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MINUTES OF THE HOUSE COMMITTEE ON JUDICTIARY .
The meeting was called to order by Chairperson Tim Carmody at 3:30 p.m. on February 13, 1997 in Room

313--5 of the Capitol.

All members were present except:

Committee staff present: Jerry Ann Donaldson, Legislative Research Department
Mike Hein, Legislative Research Department
Jill Wolters, Revisor of Statutes
Jan Brasher, Committee Secretary

Conferees appearing before the commiftee: Representative Susan Wagle
Mary Kay Culp
Beatice W. Swoop. Kansas Catholic Conference-written only
Jane Doe #3
Nancy Jo Mann
Dawn McCulland, Advice & Aid Pregnancy Center
Teri Reynolds, President, Pregnancy C.AR.E.
Domma Voigts
Jeanne Gawdun, Kansans for Life
Reverend Lynn NewHeart, Chaplain/Patient Advocate, Planned
Parenthood of Mid-Missouri and Eastern Kansas
Barbara Holzmark. National Council of Jewish Women
Peggy Jarman, ProChoice Action League and Womens’ Health
Care Services
Monica Neff, Planned Parenthood of Kansas
Ellen Brown, ACLU-written testimony only
Carla Mahany, ACLU-written testimony only
Betty Armstrong, Comprehensive Healthcare for Women-wiitten
testimony only
Jana Gryder, National Organization for Women-written
testimony only

Others attending: See attached list

The Chair called the meeting to order at 3:40 p.m. The Chair opened the hearing on HB 2269.

HB 2269 Woman's Righi-te-Know Act

Representative Susan Wagle testified as a sponsor of HB 2269. The conferee stated that this bill will provide
information to women seeking abortions information on alternatives to the procedure. the medical risks of the
procedure, the gestational age of the unborn child, and the proposed abortion method. The conferee stated
with this bill women will be given written material and that the physician performing the abortion will oraily
relate the information to the patient at least eight hours prior to the procedure. Representative Wagle
distributed booklets used in Louisiana and Pennsylvania. (Attachment 1)

The conferee in response to inquiries stated that Section 4 of the bill is necessary because it is not in current
state law. The conferee stated her opinion that the abortion industry has circumvented current law. The
conferee related that the practice in many rural areas is that the woman is given a form provided by the doctor
in her town before she travels to the area where the abortion is performed and therefore, she has the form eight
hours prior to the actual abortion.

Written testimony of Beatice W. Swoop, Kansas Catholic Conference was read by Mary Kay Culp in support
of HB 2269. (Attachment 2)

Mary Kay Culp testified in support of 2269. The conferee provided written material cifing cowt cases
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showing that the advice of a physician before a decision on abortion is an essential part of the abortion liberty
guar anfeed by the constitution. The conferee provided additional material by David Reardon, Director of the
Elliot Institute for Social Sciences Research concerning the aftereffects of abortions. Other written material
referred to by the conferee included a statement of deficiencies from a Missouri aborfion clmic. documents
used by an abortion clinic and other articles. (Attachment 3)

Conferee identified as Jane Doe #3 testified in support of HB 2269. The conferee related her personal
experience. The conferee stated that this was a traumatic experience (perience for her. The conferee stated that receiving
information fike that proposed in HB 2269 would have made a difference in the decision she made.
(Attachment -

Nancy Jo Mann testified in support of HB 2269. The conferee related her personal experience. The
canferee stated that this bill will provide safeguards as required for other fypes of medical procedures.

Dawn McCulland, Advice & Aid Pregnancy Center, testified m support of HB 2269. (Attachment 6)

Teri Reynolds, President of the Board and Interim Director of Pregnancy C.A.R.E., of Olathe, Kansas
testified in support of HB 2269. The conferee related her own personal experience, the experience of
counseling other women, and the need for women to be informed before the decision to abort is made. The
conferee referred to an abortion information swvey. (Attachment 7) and (Attachment 8)

Donna Voigts testified in support of HB 2269. The conferee related her personal experience and stated that
information about abortions should not be withheld. (Attachiment 9)

Jeanne Gawdun, Kansans for Life, testified in support of HB 2269. The conferee stafed that the provisions
of HB 2269 advocate women's authentic rights by avoiding abortions that are unwanted, uninformed,
unscreened as to risks and 1 mgxmes that are mmompemared {Attachment 10) The conferee provided

information on evaluation of the patient/physician relationship. (Attachment 11) The conferee provided a list
of Kansas abortionist. (Attachment 12)

Rm‘m end L mn Ne WH@’H&‘ C mp};mquﬁem i&d\"m ate ‘ﬁ F‘E anned P"aremhood of Mid- k’ﬁqsmm? and Elsi’em
very dﬂ ficult fo obtain abortion services for some women. The (:{mf eree Q‘mgd that this bﬂl W ould increase the
cost of abortion services because of the increased time a physician would need for each patient. The conferee
related that several factors in the bill are troubling from the standpoint of what is good for the patient.

¢ At ctmant 1Y
{ Attachiment 13)

Barbara Holzmark, National Council of Jewish Women testified in opposition to HB 2269. The conferee
stated that HE% 269 would put restrictions and obstacles on women %eekmg abortion services. (Altachment
14

Pegg} Jarman, ProChoice Action Ieague and Womens' Health Care Services testified in opposition to HB
2269. The conferee stated that this bill will prevent many women from accessing abortion services. The
conferee stated that HB 2269 was a part of a five year plan to stop all abortions. The conferee provided

wiitten maferial concerning each section of the bill and forms used in an abortion clinic. (Attachment 15)

Monica Neff. Planned Parenthood of Kansas testified in opposition to HB 2269. The conferee stated that
Planned Parenthood opposes this legislation because it will severely restrict, if not end. access to physicians
and medical services for large numbers of women seeking reproductive health care. (Attachment 16)

Ellen Brown. Planmed Parenthood of Eastern Kansas, presented written testimony only in opposition to HB
2269. (Attachment 17)

Carla Mahany, ACLU, presenfed written testimony only in opposition to HB 2269. (Attachment 18)

Betty Armstrong, Comprehensive Healthcare for Women provided written testimony only in opposition to
HB 2269. (Attachment 19)

Jana Gryder, National Organization for Women provided written testimony 1n opposition to HB 2269.
{Adtachment 20)

The Commiftee members discussed the purpose and need for information as well as various sections of the bill
with the conferees.

The Chair closed the hearing on HB 2269.

A moton was made by Rem‘e%mmﬁ%‘e Powell, xewm‘ﬁ bv Representative Mavans to amend HB 2269 by
strikine lines 20 through 43 on page 2 and on page 3 sirike lines 1 through 5 and amending Sec 3 of K.S.A.
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65-6701 by chansing the definitfion of abortion. The motion cammies, {(Attachment 21)

A motion was made by Representative Haley, second bv Representative Kirk to amend the bill by changing
the term, "unborn baby,” to "fetus or embrvo.”

A substitufe motion was made by Representative Mavans to pass the bill as previously amended.
Representative Mavans withdrew the substitute motion.

The motion by Representative Halev fails.

A motion was made by Representative Mayans, second by Representative Powell to recommend HB 2269
tavorably as amended. The motion carries.

The Chair adjowned the meeting at 8:10 p.m.
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State of Ransas
House of Representatifes

h,

Speaker HPro Tem

Testimony--Woman’s Right to Know Act
House Judiciary Committee
February 13, 1997
H.B. 2269

Thank you Chairman Carmody and members of the Judiciary Committee, for
the opportunity of addressing you about the need in Kansas for expanding our
present informed consent law. In 1992, I was instrumental in getting passed our
present informed consent statute relating to abortion. It was my intent at the time
to empower Kansas women involved in a crisis pregnancy by giving them all the
material facts and possible alternatives to abortion in order that they might make an
informed “choice.” Without full disclosure of this information, I believe the word
“choice” is a propaganda tool; a tool used to deceive women and place them under
the control of fathers who want to avoid responsibility, parents who want to protect
reputations, well-meaning friends who might not know all the possible physical
and psychological side effects, and abortion providers whose main goal, most often,
is turning a profit.

