the right to 
review state-produced materials includ­
ing lists of agencies that provide services 
to assist a woman through pregnancy and 
childbirth and while the child is depen­
dent, and brochures that describe the "un­
born child" at two-week gestational in­
crements and give "any relevant 
information on the possibility of the un­
born child's survivaL" 

The woman must certify in writing be­
fore the abortion that she has been given 
the required information and that she has 
been informed of her right to review the 
material on fetal development and the list 
of agencies providing alternatives to abor­
tion. The law also requires that, before per­
forming the abortion, the physician re­
ceive a copy of this certification. 

Abortion Trends 
After the 24-hour delay law took effect in 
Mississippi, reports from local abortion 
clinics suggested that the number of 
women having abortions there dropped 
sharply, after increases in 1990 and 1991. 
To assess whether the law was having an 
effect on the number of Mississippi resi­
dents having abortions, we requested spe­
cial tabulations of the 1992 abortion data 
collected by the Mississippi State De­
partment of Health, Division of Public 
Health Statistics. Mississippi's abortion re­
porting is among the best in the country; 
the number of abortions reported to the 
state was slightly greater than the num­
ber counted by The Alan Guttmacher In­
stitute (AGI) in its surveys of all known 
abortion providers in 1987, 1988, 1991 and 
1992. The tabulations show the number of 
Mississippi residents and nonresidents 
who had abortions each month in 1992 
and, for residents, breakdowns by age, 
race, educational level, county of residence 
and gestation of the pregnancy. 

To allow for the possibility that increas­
ing numbers of women were going to 
neighboring states for abortion services, we 
obtained similar tabulations, with the ex­
ception of county of residence, for Missis­
sippi residents who had abortions in AI-
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abama and Tennessee. The tabulations 
were provided by the Alabama Depart­
ment of Public Health, Center for Health 
Statistics,'alid the Tennessee Department 
of Health, Division 'of Information Re­
sources. Uke Mississippi, these states have 
good abortion reporting. We were unable 
to obtain data from Louisiana, the only 
other state that borders on Mississippi, but 
we judged that the lack of these data would 
have only a small effect, given that in 1988, 
the latest year for which the information is 
available, fewer Mississippi residents had 
abortions in Louisiana than in Alabama 
and Tennessee (339 versus 532 and 1,138, 
respectively, according to AGI data). 

Our initial calculations fOW1d that the av­
erage number of abortions per month per­
formed in Mississi ppi in 1992 fell from 717 
during the period preceding enforcement 
of the law (January through July) to 507 
during the period after the law went into 
effect (August through December), a drop 
of 30%. These calculations, however, ignore 
fluctuations in abortion incidence, which 
is normally higher in some months than in 
others. To control for seasonality, we cal­
culated the number of abortions that would 
be expected in August through December 
1992 from the actual number in January 
through July and the seasonal pattern in 
Mississippi in 1990, 1991 and 1993." 

The top row of Table 1 shows that 2,537 
abortions were performed in Mississippi 
from August through December 1992, that 
3,537 would have been expected based on 
the experience of other years, and that the 
actual number was 22% below the ex­
pected number. Similarly, Mississippi 
providers performed 25% fewer abortions 
from January through July 1993 than dur­
ing the same months in 1992 (not shown). 

Part of the drop occurred because 17% 
more Mississippi residents had abortions 
in Alabama and Tennessee and because the 
number of residents of other states who had 
abortions in Mississippi fell by 30% after the 
law went into effect. When Mississippi res­
idents alone are considered, taking into ac­
COW1t the increase in the number who had 
abortions in Alabama and Tennessee, the 
data show that 13% fewer had abortions in 
August through December than would have 
been expected on the basis of the number 
who had abortions in January through July. 

If the number of Mississippi women 
who had abortions in Louisiana increased 
to the same extent as it did in Alabama 
and Tennessee, the decline in abortion in­
cidence among Mississippi residents 
would have been 11% rather than the 13% 
shown in the table. A X2 test indicated that 
this decline is highly statistically signifi-
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cant (p<.OOl); a decline 
as small as 6% would be 
statistically significant 

Table 1. Expected and actual number of abortions pertormed, by 
selected characteristics, Mississippi, August-December 1992 

at the .05 level. This sig- Characteristic Actual Expected Percent 
number number' difference nificance test, however, 

assumes that no global 
factors other than the 
change in the law and 
seasonality affected the 
number of abortions. 