Attached to my testimony is a copy of the current Kansas statute and a copy of
the consent form now being used by Dr. Tiller in Wichita. I believe that Dr. Tiller
and other abortion providers in Kansas have made a mockery of legislative intent.
It was very clear to me when we debated K.S.A. 65-6706 in 1992 that the legislature
wanted each woman to be informed of alternatives to abortion. We assumed that
an honest discussion about adoption possibilities would take place. We also
envisioned that each woman would be informed of her legal right to obtain
financial support from the father, or to receive state financial assistance, such as Aid
to Dependent Children, if she should choose to keep her baby. We thought an effort
would be made to connect a woman in crisis with nonprofit agencies such as
HopeNet an organization in Wichita, which not only provides needed medical
attention for the mother and child, but also provides for the mother an education
so that she might eventually become self-sufficient and support herself and her
child.

Instead, as you can see, the form I have attached to this document states in
item #2 that “[t]he alternative to abortion is vaginal delivery or caesarean section at
the end of the pregnancy.” What real choice does such a disclosure offer a woman
in crisis? I assure you that in Kansas today, positive discussions about viable
alternatives often do not take place. The word adoption is not mentioned. The

REPRESENTATIVE, 89TH DISTRICT /L/Oliﬁ\’« ~J wdiciar )J ROOM 330-N
BUTLER/SEDGWICK COUNTIES l STATE CAPITOL
14 SANDALWOOD [}H& ¢ hment TOPEKA, KS 66612-1504

WICHITA, KANSAS 67230 (913) 291-3500
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physical characteristics of the fetus about to be aborted or the possibility of post
abortion stress syndrome are not disclosed. Simply put, women in Kansas are not
empowered with noninflammatory, scientifically accurate information critical to
making the best decision for her well being and the well being of her preborn infant.

The legislation being considered today is patterned after current Pennsylvania
law. The United States Supreme Court has determined that this legislation is
constitutional under the restraints of Roe v. Wade. Similar legislation has also been
passed in Louisiana. I have available for committee members a sample of the
information booklet printed by Pennsylvania and the booklet and directory of
helping agencies printed by Louisiana. I believe you will agree upon examination of
these materials that they are not biased, either towards promoting an abortion or
towards carrying the preborn to term.

Last year a number of women came forward to testify about their abortion
experiences and how the “Woman’s Right to Know” Act, if in place, could have
helped them. Today, there are more women who will be coming forward to tell of
their abortion experiences. For some of them it will be the first time they have ever
spoken publicly about their private decision. For most of them, their decision to
abort was made because they felt they had no alternatives. Many of them were
young at the time and they had nowhere to go and no one to talk to. For some of
them, the decision they made has become a vivid nightmare -- one they revisit
often, and one they are still working through. Some of them will call themselves
“Jane Doe” in order to protect their identities. I ask Chairman Carmody to please
request the press to withhold their identity in news releases and not to photograph
or film them. They, and I, would appreciate respect for their privacy.
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63.4708

PUBLIC HEALTH

() Except as necessary for the conduct of
a proceeding pursuant to this section, it is a
class B misdemeanor for any individual or en-
tity to willfully or knowingly: (1) Disclose the
identity of a minor petitioning the court pur-
suant to this section or to disclose any court
record relating to such proceeding; or (2) per-
mit or encourage disclosure of such minor’s
identity or such record.

History: L. 1992, ch. 183, § 5; July 1.

65-6706, Abortion; informed consent re-
quired. (a) No abortion shall be performed or
induced unless:

(1) The woman upon whom the abortion is
to be performed or induced gives her informed
consent; or

(2) a medical emergency compels the per-
formance or inducement of the abortion.

(b) Consent to an abortion is informed only
if the physician who is to perform or induce
the abortion or another health care provider
informs the woman, in writing not less than
eight hours before the abortion, of:

(1) The nature of the proposed procedure
or treatment and of those risks and alternatives
to the procedure or treatment that a reasonable

582

patient would consider material to the decision
of whether or not to undergo the abortion;

(2) the gestational age of the fetus at the
time the abortion is to be performed;

(3) the medical risks, if any, associated with
terminating the pregnancy or carrying the
pregnancy to term; and

(4) community resources, if any, available
to support the woman’s decision to carry the
pregnancy to term.

(¢) If a medical emergency compels the
performance or inducement of an abortion, the
attending pnysician shall inform the woman,
prior to the abortion, if possible, of the medical
indications supporting the physician’s judg-
ment that an abortion is necessary to avert the
woman's death or to avert substantial and ir-
reversible impairment of the woman’s major
bodily functons.

History: L. 1992, ch. 183, § 7; July 1.

63-6707. Same; severability clause. If
any provision of this act or its application to
any person or circumstance is held invalid, the
remainder of the act or the application of the
provision to other persons or circumstances is
not affected.

History: L. 1992, ch. 183, § & July 1.

»
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. Women's Health Care Services, P.A.
' Geocrge R. Tiller, M.D., DABFP, Medical Directaor
5107 E. Kellogg, Wichita, Kansas 67218
(316) 684-5108
1-800-382-0488

Dear Prospective Patient:

lam Df. George Tiiler, a 1687 graduate of the University of Kansas School of Medicine, a diplomat of the American Beard
of Family Practice. My medical practice has incluced legal and safe abortion services for thousands of women since 1973
here in Wichita, Kansas.

The 1992 Kansas abortion law requires that | provide cartain written information to patients seeking aborticn services at
least eight hours before an abcriion is performed. This documant will satisty the basic notification requirement. We will
provide you with additional delailed information before your procedure, as we have always done.

4)

@

By signing below, you acknowi

The nature of an aborticn precadure is to medicaily induce the termination of a pregnancy.
The aftermative to abortion is vaginal delivary or caesarsan secticn at the end of the pregnancy.

The risks of an abcrtion are reiated !o the duraticn of the pragrancy. Generally sceaking, an acortion performed
early in a pregnancy is saler than one pericrmed ater in the pregnancy. The generaily raccgnized miner (non-
hospitalization) complications such as infecticns, lacaration, and incompieta or retained matenal in the uterus vary
in occurrenca from one !o five per one hundrad accrions (1/1CQ to 5/1CC) at five to six weeks up to as much as
five to ten per one hundred abortions (5/1C0 to 10/1CO) at later stages.

The major (hospital type) compiications of transiusicn, hamarrhage, amnictic fluid 2mocliism, laceraticn, infecticn,
and uterine perforation vary in cccurrenca {rom one per eight hundred abortions (1/3CQ) at five to six weeks up lo
two major comglications per one hundrad acortions (2/100) at the latest gesiation. We beiteve thal. in the vast
majority of patients, atortion is safer than {uil term daiivery at all legai stages.

Based on the first date of your last menstrual pericd or an uitrascund evaiuation, the gestaticn of your pregnancy
is estimataed to be , plus or minus 11 lo 14 days.

The generally recognized medical risks associated with carrying the pregrancy to full term delivery or caesarean
saction at lerm inciude but are not limted to the lollowing: unpianned major surgery, hemorthage. transfusicn,
biocod clots in legs. blocd clats in the fungs, hysteractomy, major infecticn, cervical laceration, vaginal laceraticn,
rectal laceration, perforation of the Wterus, injury to bowelbladder, majer and minor amotioral prociems, amniotic
fluid embolism, carvical incomoetence, major and minor depression, and aven death.