Abortions performed in Mississippi 
Mississippi residents having abortions 

in Alabama and Tennessee 
Out·ol-state residents having abortions 

in MiSSissippi 

2.537 

673 

550 

3.263' -22% 

576 17% 

787 -30% 
Mississippi re?idents having abortions 

If the delay law had 
caused women to con­
tinue pregnancies that 
would otherwise have 
ended in abortion, one 
might expect the num­
ber of births to increase 
correspondingly begin­
ning around February 

in Mississippi. Alabama and Tennessee 
Mississippi residents with 

2.660 3,os2 -13% 

<12 yrs. 01 education 286 400 -28% 
Mississippi residents with 

~12 yrs. 01 education 2.374 2.652 -10% 
Mississippi residents <9 wks. 01 gestation 
Mississippi residents> 12 wks. 01 gestation 

1.224 
319 

1,62-'/ -25% 
310 3% 

'The number of abortions pertormed in January through July 1992 muniplied by .650 (the ratio 
of abortions per ormed in Mississippi in August through December to those pertormed in Jan· 
uary through July in 1990, 1991 and 1993). 

and March 1993. If abortions to residents 
decreased by 11%, or about 850 abortions, 
the number of births would increase by 
90% of this amount (to allow for the preg­
nancies that would end in miscarriage or 
stillbirth), or about 770 births on an annual 
basis. Thus, one would expect an addi­
tional640 births between March 1993 and 
the end of the year because of the law. This 
would represent an increase of 1.5% in the 
number of births. In fact, the number of 
births decreased by 1.3% between 1992 
and 1993, continuing the trend of the pre­
vious tvvo years. The expected small effect 
of the delay law on the number of births 
may have been masked by other effects on 
births such as changing economic condi­
tions and the changing age distribution 
among women of reproductive age. 

If the 24-hour delay law is an impedi­
ment to women seeking abortions, which 
women have been affected tl1e most? The 
decline in the number of abortions among 
women YOW1ger than age 18 did not differ 
statistically significantly from the decline 
among those aged 18 or older; similarly, the 
decreases among whites and nonwhites 
were not significantly different (not 
ShO\\-ll). Whether a woman lived within a 
county with an abortion provider, within 
50 miles of such a county, or more than 50 
miles from such a county had no effect on 
the percentage decline in abortion. How­
ever, a decline of 28% occurred among 
women without a high school degree, com­
pared with a decrease of 10% among those 
with 12 or more years of education. 

After the delay law went into effect, the 
gestational age at which pregnancies were 
aborted changed substantially. The num­
ber of abortions performed at eight weeks 
or less fell by 25%, while the number per­
formed at more than 12 weeks changed lit­
tle. During the seven months before the 

law went into effect, 10.3% of abortions 
were performed at more than 12 weeks of 
gestation, compared with 12,1% in the last 
five months of the year. Thus, among Mis­
sissippi residents having abortions, the 
proportion obtaining an abortion at more 
than 12 weeks of gestation increased by 
17% between the two periods. 

Effects of Mandatory Delays 
At the time this report was written, the 
mandatory delay requirements in Ohio 
and Pennsylvania had been in effect for 
about four months, too short a time for a 
final evaluation of their consequences. It 
is clear, however, that these restrictions 
have lengthened the time needed to obtain 
an abortion, especially for women who do 
not live near a provider and those who 
must make more than one trip, In Penn­
sylvania, Steinberg says, 90% of all abor­
tions are performed by providers (includ­
ing hospitals and private physicians) in • 
eight ofthe state's 67 COW1ties. In 1992, the 
state had 81 providers in 20 counties; 47 
counties had no provider.2 In Mississippi, 
where women must make two visits, 
providers are even scarcer and the distance 

iI 

to be traveled is likely to be much greater: 
In 1992, the state had only eight abortion 
providers in four counties, and 78 coun­
ties had no provider,3 In such circum­
stances, a 24-hour delay can easily become 

(continued on page 233) 

"In those years, theol1umber of abortions in Mississippi 

I 

I 

in August through December was .65029 the number in • 
January through July. The expected number in August 
through December 1992 is therefore .65029 times the ac-
tual number in January through July 1992. The ratio of 
.65029 corresponds closely to the ratios calculated from 
special tabulations of data tape; compiled by the National I 
Center for Health Statistics of :;J37OO abortions in 14 states 
in 1988 (the ratio is ,65220) and of 31(\182 abortions in 13 
states in 1986 (ratio .65456). The ratio would be .71429 if 
abortions were equally distributed among the months. 