The types of medical risks (listed above) associated with aborticn, ara, in general, the same as thcse asscciated
with zarrying the pregnrancy ‘o term. The mecical risks of an sady abortion (5-12 wesaks) and a seccnd timester
abortion (13-26 weeks) occur at a lower rate than at full term deiivery or caesarean saction. The mecicai fisks of
an aborticn in the third timester may cccur at about the same rate as full term delivery cr caesarean section. The

death rale for atortion is less than the death rate for full term delivery.

s decision lo camy a pragrancy to tem include Lutheran Sgc:'al
Network of Xansas. Family Consultation Sarvice. United
Childran's Service League,

Community rescurces availatie lo suppont a womarn'
Services, Planned Farenthocd of Kansas, YWCA, Sail-Help
Way First Call for Help, United Way Center, Childcare Association of Wichna, Kansas,

E-iscopal Social Services, and United Methocist Urcan Ministry.

scge lhat you have read anc undersiocd the infcrmation above, and that you have received

this informaticn eight hours prior lo your abortion.

SIGNATURE:

Note to Patient: Please sea the Sack of this form fer important Information about your visit.

e



Women's Health Care Services
Visit Checklist
All patients

—_No one will be allowed in the clinic without photo identification.

—__Bring your signed Iinformed Consent (the other side of this sheet).

___Arrive with a full bladder.

—_Drink no alcohol 24 hours prior to your visit.

_No children are allowed in the clinic.

—_The fee will be collected prior to the procedure.

__No personal checks will be accspted.

_—__Remember to park in our fenced parking lot.

—Our security staff will be cn duty and will scan you slectronically and check in all
handbags prior to allowing you into the clinic.

___Minors: You will need a parent to accompany ycu OR have a notarized Waiver of

Notification and be acccmpanied by person 21 years of age or cider.

One-day patients
If your appointment time is at 12:00 ncon or after, eat nothing after 8:00 a.m. the

moming of your appointment. After 8:00 a.m., ycu may drink only ccffee, tea,
or water.

If your appointment is on Saturday morning, eat nothing after 12:00 micnight the
night before your appointment. After midnight, you may drink only ccHee, tea,
or water. '

We request that you bring only one person with you.
The person accompanying you will be asked to wait outside while we do your

sonogram and collect your {ee, unless you are a minor. We will then invite
him/her inside.

___You will need to have a person accompanying you to receive the preoperative
medicaticn which relaxes you for your surgery.

____Plan to be in the clinic for 3-4 hours.

Two-day patients
You may eat a light breakfast the first day.

___Bring aleng $10.00 for your prescription.
__Plan to be in the clinic for 3-4 hours the first day.

Out-of-town patients
You must stay in Wichita until you are released from our cars. Call us for hotel

information, if you wish.

___ It you use a cab, use American Cab Company. They are pro-choice. Their
numtber is (316) 262-7511.

___ Bring a supply of sanitary pads.

___No luggage is allowed in the clinic.

Four-to-five-day patients
___Bring along $75.00 for your prescriptions.
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TESTIMONY
H.B. 2269

HOUSE JUDICIARY COMMITTEE
Thursday, February 13, 1997 - 3.30 p.m.

KANSAS CATHOLIC CONFERENCE
Beatrice E. Swoopes, Program Coordinator

Chairman Carmody, members of the Judiciary Committee -- my
name is Beatrice Swoopes, Program Coordinator for the Kansas Catholic
Conference, which represents the Roman Catholic Bishops of Kansas.
Thank you for the opportunity to speak to the provisions of H.B. 2269.

The Kansas Catholic Conference supports and encourages the
passage of legislation which will enable women anticipating abortion to be
educated and informed about the medical and psychological consequences
of their actions, as well as feasible alternatives.

A woman deciding whether to carry her baby to term needs the
support of family and needs good information. Oftentimes she has neither.
She needs time to reflect on the medical information available from
competent scientific research. Also she needs to know that the people
caring for her at such a traumatic time are qualified to counsel her and
meet her physical needs.

Today many church organizations (including our own) give

counseling and support to concerned pregnant women, but
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Testimony 2
H.B. 2269
February 13, 1997

this information may not be readily accessible at the time of the planned
abortion.

H.B. 2269 which addresses a "woman's right to know" is a good
approach. It would guarantee a woman's thorough
understanding of the physical and mental aspects of the abortion procedure
she is contemplating. It would also help alleviate the confusion and the
tragic aftermath of a decision made many times out of fear and panic.

The proposed legislation offers a woman a comprehensive package

of services as she faces one of the greatest challenges of her life.

We support passage of H.B. 2269.
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ABORTION SHOULD INCLUDE DOCTOR'S CONSULTATION: LEGAL

As the following quotations demonstrate, the Supreme Court
has constantly said that the advice of a physician before a
decision on abortion is part and parcel of the abortion liberty
guaranteed by the constitution. SB 238 carries out what the
Supreme Court has stated in these decisions.

"This holding . . . vindicates the right of the physician to
administer medical treatment according to his professional
judgment up to the points where important state interests provide
compelling justifications for intervention. Up to those points,
the abortion decision in all its aspects in inherently, and
primarily, a medical decision, and basic responsibility for it
must rest with the physician."

Roe v. Wade, 410 U.S. 113, 166 (1973) (emphasis added).

"In Doe v. Bolton, post, p. 179, procedural requirements
contained in one of the modern abortion statutes are considered.
That opinion and this one, of course, are to be read together."

Roe v. Wade, supra, at 165 (1973).

"We agree with the District Court . . . that the medical
judgment may be exercised in the light of all factors--physical,
emotional, psychological, familial, and the woman's age--relevant
to the well-being of the patient. All these factors may relate
to health. This allows the attending physician the room he needs
to make his best medical judgment."

Doe v. Bolton, 410 U.S. 179, 192 (1973).

"A woman cannot safely secure an abortion without the aid of
a physician . . . . [Tlhe constitutionally protected abortion
decision is one in which the physician is intimately involved."

Singleton v. Wulff, 428 U.S. 106, 117 (1976).

"Roe stressed repeatedly the central role of the physician,
both in consulting with the woman about whether or not to have an
abortion, and in determining how any abortion was to be carried
ot "

Colautti v. Franklin, 439 U.S. 379, 389 (1979).

/L/oase, Judieiar 7/
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"Our prior decisions establish that as with any medical
procedure, the State may require a woman to give her written

informed consent to an abortion. . . . Petitioners challenge the
statute's definition of informed consent because 1t includes the
provision of specific information by the doctor . . . . To the

extent [two ruling from the 1980s] find a constitutional
violation when the government requires, as it does here, the
giving of truthful, nonmisleading information about the nature of
the procedure, the attendant health risks and those of
childbirth, and the 'probable gestational age' of the fetus,
those cases go too far . . . and are overruled."

Planned Parenthood v. Casey, 112 S.Ct. 2791, 2823 (1992).

"It cannot be questioned that psychological well-being is a
facet of health. .« . 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. If the information the State requires to be made
available to the woman is truthful and not misleading, the
requirement may be permissible."

Planned Parenthood v. Casey, supra.




ABORTION SHOULD INCLUDE DOCTOR'S CONSULTATION: MEDICAL

"The term menstrual extraction is used to designate the
performance of an early abortion before the diagnosis of
pregnancy has been established through pregnancy test or
examination. . .

"Part of the impetus for the popularity of menstrual
extraction arises from the desire in some groups to deny that
abortion is a medical procedure. The dangers of this view are
that the real risks of pregnancy and abortion will be ignored or
discounted by both women whose lives are at stake and public
officials who make decisions about health-care policies. The
additional risks of complications and death imposed by the denial
of the medical aspects of abortion only enhance the arguments of
those who are opposed to choice . . . "

William M. Hern, M.D., M.P.H., Abortion Practice 120, 122
(1984) (emphasis added. Dr. Hern operates one of the
oldest legal abortion clinics in the U.S., the Boulder
Abortion Clinic in Boulder, Colorado. He was a founder of
the National Abortion Federation and served on its
Standards Committee for four years.)

"The physician should review the medical history form and
brief counseling notes to determine whether there are any unusual
questions that should be discussed with the patient at the
patient-physician encounter. The counselor then brings the
patient to the physician's office for the physician to have an
opportunity to meet with the patient.

Some patients wish to have prolonged conversations with the
physician and may have many questions. . + + The principal
purposes of this encounter are for the physician to meet the
patient and vice versa, to determine whether the patient
understands the risks of the abortion, and to obtain the
patient's signature on the consent form."