I 



illllpvfandatory Delay Laws ... 
(continued from page 231) 

nuch longer. Moreover, women who must 
-make two visits may have substantial ex­
~enses for transportation, accommoda­
jons or child care, as well as time lost from 

.,..work, school or other responsibilities. 
Although it is impossible to be sure that 

other factors did not affect the use of abor­
tion by Mississippi women during the last 

-rart of 1992 and 1993, the most likely ex­
planation of the results is that the 24-hour 
delay law in Mississippi prevented ap­

. proximately 11-13% of the women who 
-would have had abortions from doing 

so. These women do not appear to have 
been dissuaded by the mandated infor-

_mation: Clinic directors in Mississippi 
have found that few women change their 
minds after receiving it and almost all 
women who make the initial visit to the 

- clinic return for the abortion procedure.4 

The effect of the law must therefore result 
from the creation of barriers that some 
women are unable to overcome. Some 

- women may mistakenly believe that abor­
tion services are no longer available or are 
more difficult to obtain than is in fact the 

_ case. This would explain the dispropor­
tionate effect on women without a high 
school education. 

The lack of disproportionate effects on 
- minors, nonwhite women and women 

who live long distances from a provider 
is counterintuitive. Even before the law 
went into effect, women in these sub--groups who had abortions probably had 
to overcome substantial barriers and were 
therefore already above average in moti-

_ vation, personal competence and re­
sources. Thus, the additional burden of 
making a second trip may be about the 
same as for more advantaged women. - It is not surprising that since the law 
went into effect, women have been hav­
ing abortions later in pregnancy. In many 

.. cases, the 24-hour requirement may ne­
cessitate a delay considerably longer than 
24 hours. The days on which women can 
come to a clinic may be limited by lack of 

.. transportation, lack of flexibility in their 
personal schedules, and the days the clin-

-
-
-
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ic is open. One Mississippi clinic, for ex­
ample, sees patients for preabortion vis­
its on Fridays and performs abortions on 
Saturdays. A woman who cannot come to 
the clinic on both Friday and Saturday 
would be delayed for at least a week. 

In the case of second-trimester abortions, 
a mandatory waiting period can greatly in­
crease the time needed to obtain an abor­
tion. According to Anita Wilson, one 
woman who came to the Dayton Women's 
Healt!l Center at 17 weeks of gestation 
could not obtain an abortion until she was 
19 weeks pregnant. The physician who per­
forms second-trimester abortions for the 
clinic was there the day the woman came, 
but coUld not perform her abortion at that 
time because of the 24-hour waiting peri­
od. She had to wait until his next regular­
ly scheduled visit two weeks later. Because 
the risk of major complications from abor­
tion rises sharply with length of gestation 
after the first trimester, such delays can in­
crease risks to a woman's health.s 

Mandatory delay laws also add unnec­
essary costs to clinic operations by in­
creasing the staff needed to answer calls, 
provide information and process paper­
work. In some states, clinics must also pay 
physicians to provide information that 
could be given to patients by another 
health care provider at lower cost. The 
Ohio and Pennsylvania clinics profiled in 
this report have not yet raised their fees 
to patients, but may eventually have to do 
so. By scheduling frequent information 
sessions, expanding staffing on telephone 
appointment lines, carefully explaining 
the requirements of the law, and offering 
alternative ways of meeting those re­
quirements, they have tried to minimize 
the burden on women seeking abortions. 
Despite their efforts, however, mandato­
ry delay laws impose considerable bur­
dens both on women and on the clinic staff 
who serve them. 
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DATE .2/:M /?J-• 
S8 .:l..(U..., 

March 20, 1995 
Mr. Chairman and Members of the Committee 

My name is Christine Phillips and I live and work here in Helena. 

SB 292 is not about a "woman's right to know" but rather "society's right to impose". It is 
clear from the opening of the bill that the intent of this bill is to impose certain moral 
dictates on the women of Montana. It is meant to intimidate and shame women for making 
a decision that a minority do not approve of. 

This bill is demeaning to women. The proponents view women who make the decision to 
have an abortion as one of two extremes: 
• either we are victims of evil doctors and an "abortion industry" that seeks to coerce us, or 
• we are callous, amoral women who make the decision glibly and never consider options 
or implications. 

We are neither. I have had an abortion and I did not decide to do so without carefully 
weighing financial, physical, and emotional implications as well as my religious and 
spiritual beliefs. I was well aware that there were other options available to me. 

Please note that the care I received was excellent. The counseling was thorough. In fact, I 
was asked at several different points if I was clear in my decision, did I want more time, did I 
want to think about it some more. In all, this was very far from coercion. 

My decision was fully informed and well thought out. I accept, fully, the responsibilities for 
my actions. I do not need mandated waiting periods, pictures of fetal development, nor any 
other state imposed obstacles .. 

There is a lot of discussion of what our "founding fathers" deemed important in our 
country's formative years. I would like to point out that our founding fathers and mothers 
had full access to legal abortion. 
• In fact, abortion was not banned nationwide until the 1880's. 
• Also, the Catholic Church did not ban abortion until 1869. 

If this bill were truly designed and intended to assist women during a difficult time, I would 
endorse it wholeheartedly. Instead, it is a poorly disguised attempt to make it more difficult 
for women who are in the midst of making a serious decision. 

As leaders in your communities and of this state, you have the responsibility to determine 
how this issue is dealt with. The rhetoric in this bill is perhaps more significant than the 
specific actions that it will mandate. You can choose to add to the escalation by endorsing 
inflammatory, derogatory and misleading language, or you can choose to protect what is 
constitutionally guaranteed. 



MONTANA WOMEN'S LOBBY 
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\(~k C~~~ 
EXHIBIT tA4-
DATE. .3l.N,LfJ-
SB ~~ 

RE: Opposition to SB 292 

Please let us put to rest the hypocrisy that the intent of this 
bill is to somehow look out for the well-being of women. Placing 
obstacles between women and their medical decisions, lobbying 
them when they are making life and health care decisions, and 
deeming them as lacking the sense to think about important life 
decisions without legislative instruction to do so demonstrates a 
great disrespect for women and a great disregard for their lives. 

The hypocrisy in the intent of this bill would be mirrored by its 
passing in this legislative body. This bill violates the 
preeminent missions of this legislature which are to cut state 
spending, cut the size of government, and get government out of 
our lives. 

This bill creates more government in Helena at the Department of 
Health; more government in your doctor's office, lobbying you as 
you make medical decisions; and government smack in the middle of 
women's private and personal decisions. 

This bill increases state spending. It's ironic that a 
legislative body opposed to abortions would invest general fund 
dollars in this program, but not accept $50,000 in federal money 
for family planning, money that helps make the issue of abortion 
irrelevant. It forces the question: What do anti-abortion forces 
want? To prevent unwanted pregnancies, the underlying reason for 
abortions? Or, as this bill indicates, do they just want to 
harass women who choose to have them and the doctors that perform 
them? 

We agree with this bill that no one should be coerced into having 
an abortion, but we also believe no one should be coerced into 
giving birth. Perhaps we need to define this coercion as 
stringently as we have for abortion. Otherwise, you legitimatize 
and, indeed, institutionalize obstacles to a woman's exercising 
of her constitutional rights. 

We ask you to oppose this bill. 



The Billing Clinic 
P.O. Box 35100 
Billings, MT 59107-5100 

March 3, 1995 

Representative Joan Hurdle 
Capitol Station 
Helena, MT 59620 

Dear Representative Hurdle: 

EXHIBIT ,;u­
DATE. 4/:u /tJ-
S8 ,;J..~ __ 

I am writing to you to express my opposition to Senate Bill 292- An Act Creating 
The "Woman's Right-To-Know Act"which has been transmitted to the House. As a 
practicing obstetrician/gynecologist who does not routinely provide abortions services, I 
am concerned about the many implications this bill has for the traditional physician­
patient relationship. Furthermore, I believe it will seriously diminish the quality of care 
provided to the women of Montana. Please allow me to enumerate my concerns. 

Section 3 part 4 of the bill mandates that the State publish a brochure to be issued to the 
patient 24 hours prior to the abortion procedure. This totally undermines the physicians 
responsibility to provide informed consent. Will the State soon be providing brochures 
for patients undergoing bypass surgery? How is this really different? 