William M. Hern, M.D., M.P.H., id. at 90-91.

"It the physician's responsibility to inform the patient of
the nature of the surgical or medical procedure being
recommended. In most cases, the explanation should encompass the
nature of the condition or illness that requires medical or
surgical intervention, the recommended course of treatment and
its alternatives, the risks and potential complications of
treatment, and its relative chance of success. The patient
should have an adequate opportunity to ask questions in order to
ensure that she understands the information. The physician
should note in the patient's record that the proposed treatment

3-3



and its risks have been explained and discussed with the patient
and should document the patient's decision.™
The American College

Standards for
(1989) (emphasis

Committee on Professional Standards,
of Obstetricians and Gynecologists,
Obstetric-Gynecologic Services 88-89

supplied).

"If Planned Parenthood's denial of this reality
[psychological or psychiatric disturbances in women who have had
abortions] is not . . . dishonest I can only regard it as
delusion or ignorance." William West, M.D., "Honesty at Issue,"

Dallas Morning News, Feb. 12, 1995, p.3J.




ELLIOT INSTITUTE

FOR SOCIAL SCIEN.CES RESEARCH

I am David Reardon, Director of the Elliot Institute for Social
Sciences Research,. I have been engaged in research into the
aftereffects of abortion on women for fourteen Years. The results

I enthusiastically support this bill because it will greatly -

improve the standard of care for SCreening of patients who are at

pPost-abortion. It is clear in my extensive research, including
over 2000 case studies, that many abortion practitioners are simply
providing abortions on request, 1In doing so, they are failing to
provide the type of good medical care which bprotects the interests
of their patients. In order to reduce the risk of post-abortion
injuries, it is clearly necessary to: 1) properly screen patients
for the existence of predisposing risk factors; 2) take appropriate
steps to alleviate risk factors which have been identified; and 3)
fully inform patients that they may be at higher risk of one or
more known post-abortion Sequelae so that the patient can
knowledgeably make an informed decision based on her unigue needs
and circumstances. g

I would also like to emphasize the following points which focus
Specifically on the psychological problems post-abortion:

-1)  .All studies of the psychological aftereffects of abortion,
including that published by Pro-choice researchers,
demonstrate that at least some women, though perhaps a
minority, experience severe psychological problems post~
abortion.

2) Statistical research demonstrates that severe psychological
reactions are most likely if a decision to abort is made too
quickly or with insufficient information. (Franz, 1992)

abortion. Sixty-six percent report their abortion counseling
was strongly biassed toward choosing abortion. (Reardon, 1987)

4) Numerous studies show that between 40 to 80 percent of women
seeking abortions would prefer to keep the baby if their
situation could be improved. For many, if not most women,
abortion is a marginal decision which they can easily be
dissuaded against. This is why some abortion providers (those
who pursue profit over their patients! welfare) will conceal
information which may "chill" a woman's ambivalent and
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tentative decision to abort. (Reardon, 1987)

5) Information about risks, alternatives, and fetal development
will help to empower women to resist Pressure fronm third
parties to undergo unwanted abortions. For example, if g3

woman is being Pressured into ap unwanted abortion by  her
boyfriend information about risks (even if €Xaggerated in her
own mind) can be exactly the excuse she needs to refuse to do
what he wants on the grounds that it is '"too dangerous. "

7) Anyone who supports the right of women to make their own -

informed choices, free of bPaternalistic or even deceptive

8) This bill is about Protecting the women most at rigk of
suffering post-abortion Problems, even if these women
represert g minority of all patients. The lowest reported

figure for women suffering Post-abortion trauma is 10 pPercent,
with lesser negative reactions reported in up to 80 percent.
These high risk women need this protection, even if it causes

some delays or addeg costs for low risk abortion Patientg,

EVEN ABORTION SUPPORTERS CONCEDE THE NEED FOR BETTER COUNSELING AND
SCREENING TO PROTECT THE MENTAL HEALTH OF WOMEN

Dr. William West, who berforms abortions in Texas, told the
Dallas Morning News, U"If Planneq Parenthood's denial of this
reality [post—abortion traumal] is not -+ dishonest...T can only
regard it gas delusion or ignorance."

In an interview with the walj Street Journal Sylvia Stengle,
director of the National Abortion Federation, admits that at least
one in five women seeking abortion are doing .so in violation of
their own moral beliefs and that this is a "very Worrisome subset
of our patientsg" and admits: ”Sometimes, ethically, a Provider has
to say, '1f You think you are doing something wrong, I don't want
to help vou do that.'n

Dr. Julius Fogel, a Psychiatrist ang obstetrician who has
bPerformed over 20,000 abortions, tolgd a Washington post columnist
that: "Every woman--whatever her age, background or sexuality--has
a trauma at destroying a pregnancy..., She destroys g Pregnancy, she
is destroying herself.., a Psychological Price is paid. It may be
alienation; it may be a Pushing away from human warmth, Perhaps a
hardening of maternal instinct, Something happens on the deeper
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levels of a woman's consciousness when she destroys a pregnancy.
I know that as a psychiatrist."

Anne Baker, Director of Counseling at The Hope Clinic for
Women, an abortion clinic in Granite City, Illinois, reports in the
clinic's newsletter that she 1s conducting research into the
potential connection between a history of emotional, physical, or
psychological abuse and more severe post-abortion emotional
sequelae. If this link 1is confirmed, it would be an important
factor for screening and counseling of women considering abortion.

In a major study, undertaken and frequently cited by pro-
choice researchers, Bryan Lask found that 32 percent of women

receiving abortion experienced an "unfavorable outcome" which was

defined as having experienced moderate to severe feelings of guilt,
loss, or self-reproach, evidence of mental illness equal or greater
to that which existed prior to the abortion, or the patient
strongly regretted having chosen the abortion. Most importantly,
Lask determined that by using pre-—abortion screening for as few as
seven risk factors, all of the "at risk" patients could have been
pre—identified.

In another major study by pro-choice advocates, Belsey found
that 49% of the women experienced maladjustments within three
months post-abortion. Belsey found, however, that by using five
high-risk screening criteria, 72% of the women who experienced
post-abortion sequelae could have been pre-identified as being at
high risk and referred to receive additcional counseling.

CONCLUSION

Clearly the health and freedom of women 1is served by this
bill. It does not infringe on women's rights in any way. It does,
however, prevent the shoddy medical practice of allowing a patient
to proscribe her own treatment without any determination of that
treatment's risks to that unique individual. Women cannot be
axpected to know in advance all of the high risk factors associated
with abortion, or the complications which can result. Only with
this knowledge can they make an informed decision. It is the
physician's task to protect the woman's health and to provide her
with all the information which is relevant to making an informed
and free choice to terminate her pregnancy.

I urge everyone to support for this very important pro-woman

legislation. Women deserve better care than they are presently
receiving.

Respectfully submitted,

Do

David C. Reardon
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IDENTIFYING HIGH RISK ABORTION PATIENTS

While there is intense controversy regarding how many
women experience post-abortion psychological problems,
even pro-abortion researchers admit that at least some
women are negatively effected. According to the disposition
of the individual researcher, these negative reactions may be
loosely labeled as "serious," "significant” or "minor” and
the number of women experiencing these reactions may be
vaguely described as "many," "some" or "only a few." But
statistics are less subjective than adjectives. In one review
of the literature, the lowest reported rate for adverse post-
abortion outcomes was 6 percent, with most reports ranging
from 12 to 25 percent, and the highest estimates rising above
50 percent. With such findings, only the most biased of
researchers are so rash to claim that "no one" experiences
post-abortion psychological sequelae.

Because the existence of post-abortion trauma is now almost
universally accepted, many researchers are now focusing on
the factors which may identify which women are at higher
risk. From a political viewpoint, researchers who favor
abortion on demand are hoping to show that the "few"
women who do report negative post-abortion reactions were
actually emotionally "unbalanced" prior to the abortion. If
this is true, they argue, then it is possible that the abortion
itself is not the cause of psychological injury, but instead
women who were previously "unbalanced” are unfairly
blaming their problems on abortion.