Implicit in providing informed consent to a patient is the duty to explain not only the 
procedure and the risks of the procedure, but also the alternatives and the risks ofthe 
alternatives. It is well documented that the risk of maternal mortality with a first trimester 
abortion is less than one seventh that of the risk of childbirth. Will the state publish the 
fact that the risk of dying from childbirth is seven times greater than the alternative? As 
you can see the process of providing true informed .consent is complex, personal, and, I 
believe, best left up to the physician who is caring for the patient. 

Section 6 of the bill calls for complex reporting requirements by physicians. This is an 
affront to the physician-patient relationship whose intent is nothing but sinister. I 
understand that this year the legislature has turned away Federal money to bolster our 
state's Tumor Registry. The registry provides valuable information about the prevalence 
and treatment of cancer in our state. I am horrified that we would opt not to bolster a 
valuable tool in the improvement of health care for Montanans, but on the other hand 
establish a registry whose sole purpose is the encumbrance and persecution of those who 
provide abortion information to women in need. 

Section 8 allows for civil or criminal persecution of abortion informaliQnJ>roYiders in the 
1-0 ..... 

absence of written consent by the woman upon who the abortion has beeh performed. 



This may be done by a person not even related to the case under a pseudonym. 
Furthermore it makes a patients anonymity the exception rather than the rule. I don't 
think that I need to explain my several objections to this section which goes against the 
grain of everthing I ever learned in civics. 

Section 11 mandates a twenty-four hour waiting period prior to the abortion. In general, I 
am not opposed to this except for one caveat. Remember, that in Montana, women often 
come from great distances to receive their health care. Women seeking abortion are often 
oflittle means. They may not be able to afford to stay an extra night in Great Fal1s, 
Bozeman, Billings, or Missoula. They often do not have phones or a way to contact them 
sufficiently in advance of the procedure. This barrier may create a delay in the procedure. 
Although abortions are safe, the risks of the procedure double with every two weeks of 
delay. 

Thank you for reading and considering my comments carefully. As a provider of health 
care to women I am strongly opposed to this bi11 as a whole and the above sections in 
particular. I would encourage legislation in the future that would make abortions safe, 
available but rare through the support of sex education, contraceptive availability, and 
improved social and economic support of those who wish to continue their pregnancy or 
adopt after delivery. 

I would be more than happy to discuss this matter with you personally. I can be reached 
at my office at 238-2268 or after hours at 248-1744. 

Sincerely, 

C. H. "Tersh" McCracken III, MD 
The Billing Clinic 
P.O. Box 35100 
Billings, MT 59107-5100 
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fel>nlary 10, 1995 

The FTon:--Members of4he 
Senate Jttdieiary Committee... 

The 54th Montana Legislature 
The Capital 
Helena, MT 59620 

Dear Ladies and Gentlemen of the Committee: 

412167551351 

4D672854~7 

EXHIBIT ,:?~ 
DATE !/A/f..l 
S8 ..2. 2& 

We the undersigned, who are family practice physicians. intemists, obstetricia.ns, 
gynecologists and more are writing you to object to S~Jlate Bill 292. Some but not all of 
us also provide abortions through our practice or at clinics. We would be at the healing 
today but due to the violence surrounding this issue. it is simply too dangerous for lJ~ to 

testify in public. 

We take issue with this biU because it is inaccurate. disrespectful and inappropriately 
burdensotllc:!. First, the languago regarding the Ia.ck of quality counseling that supposedly 
takes place betore an abortion is a.bsolut~ly ~rroneous. We would never refel' a patient to 
a physician or work for a clinic in which we W~r'a not convinced that complete and 
accurate counseling would occur. Informed COl1sent already hap.p~ns, this is simply not a 
problem in Montana. 

The notion that a woman needs an additional 24· hours to consider her decision is 
insulting. \Ve have n~ver encountered a woman who, considering an a.bOJtion, had not 
alresdy carefUlly consider~d the issue and weighed the personal. emotional and ethical 
costS to herself and the fetus. For the legislature to interfere in the doctor-patient 
t~lationship in absolutely inappropriate. Soth physicians and patients def:erve m.ore credit 
for devoting themselves to the thoughtfUl consideration of the issues and serious 
explanation of alternAtives. This already happens without legislative action and we do not 
fE1CI that this bill is within the legislato'-!s "scope of practice. II Abo, a 24-hour waiting 
period is cmel and truly all undue burden 011 the women who have to travel hundreds of 
miles in Montana in order to have al.\ abortion. 

Ostensibly this legislature was elected to reduce the size of government. However, the 
DHES staff needed to staff the 24-hour hotline, produce the handouts and reporting forms 
and then process the reports is just more UlUl.eCessary bureaucracy. 

In closing, we ask you to vote against this biU, it is b4d law and bad m~dicilte. 

Sincerely yours . , , 7 

P.12J2 

P.Cl2 
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February 10, 1995 

The Honorable Members of the 
senate Judiciary Committee 

The 54th Montana Legislature 
The Capitol 
Helena, Montana 59620 

PLo\.\'NED PARE~THD 

Dear Ladies and Gentlemen of the Committee: 

I4J 003 

I am a licensed, Board certified physician who has practiced medicine 
in Montana for nearly 28 years. I perform abortions as part of my 
practice in women's health care. I am in total agreement that all 
of my patients need complete information before they decide-to take 
any medication, have any tests, or undergo any procedure. It is a 
practice that I have adhered to for 38 years. It is a practice I 
have adhered to because I believe it is good medicine and because 

,---. 
~ 

, 

I believe that it is part of the doctor-patient relationship_ ,; 

I find it ludicrous that a legislative body or any bureaucracy 
~ould feel it necessary to put words in my mouth or to decide how 
much time a patient needs- to digest the material in order to maKe 
a decision. Some patients may need several days, some only a few 
hours. Where did the number "24" come from? Why not 12; why not 
30? How did_you decide what risk factors need ~o be included? Why 
breast cancer? Why not disseminated intravascular coagulopathy? 
Why not emboli? I believe that legislatures may know about enact­
ing la~s; I do not believe they know about what is good medicine. 

TOday, most groups in medicine and in legislatures-are looki~g at 
ways to cut the cost of care. we endeavor to reduce the number of 
patient visits, not increase them. We use mid-level, trained and 
professional, practitioners to extend physician services in order 
to reduce costs. 

I believe Senate Bill 292 is an unnecessary bill. It is not a 
bill to remedy a problem; it is a bill to make it more difficult 
for women to choose an abortion--roore difficult and more expensive. 

Sincerely, 

Cl~~~~0:+'.P.H. 

-



February 10, 1995 

The Hen. Members of the 
Senate Judiciary Committee 

The 54th Montana Legislature 
The Capital 
Helena, MT 59620 

Dear Ladies and Gentlemen of the Committee: 

We the undersigned, who ate family practice physicians, internists, obstetricians, 
gynecologists and more are writing you to object to Scnate..!lill 292. Some but not all of 
us also pro .... ide abortions through our practice or at clinics.lWe Vi (mid be~t the h~ 
tpAa¥ bm due .lQ. the violence slI(r'ol.lAdiRg this mtte; ~t is S-iUl~tee a8:flgefolj~ fer liS te .... .' 
test~il\ 1'li61ig ~.~ CA-........ ---:. ~~.- t .. ~ ~ __ I'd--(::t .. ) 0----: WoJ.-J-

Vo-'.> .~ -\~4~ -~ l '" (~~o--"' \ J-..-.. b ;: 
We take issue with this bill because it i~ inaccul1lte, djsre~peclrul and l~appropna.tely ~ U\t:>~L ,.. 

burdensome. First, the lan,gua~e regarding the lack of quality c.ounsellng that 5uPP,oscdly c:,~., ............ .Q. ~ 
takes place before an abortlon IS absolutely erroneous. We would never refer a patient to ' .. 
a physician 01' work for 3. e]inie in which ~e were not convinced that complete and ~~ L./V"J '--

accurate counseling would occur. Informed consent already happens. this is sim.ply not a 
problem in Montana. 

The notion that a ""'oman needs an additional 24-hours to consider her dec.ision is 
insUlting. \Ve have never encountered a woman who, considering an abortion. had not 
~, carefully considered the issue And weighed tl1e personal, emotional and ethical \s.; ..... ~--.. ,-~ 
~ herself and the fetus. For the legiSlature to interfere in the doctor-patient 
relationship in ~inappropriate. Both physic.ians nnd patients deserve more credit 
for devoting themselves to the thoughtful consideration of the issues and serious 
explanation of alternatives. This already happens without legislative action and we do not 
feel that this bill is within the legislator'S lI~cope of practice. If A.lso~ a 24 .. hour waiting 
period is cruel and tntly an undue burden on the women who have to travel hundreds of 
miles in Montana in order to have an abortion. 