BLAMING THE VICTIM

This "politically correct” view of post-abortion trauma
includes a kernel of truth surrounded by a lot of "blaming
the vicim." It is certainly true that women who are
suffering from mental disorders or have previously suffered
psychological trauma are more likely to subsequently report
more severe negative post-abortion reactions. Indeed, if one
thing is clear from post-abortion research over the last forty
years, it is that abortion is contraindicated when a woman
has mental health problems.

This is true because abortion is always stressful. How well
a person copes with this stress depends on the individual’s
resiliency and the conditions under which the stress occurs.
When a woman’s psychological state is already fragile, the
stress of an abortion can more easily overwhelm her. But
the fact that she was more vulnerable to stress than others
does not mean that the abortion is not the cause of her
psychological injuries.

If a glass plate and a plastic plate are both dropped, the .
glass plate is likely to shatter, while the same stress may
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cause the plastic plate to only crack or chip. In either case,
the damage cannot be blamed on the material; it must be
blamed on the fall. While the extent of the damage is
related to the nature of the material, the fall itself is the
direct cause of the damage.

In the same way, while the nature of an individual psyche
determines the extent of post-abortion injuries, it is the
abortion itself which is the direct cause of these injuries.

This "blame the victim" strategy which is being employed
by some pro-abortion researchers is not new. It is identical
to the type of reasoning used during World War I when
veterans suffering from "shell shock” were diagnosed by
military psychiatrists as "malingerers” or even cowards. In
an age when fighting for one’s country was romantically
idealized as adventurous passage into manhood, this
“politically correct” diagnosis was necessary to deflect
attention away from the fact that modem warfare was often
more traumatic than ennobling, Military officials therefore
attempted to suppress reports of psychiatric casualties
because accurate reports would have had a demoralizing
effect on the public.

In the same way, when pro-abortion researchers are
confronted with women who suffer from post-abortion
trauma, there is a tendency to blame the woman for being
"whiners" or "dysfunctional,” since it is common knowledge
in pro-abortion circles that abortion normally "empowers"
women, Some pro-abortion researchers even argue that
women should not be told of the psychological risks
associated with abortion because such "demoralizing"
information may make them even more prone to an adverse
outcome. It is better, they would claim, to be ignorantly
optimistic about the future than informed and worried.

WOMEN AT RISK

The comments above are useful for understanding the
impetus behind much of the recent efforts of pro-abortion
researchers. With this in mind, we can now look at some of
the very useful findings which these same researchers have
made in the area of cataloging pre-identifying factors which
can be used to predict post-abortion psychological sequelae.

The risk factors for post-abortion psychological
maladjustments can be divided into two general categories.
The first category includes women for whom there exists
significant emotional, social, or moral conflicts regarding the
contemplated abortion. The second category includes
women for whom there are developmental problems,
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including immaturity, or pre-existing and unresolved
psychological problems. Women with characteristics in
either or both of these categories would properly be
classified as high risk patients.

Conversely, a low risk patient can be described as a woman
who has maturely, thoughtfully, and freely arrived at her
abortion decision and has no emotional, social, or moral
conflicts which challenge that decision.

The following outline summarizes the major risk factors and
includes pre-identifying characteristics upon which women
can be screened for these risk factors.

RISK FACTORS PREDICTING POST-ABORTION
PSYCHOLOGICAL SEQUELAE

I. CONFLICTED DECISION

A. Difficulty making the decision, ambivalence,
UHICSOIVCd doubtsl,?..l1,14,16,17,19,Z3.2730,36,39,40

1. Moral beliefs against abortion
a. Religious or conservative values"’#*1353
b. Negative attitudes toward abortion’
c¢. Feelings of shame or social stigma attached to
abortion! '
d. Strong concemns about secrecy”’

2. Conflicting maternal desires®?
a. Originally wanted or planned pregnancy'!'7*#-?
b. Abortion of wanted child due to fetal
abnormalities®*11:14.15.20.2
c¢. Therapeutic abortion of wanted pregnancy due to
maternal health rigk?4!!420326

. Strong maternal orientation®”’

Being married®

Prior children'®**

. Failure to take contraceptive precautions, which
may indicate an ambivalent desire to become
pregnant*

h. Preoccupation with fantasies of fetus, including

sex and awareness of due date.'®

oo A

3. Second or third trimester abortion,®*"*2* which
generally indicates strong ambivalence or a coerced
abortion of a "hidden" pregnancy.

B.  Feels pressured or coerced!! 313323940

1. Feels pressured to have abortion
a. By husband or boyfriend
b. By parents
¢. By doctor, counselor, employer, or others
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2. Feels decision is not her own, or is "her only
choice"™*

3. Feels pressured to choose too quickly'*'®

C. Decision is made with biased, inaccurate, or
inadequate information!****

1. PSYCHOLOGICAL OR DEVELOPMENTAL
LIMITATIONS

A. Adolescence, minors having an increased
risk_3,9,12,13,23,26.32}5

B.  Prior emotional or psychiatric
problemsz,4,ll,l4.l7,19,20,27,32

. Poor use of psychological coping mechanisms'*>*

. Prior low self-image? 3354

. Poor work pattern *#

. Prior unresolved trauma®

. A history of sexual abuse or sexual assault,'’”*

. Blames pregnancy on her own character flaws, rather
than on chance, others, or on correctable mistakes in
behavior™**

7. Avoidance and denial prior to abortion®®

SN BN —

C. Inadequate network of social support

. Few friends **

2. Made decision alone, without assistance from
partner”®

3. A poor or unstable relationship with the
male pm6r4,19,2733.39

4. Lack of support from parents and family, either to
have baby or to have abortion'”#!4Z3:40

5. Lack of support from male partner, either to have
baby or to have abortion!*7#1419.5:27,2832,3439.40

6. Accompanied to abortion by male partner”

[y

D. Prior abortion(s)!!**34

THE ROLE OF THE MALE

The attitude of the male parmer toward the pregnancy is an
important factor in a woman’s abortion decision and is also
significantly related to how she will adjust after the abortion.
Because numerous studies have found support from the
partner to be an important predictor of good post-abortion
adjustment, researchers were recently startled by the finding
that accompaniment to the abortion by the male partner was
actually a predictor of greater post-abortion depression.

This finding suggests that an outward show of support,
accompaniment to the abortion clinic, is not an accurate
measure of the emotional support a woman feels. Instead,
accompaniment by the male partner may actually indicate
one or more of the following: 1) greater pre-abortion anxiety

The Post-Abortion Review
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bortion clinic’

' "m Inspection: The state says
complaints center on the new clinic
physician.

By Kathleen O’Dell
The News-Leader

* A Springfield abortion clinic will fix 12 deficiencies -
cited by a Missouri Department of Health inspector last
week, clinic interim administrator Lynn Wilson told the
state in a letter. :

--Most of the issues involve lack of verification of staff
credentials; a few noted non-sterile conditions. Wilson
said she has resolved some issues already. Once she’s
finished, a state inspector will re-inspect the clinic.

“It is our intent to be within all areas of the law,"”

Wilson said Tuesday. “We are a licensed facility and we
will continue to be. Our main purpose is to provide a
quality health care for the women of this area.”

. An inspector with the state Bureau of Hospital Li-
censing and Certification surveyed the clinic last week
on the basis of complaints, according to a state record.

. A state spokesman said the complaints centered on
the new clinic physician, Dr. Malcom Knarr, who has'
done abortions.there since Dr. Robert Crist resigned in’
August. Knarr travels from Kansas City on Wednes-
days to perform abortions at the clinic.

. Around the time of the complaints, former clinic

Administrator Leah Guymon re-

signed and told the state she closed -

the élinic until it resolved some

needed staff changes as a result of

the physician changeover. =~ =

Deficiencies cited by the state:

MW Patient care services aren’t un-
der‘the direction of a registered pro-
fessional nurse. '

M| Little or no documentation

was found to verify qualifications,

credentials, health status or con-

tinuing education of various em-

ployees with direct contact with

patients. 4

M There was no documentation
that the licensed practical nurse on
duty had current CPR training.