., ~ __ AA_ c-,._-j, ~ -\ ' '1'/! \ ~ c.'."..-"'-~-' ~-

Ostensibly this legislature was elected to reduce the size of government. However) the ,'\ .~..... " 
DHES staff needed to statTthe 24-hour hotline, produce the handouts and reporting forms ..1.., ............ , 
and then process the reports is just more unnecessary bureaucracy. 

In dosing, we ask yOll to vote aga.inst this bill, it is bad law and bad medicine. 

Sincerely yours, 

--------------------------- ---------------- ------------_._------------------------



February 10, 1995 

The Hen, Members of the 
Senate Judiciary Committee 

The 54th Montana Legislature 
The Capital 
Helena, MT 59620 

Dear Ladies and Gentlemen of the Committee: 

We the undersigned, who are family practice physicians, internists. obstetricians, 
gynecologists and more are writing you to object to Senatt Bil1292. Some but not all of 
us also provide abortions through OUf practice or at clinics. We would be at the hearing 
today but due to the violence surrounding this issue, it is simply 100 dangerous for us to 
testify in public. 

We take issue with this bill because it is inaccurate, disrespectful and inappropriately 
burdensome. First, the language regarding the lack of quality counseling that supposedly 
takes place before an abonion is absolutely erroneous. We would never refer a patient to 
a physician or work for a clinic in which we were not convinced that complete and 
accurate counseling would occur. Informed consent already happens, this is simply not a 
problem in Montana. 

The notion that a woman needs an additional 24-hours to consider her decision is 
insulting. We have never encountered a woman who, considering an abortion. had not 
already carefully considered the issue and weighed the personal, emotional and ethical 
costs to herself and the fetus. For the legislature to interfere in the doC!or .. patitnt 
relationship in absolutely inappropriate. Both physicians and patients deserve more credit 
for devoting themselves to the thoughtful consideration of the issues and serious 
explanation of alternatives. This already happens without legislative action and we do not 
feel that this bill is within the legislatorts "scope of practice. " Also, a 24-hour waiting 
period is cruel and truly an undue burden on the women who have to travel hundreds of 
miles in Montana in order to have an abortion. 

Ostensibly this legislature was elected to reduce the size of government. However, the 
DHES staff needed to staff the 24-hour hotline, produce the handouts and reponing fonns 
and then process the reports is just more unnecessary bureaucracy. 

In closing, we ask you to vote against this bill, it i1 bad law and bad medicine 

Sincerely yours, 

0~ 0 < (] fWA'1(jtr llIe D /' 
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February 10, 1995 

The Hon. Members of the 
Senate Judiciary Committee 

The 54th Montana Legislature 
The Capital 
Helena, MT 59620 

Dear Ladies and Gentlemen of the Committee: 

We the undersigned, who are family practice physicians, internists, obstetricians, 
gynecologists and more are writing you to object to Senate Bill 292. Some but not all of 
us also provide abortions through our practice or at clinics. We would be at the hearing 
today but due to the violence surrounding this issue, it is simply too dangerous for us to 
testify in public. 

We take issue with this bill because it is inaccurate, disrespectful and inappropriately 
burdensome. First, the language regarding the lack of quality counseling that supposedly 
takes place before an abortion is absolutely erroneous. We would never refer a patient to 
a physician or work for a clinic in which we were not convinced that complete and 
accurate counseling would occur. Informed consent already happens, this is simply not a 
problem in Montana. 

The notion that a woman needs an additional 24-hours to consider her decision is 
insulting. We have never encountered a woman who, considering an abortion, had not 
already carefully considered the issue and weighed the personal, emotional and ethical 
costs to herself and the fetus. For the legislature to interfere in the doctor-patient 
relationship in absolutely inappropriate. Both physicia~s and patients deserve more credit 
for devoting themselves to the thoughtful consideration of the issues and serious 
explanation of alternatives. This already happens without legislative action and we do not 
feel that this bill is within the legislator's "scope of practice." Also, a 24-hour waiting 
period is cruel and truly an undue burden on the women who have to travel hundreds of 
miles in Montana in order to have an abortion. 

Ostensibly this legislature was elected to reduce the size of government. However, the 
DHES staff needed to staff the 24-hour hotline, produce the handouts and reporting forms 
and then process the reports is just more unnecessary bureaucracy. 

In closing, we ask you to vote against this bill, it is bad law and bad medicine. 