R There was no indication the

medical consultant available to the

facifity was involved in the peer

review process to assure the quality

and appropriateness of treatment.

W There was evidence of the pres-
‘ence of insects in the recovery area.

B Rust was found on an.operat-
ing-room table drawer and the table
used for the suction device.

B A mop and bucket and wash.

ing-machine are stored in a closet

adjacent to a utility room used for

sterilizing instruments, setting up

the chance of cross traffic of dirtv
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WOMEN’S COMMUNITY HEALTH CENTER
OF BPRINGFIELD, MO., INC.

1837 E. CHERRY S8TREET
SPRINGFIBLD, MIBBOURI 65802

MINUTES OF THE BOARD OF DIRECTORS MEETING

EN’S COMMUNITY HE SPRINGFIELD, MO., INC.
FEBRUARY 15, 199

Me szers Present: Paul J. Leight: Irving Greenman:
h .¢; Jeanne Burger; Vicki Borde; Etta Thayer.

—wilSon 7 f“afx&& rvww:fk& e ?ta&kicuyd- e,
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The meeting waé called to order at 1:15 p.m., by
ident, Paul J. Leight. Previous minutes were read

accepted by unanimous vote.

Jeanne Burger stated that it is taking an
ually long amount of time to receive reimbursement
the health insurance  company. After some
ussion, a motion was made by Lynn Leight to have the
etarv reviaw the options of changing to another
th .:i..rance company. The motion was seconded ani

ed,

Mr. Leight inquired as to how referrals

ared this year with last year. Ms, Burger made a
on, seconded by Ms., Bordo to have the administrator

«re a plan te tient-numbers which - {11 be
ented at the next Bocard meeting. The motic -2ssed

imously.

After review of his application, a motion was
by Paul Le.jit to appoin®t Thomas Tvedten, M.D. to
medical staf?f, The motion was seconded by Etta

¢r and passed unarimously,
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The administrator, Lynn Wilson, has been employed in the
health care field since May 198%.. She has a bachelors degree
in education, College coursework included chemistry, biology,
chemistry, phychology, abnormal psychology, and sociology. )
She also attended the University of Texas Graduate School of Aﬁ
Social Work for a six month course in Advanced Human Services
Planning whlle(éagig;;d by the Governor's Off;E;_E?\X?EEEEEE‘ 4;“ &
| She received training in abortion counseling from Jean
Burger, senior consultant for the parent company of WCHGC.
Dr, Tom Tvedten also worked with her for a period of six months
before she began providing information to patients.

Ms. Wilson has attendecd numerous meetings for abortion
providers including NAF, company training sessions iQ_ElSEiSa’
and symposmums such as that conducted by Parke«Davis pharmaceu-
ticals in 1993, -

Significant reading include such topics as contraception,
female anatomy and health; adoption, natural childbirth and
articles written by and for physicians on abortion procedures.

Jackie Martie is a licensed practical nurse who has been
employed by WCHC for over a year. Ms, Martie has spent time
with Drs. Knarr and Pendergraff to observe snd understand the
abortion procedure. She has worked with Mary Beth Rainwater,
MA in Counseling, to understand the patient's fears and reser-
vgﬁigps She has observed uore than fifty sessions conducted
by others.

She has also read thre following literature for a more
comprehensive understanding of tactors involved in decision
meking: A Clinical Guide “or Coniracention by Speroff and Darney.
Abortlon Practice by Warren Hern, and Upen Adoption in Your

Communiity by the V‘.ivn<l Federation for Adoption. @ﬂi;gr
| )
SERNFCI® , Pt Wompnis Camm fbattt CenTln
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"MISSOURI DEPARTMENT OF HEALTH
BUREAU OF HOSPITAL LICENSING AND CERTIFICATION

STATEHENT OF DEFICIENCIES AND PLAN OF CORRECTION

R

PE Of UCEMNSE DATE !NWCW_OOWLETED INSPECT] TYPe OF YRIT
I'nosprrar [ asc [ asormon cumuc 1/19/94 \%ﬁd Iadhw A2 A, |0 surver Qnswsrr "0 compLant
CHATY RANKE : PLAN OF CORRECTION
omen's Communily Health Center m"mm’ 77\18 U oisareroveo “-% chndrgan
REET ADORESS arr STATE 21P COOE EACH PLAM OF CORRECTION MUST BE CAOSS-REFERENCED
835-7 E. Chenny Sprlngfleld HO 65807 7O THE APPROPRIATE DEFICIENCY. ‘
Toxmonr  oen STATEMENT OF DEFICIENGY Moy o PLAN OF CORRECTION o
9 CSR30-30.60 [The govmnl)zg bod il Mo LiLakERTfull
[T)(AT: responslbility " for detiniiting )~ ImpLementing,
and monitoning po&m&ad“‘gob”unéng tke
. facilities tota( operatlons ' This” Jvé
(i ovident by:* .
ot %"7 1. The policies/procedures are not 1. Lynn Wilson is-the designee of the|2-28-94
\k\ approved by the goumn/utg body ox Board. She will approve policies
Q\?/ designee. and procedures., See Attachment 1
2. Some poticies are ncn-exislant such 2. Child abuse - Sée Attachment II |2-28-94
as those pertainlng Lo:. reporling of Smoking - See Attachment III 2-07-94
suspected incidences of child abuse; Infections - See Attachment IV 2-07-94
smoeing; repoxfing of infections to DOH; Minors - See Attachment V ' 2-07-94
condents fox procedured rnegardlng minord; Health status - See Attachment VI [3-25-94
employee required health status; reteniich Minor records - See Attachment VII2-07-94
cf neconds §ox casdes perxfoxmed on minord; QA - See Attachment VIII 13-25-9¢4
quality assurance program; preventive Equipment - See Attachment IX .  [2-10-94
mainfanance of equipment. _ é
317 Upon‘revtewsod clinical xecpondy, "L 3. See Attachment X . 2-23-94
was evident.that petients are premedicated The administrator is respon-
befone a decision. to preceed with The 51b}e.for monitoring this
¢ aborlion had been made by the facllity activity.
and accoading to established crlleria.
Thixteen (13} patients werne premedicaled
prion to the dentification of Zhe
gesdtation age which tunned out To be ovenl
16 weeks. TInternal crniterda exclude
patients oven 16 weeh gestativn. Also,
Gy one (1] patient was premedicated priox
3 to the pregnancy tesi, which tuxned out
N Zo be negative.
) W
ETUTI 1O THE DUREAU OF BOSPITAL LICEHSING AND CERTWICAT IOH WITI DN 1@ DATS FACWITY REPRESENTATIVES IIGNATURE nIE CATE
- AL L"'7~'f}/]
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"‘ATEMENT GF DEFICIENCIES AND PLAN OF CORRECTION

ZILEEY peaE ) DATE INSIECTION COMMETED SURVEYOITS NAME
Women's Cosmmunity Healilh Cenfex 1/19/94
s il STATEMENT OF DEFICIENCY s 32 PLAN OF CORRECTION CoEenaN
. credentialing mechanism {6 aveilable.
CSR30-30.060 [The medlcal xecord does goi contein
(2){c] evidence cf phydical examinationd and
discharge susmarxles. This 14 evident by: :
™. Figleen 13T aeconds reviewed {alled 1. Physician will note ph‘\:aical 4-01-94
fo have a physleal examination and a .examination and write discharge
dlscharge summany. summaries, Charts will be reprinted
2. Refer to 19 CSR30-30. 260(3)(C) for to reflect the necessary changes.
evidence of Lack o0f physleal exam. The administrator is responsible for
3. " The dischange swmmany avallable monitoring this activity.
only sfates "wieomplicated procedure.™
CSR30-30.060 IThexe is no policy that aeddresses the " See Attachment -VII. 2-07-94
[21{0} netention of records of patients coasideres
to be mincxza, This is evident by:
e Policy is unavallable,
2. Pensonnel was unawaxe of need o
policy.
I CSR30-30.060 A health assesdment L4 not belng conducted See Attachment XX. 3-18-94
{3)fc) on_patients scheduled fox an aborTion. ] -
This 1 evident Bg:
P 1. Fiffeen {15] of {ifteer [15] xecoxds
neviewed contained only a medlcal hisfoad
which Ls wxltten by the patient the day *
04 surgeny.
2. The physlcal exam conaists only of a
pelvic exam and vital signs. 4
3. According to persomnel inferviewed, ‘The physician mekes the firal deter- 6-01-9
an ultrasound exam i4 taken by a munse mination of gestational age by
“ technician who determines the gestation ultrasound. A staff member will
age and decides whethen an aboniion attend a sonography course offered
should take place. Thi4 icchnician has by a medical institution.
Us no spacial training.
i
&
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"ATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