Sincerely yours, 



February 10. 1995 

The Hon. Mombcrs of the 
Senate Judiciary Committee 

The 54th Montana Logi$lature 
The Capital 
Helena, MT 59620 

Dear Ladies and Gentlemen of the Committee: 

We the. undersigned, who are fwnily pr~ctice phy~icians, internists, obstetricjans, 
gynecologists and more ate writing you to object to Senate BIU 292. Some but not all of' 
us also provide abortion.s through our practice or at climes. We would be at the hearing 
today but due to the violence ~lIf1'Ollnding this jl>sul;\ it is simplY too dlnserou~ COl us to 
testify ir. public. 

We rake issue with this bill beca.use it is inaccurate, disrespectful arid inAf'J'H'opriately 
burdensom.e. First, the language regarding the Jack of quality counseling that supposedly 
takes plaoo !>efore an Ahortion is absolutoly «foncous. We would u~v~r refer a palient to 
8. physician 01 work foc a clinic in which we were not convinced that complete IUld 
accurAte oounseling wOLdli occur. Infonned consent already happens, this is simply not a 
problem in Montana. 

The notion that a woman need, an additIonal :!4~hours to ,-"ullsiut:I' her decislon is 
insulting. We have never encountered a woman who~ considering an abortion, had not 
already carefully oollslderl!d the issue and weighed the personal, emotional and ethical 
costs to hentlf Ilnd the fetus. For the Jegislamrp. to interfere in the doctor-patient 
relationship in absolutely inappropriate. Both physicians and patients deserve more credit 
for dev('tinS th~ms~lves to tbe thoughtfull.:unsidliratlon ofthe issues and serious 
explanation of alternatives. This already happens without leiislative action Il.nrl we do not 
fed that this bill is withm the legislator's uscope of practice. t! Also, a 24-hour waiting 
period is cruel And truly an unriue burden On the women whQ have lu lravel hundredS of 
miles in Montana jn order to have an abortion. 

Ostensibly this legislature was elected to reduce the si~.e of government. However, the 
DHES start' needed !O staff the 24·hour hotline. produce the handouts and reporting tonns 
and then proCe.IOS the repone is ju~t more unnecesstlry bureaucracy. 

In olosing, we tusk. you to vote against this bill. it is bad law nnd bad me.dicille. 

Sincerely,Yours, 

----------------------------



AMERICAN CIVIL LIBERTIES UNION 
BOX 3012· BILLINGS, MONTANA 59103· (406) 248-1086· FAX (406)248-7763 

March 21, 1995 

Mr. Chairman, Members of the Committee: 

For the record, my name is Scott Crichton. I am here today as Executive 
Director of the American Civil Liberties Union of Montana, celebrating 75 years of 
defending traditional American values as represented in the Bill of Rights. I am also 
here as a husband and parent, a person, probably like all of you whether you realize it 
or not, who has friends and/or relatives who have had an abortion. 

I am here to oppose SB 292. It is an affront to women, their intelligence, their 
ability to make decisions, and fundamentally to their rights to the enjoyment of life, 
liberty, and privacy. SB 292 is also an affront to medical professionals, deliberately 
placing hurldes and hinderances aimed at discouraging and detering doctors from 
exercising their professional judgement and constitutional right to perform abortions. 

The ACLU asserts that a woman has a right to have an abortion -- that is, 
termination of pregnancy prior to the viability of the fetus -- and that a licensed 
physician has a right to perform an abortion, without the threat of criminal sanctions. 
This bill oozes with criminal sanctions and government intervention into what 
rightfully should be a private matter. The decision of whether or not to continue a 
pregnancy should be one of the woman's personal discretion and the doctor's 
professional judgement. 

Threats of suits by anonymous third parties, potential intervention by moralistic 
legislators, and cumbersome regulations forcing more government intrusion in medical 
practises all tell me that this bill is mis named. It is not about "a woman's right to 
know", rather it is about imposing "the right to life's" agenda on all of Montana's 
citizenry. 

While in my mind this bill does not deserve further consideration, I fear no 
amount of logic or debate will dissuade this committee from further curtailing privacy 
rights and eroding liberty in Montana. 
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Abortion 
Making A Decision 

EXHIBIT :J. g 
DATE. ~b.a/9£ 
SB __ ~-,,-9..oE.,;J..-,--___ _ 

Commonwealth of Pennsylvania 

Robert P. Casey 
Governor 

Allan S. Noonan, M.D., M.P.H. 
Secretary of Health 
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