ST NAME OATE INSIECTON COMMLEIED SUATRIORTS NAME
Yomen's Cormunity Health Centex 171994
Frrioyhed esn ITATEMENT OF DEFICIENCY R e FLAM OF CONRECTION e
CSR32-130.060 . #0 euidence that trained ptrsonne *
(3K winfeconadion-on-sitowmedivel BT |
Lon . - [RIA 8. CULGTR
T. Tht people condut counseling See Attachment XXI. 3-04-~94
axe the Administrator and a sungical
tezhnician. Wb _evidence of special "
JDradining provided.
2. szz::ugﬁ the Admninistrator stated One counselor has an'MA in Counseling
fwg (2] BSW people are avzilable fo One counselor is completing work on
provide coundeling, e nol her mastsrs in
ized in tha . A review of 1,267 charts in 1993
3. whe only evidence thal ingoxmation shows that 753 information sessions
gn aboxtion elternatives L6 provdded 14 .were concucted by these individuals,
contained in the "i{nfosmaticn seaslon” or 68% of sessions held.
04 the patient!s histosy s v5 " | Bach-patient reads and signs a "Dis- 12-07-94
"tgﬁ_"pw“‘ have been explained.” %{,‘ ng closure of Risks, Benefits and Alter-
) ] A Jatives statement. See Attachment XX1I,
CSR30-30.0608lc preventive mainiananced an emeigency N
i3t} . 7 |equipment is available. This is evident a,b(acﬁw
hhd by: 10
Jr. Thexe 18 no evidence that the "—/’771{77 ASee Attac:.ment IX. 2-10-9
suction machines have been checked ox — il '
that they cae on a noutine mainfanance
program to asceriain iLs proper .
{unetioning.
See Attachment VIII. 3-25-94

2) CSR30-30.060
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The aboxtion clinle has not developed a

Nquatity assurance paogram thal includes

att heatih and safety aspects of patient
ecare., Thit i4 evident by:

i. Thexe {8 no onganized, weitlen, and
approved protocol for a gquality
adsunance progaam. R

2. The only 3tudg conducled al this
time has to do with recead #eview,
howeven, documentation of the sfudy was
unavailahle for nevimw. A copy of a

rheck {oam waé previded which, accoadi:tg‘#

The adm.nistrator and medical direc-
tor wil. have responsibility for
this ac:ivity.

oA
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G0 M1 URI DEPARTMENT OF HEALTH
7%\ BUREAU OF HOSPITAL LICENSING AND CERTIFICATION

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

\\c l“: ,.f‘

TYPE OF VISIT

((PE OF LICENSE DATE INSPECTION COMPLETED INSPECTOR'S NAME L. A
(] nospitat (3 asc (B ABORTION CLINIC 10-21-92 Dorothy V. Weeler, R.N. O suavey [ revisit  BXcCOMPLAINT
URCILITY NAME PLAN OF CORRECTION BY
Waren's Camunity Health Center [ approvep L[ DISAPPROVED e
STREET ADDNESS cITy STATE zip CODE EACH PLAN OF CORRECTION MUST BE CROSS-REFERENCE
1837 East Cherry Street Springfield M 65802 TO THE APPROPRIATE DEFICIENCY.
: ‘[‘EEGF‘JE;"EL%’;Y 19CSR STATEMENT OF DEFICIENCY nggé;’&%’? 19CSR PLAN OF CORRECTION cooa’gescgron
30-30.00 (3)|1. Patient care services are not uder the direction |- (QO
of a registered professicnal rurse. Tre only R.N. ‘\ .
mdqusapmAgernmesex&o}Edmresporr @*
sibility for the supervisicn of the non-professical
persarel. P {d’
@\
S
| QQ}\? S
| ‘40 ‘}\ \
| 30-30.090 9 Mo doamentation was found to suppart or verify 6\\) \;’-
(3)(H) the qualifications of the irdividual providing o? O
infonmtion on abortion procedures, alternatives, 4 tv
infonmed consent and family plamning services. ©
No o0
0-20.060(1)(B)114]3. Mo documentation wes available to support that ’on'fdﬁ on
employees were oriented to the policies and ot vopP-
chiectives of the facility ror any evidernce of oY a (7 f
appropriate contiruing employee training.
emply
Fvai "3
“
R
\
TITLE DAYE

RETURN TO THE BUREAU OF HOSPITAL LICENSING AND CEATIFICATION WITHIN 10 DAYS

FACILITY REPRESENTATIVE'S SIGNATURE

" 140 5R0-1579 (5-91)
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THE BUSINESS OF LAW

Abortion Doctors’ Patients

Dy Junna Woo
Staff Repatier of The Wann Bt JOURARAL

Aharfinn dottors are facing & new kind
of mnipraatics Inwanli,

women have siorted moking unusual
eaims in such sults, alinging that Lhelr
phorttons amounted 1 assaulf and hattery
or cansed posltraumatic stress disorder,

An antinhorijon group eatled 1ife Dy:
nomics Inc., which encourages such
cinimn, oven suge
ROBIE neusing
nborllon clinlcs of
deceptive  trode
practices for pres-
suring wamen and
misreprasenting
ihelr options, Raes
ist or sexist dnctors, .
It also snys, ean m
gomellmes be #e Al .
cuted of vininting n platntif's eivil righis,
(The group won'l soy whether any decep-
tive-tradn practices or clvil-righta cirims
have hasn flled.)

The additinna claims, the group says
in maoterinl disiriimied to tawyers, can
help wamen nvoid caps on malprasicn
awards, In somn cases, Lhe group says, (he
ndditinnnt clatms can be uked as grotinds
for punitive damages.

Tho group, which also givas frea Jegal

lelp to nttorneys who fl ordinnry claims
nileging botched pracedurcs or inadeqiate
Information nhout riska, Is up front about
ils miitlent agandn, “'We would Hke in wee
ai! of (hem fabortion doctars) out of husk
noan,” $nys Mark Cruteher, president, But.
hae snys his group encotivages lawsuila to
pralect waman from bad doctors, He nr-
gues that tho vast majority of abartion
finciora dn such An inadequate job in
rerenning and Infarming patients of the
risks {hnt they enn he stied In cases of
pliystcol Injury,
. 'To tha Natlonal Abortion Frdaration,
nowever, tie group appenrs (o be trying o
drive nll atiortion providers out of husiness
with haregeing litigaton, “We helicve
[Lfe Dynamica' aclivities) 1o he unethl-
caland inbie very domaging 1o what should
e n logal process for redress of genuline
maipractice,”” says Sylvin Kiengle, the
group’s exeeutive dirsctor,

10s unclenr how mucli of o threat Life
Dynamics poses, Mr, Crutchor says the
grotip §8 naslsling atlorneys in 43 suils,
which lie declines to diseuss, Ahortion-
righls grotipa say they are aware of no
more thon & hehdful, Bul In response,
some nhortlon clinira are Hghtening thelr
potleies, go {that women wonld hnve n hnrd
fime clalming they didn't know the risks,
Bame ¢linjes are asking women (o write oul
in longhinnd & capy of the standnrd consent
{orm spelling oul what £on happen, Qther
¢lintes now videolape poticnts giving thelr

- eonment,

in o recen! coge, 8 inwysr afilliated
with L4fo bynamlcs alioged (haf a Louls
ville, Ky, nborlon clinic cesaulicd a 14-
yeornld whn gave cansent for an ahortloh
after she wns raped, An aunt hnd forced
the girl to undorgn the procedire against
her will, hier ntiorney argund, so the gitl's
consent wasn't valld, The patlent, now 18,
was (raumatized by the abortion, said her
Inwyer, Theodore W, Amahoff I, who
songht holh compensalory ond punitive
dnmages, ,

The caan was dismissed lnst month
beenuse fhe statale of Himitetions wng
shortar afler the plaintif! got married, and
{hie court never nddrassed {ha Allegations,
Bt the elinfe, IMW Women's Surgical
Conter, apent ahoul 88,000 and g yenr's
efforl on the lilgation. ‘1 beliave it wos o

Ieivnlous suil and a sull of harassment,” ».

xnid Donn Wells, exaentive director,

Mr, Amahin!f disagrecs, “1( dossn't he-
hoave s, from &N atiomey's parspeetive,
10 hring cases withoul suhsiantinl merit,
heenuse thesa are contingency rasas,’” he
rave, mesning thntawvers eollect o shiore

1n nddition, the group provides Inwyers
with material they ean use (o eolicH. clf-
anls, Including o professionally produced
teinvision commarcial, rodin seripts, mae-
keting trachures and tips for galting me-
dig aitontion,

_The TV ecommerelal, for Inslance,
shows a dlatressed woman on o slnrmy
night, “If you've heen physieally or smo:
tonally ln?urmj hy nn abortion, don'
sulfer in sifance,” n vojee.over says, ‘You
hnve a right (0 sack compensation in 4
court of law," ’

The adt appear lo he almed, at Jeost\

porily, nt. the weak linka of the abortion
movement — women who have hod ahoy-
{long despite heing philosopiteaily opposed
in the procedure. Ma, Slengie of the
Nntiona) Ahartion Federntion eays one in
five nhartion patlants falls inlo ihis group.
"Ji's § vary worrisomo suhsel of our po-
ticnis," sha saye, "Sometimon, eihleally, a.
provider hos 10 &8y, ‘I you tilnk you are
doing something wrong, 1 don't want o
help you do that,™ .
While courts hoven't yel de
whather fhe new cloims nre frivolous,
{udges §n other typos of molpractice suits
hinve allowed thom. '
Asssuil and battery, for {nstance, €an
he used In malpractica cagns I A patient

didn't give “informed consent” (o An-
aperation, saveral cotrts have sald, Bul

mnipractics Iawyers gy they seldom file
the moreserious  Assault-and-haltery
cltim hecause paticnts don't eolfect much
money {f they win, The reason is that
insurars rofuse (0 wrilz coverage for a5
gnull nnd hattery and other infantional
miseonduct, !

somn courts have altowed clgims Jor
positraumatle stress disorder in shortion-
malpractice suils. In a notable 1962 case,
New York state's highest court ollowed
such a claim ngainsl & doctor who per:
farmed an incomplate abordlon thatded o0

Broaden Suits

grotenque miscarrioge, The patlent was
awarded $126,000, TAfe Dynamics suRgeals
1n Jawyars that postraumatle sireas digor:
der oceurs in one ot of five nhortions,
One law firm tint often draws on Life
Dynamics' resgurces I8 Mr. Amshoff'a
tirm, Bwendsen, Amehofl, Maroney, Slre
hen, Smith & MeInermy. One of the firm's
pariners hng even done legal research
that the gmur hns pubiiehed. The Wash:
ingtan, 1.C.. firm, fqunded in February to
tpecintire in abortion malpractice, says Il

- has 2 pending coaes,

In & eontinu{ng Rhoda Taland ense, Mr,
Amehinff argues that, in additien o come
mitting malpraciica, A clinfe Inflcied emor
tonnt d!strcs? by performing an income
plate abortion'that led (o nn infection, The
snsn ngninst the Women's Medienl Conter
of Rinde [eland aigo Includes an assaulf-
ond-hliary claim, bosed on argumenia
thnt the woman wasn't fuliy aware of the

k8. -
Patricla A, Sulllvan Zesk, nn allornny
for the Women's Medical Centor, deniep
the nliegnlions. o
gwendsen Amshoff ins come undef firg
beeaype meveral pariners have dohe work
{or the and-ahortion movement, Bul parl-

ner Amy Melnerny soys, “We are nol,

movement sclivists or philorophers, We
Are adaw firm." .
swondsen Amsholl pariners say they
have nogotinted gettiemenis worlh hun-
dreds of thousands of dollars and worked

on two eages In which the physiejang |

subsequently had their llcenscs sus

pended, .

Logal othica experis, meanwhile, sy
they see nothing wrong with Jife Dynam-
fes’ taeties — even {f they nre pouuuu‘y

[}

,motivated, "Everything thnt this group

Asing,” says Now York tniversity profes:
nqr Stephen Gillers, "'ls within thair First
Amendment authority to ndvance thelr

LAWYERS & CLIENTS - -~

view of the worid Uwough (ha courts,”

Coudert Brothers Risks Losing |

Global Franchise to Competitors .-

Conlinted From Poge B
wouldn't turn arcund,” nayp depariing
paris pnriner Nienlns Bokojow, who added
ot financlal conalderations were not the
veason for Dils own depatiure, Both the
firm and Mr. Sokclow atirihuled their
sepsration 1o . “frreconcllable  differ
onens." ) ' .

Wheon he won elocled the firm's chair-
man lost year, one ol Mr. Willlame's
gonls was ‘"to push down Lo lncal offices a5
many Adminlstratve decisions s possl-
ble,” he soys. '] think we bave stic-
ceeded,” he ndds.

. After Mr, Williams Look over, the exec-
ullve commiltee awifdy eliminnted the
posilion of managing mriner. Insiead of
iaving a Now York ntlomey respotisible
for meoking noministrative  decisions
world-wide, nariners with those dutles
ware appoiniad in every office. Mr, Wil
liama acknowledges that the firm's previs
ous inaders wanted (o centralire doc
glon making. “'Wr have gone the other
way,"” ho says,
~ Bul the changes come ton Inte for
tome, Four Coudert pariners in Pans
and one In New York feapt at an offer
from Worhingion's Arent, Fox, KKintner,
Plotkin & Kalin, Under the arvangement,
tha Coudert group formad §ls own parinet.
ship hul agreed to exchange client'refer.,
rnip and rolated fees with Arent. %, The

" two firms will ajga joinly piich for busl-

negs nnd sy they wiil eonslder closer ties

. inthe future;, -

guch affillation s;}}acmnnts fre grow-
Ing common ag U.3, Iaw firms altempl to
tosl forelem watars without meking the

firm and of Arenl Fox.) ch
Coutlerd says the deporturas aren't slg-
nifieant. Mr, Whilams won'tsay how mneh

“the Porin defeciors billed las( yeor hul soys .

otiter people had “materially overstated”

the figures, He adds {hat the defectors' -
hillings dectined 4% fnst yent from the,

prior yanr and had continued to ho “'on the
decline” this year, “I1's not sonte kind of
death blow,”" says Couderi
Thomas Bristin in New York, e snys the
firm's revenues 1ast year werc o ‘s hit
over* $125 mitlioh, The firm now (s 127
partners working onl of a0 offiees,
Catdort's Mr. Willisms contends thad,
pfter all the defections, the firm Is “‘a.much
gironger srd more efficlent partnership.”
Bl Mr, Bokolow, wlio won't diacuss lils

Willings, says Couderl seemn 1o hie ““laking |

on ogaressive view in lermn of damoga
control , . . The faet thal you have o #piit
in the second-higgast office 5 a nonavent?
Tting, let §t be & noncvent.” ,

Slephan Heard of Aren{ Fox's New
York offico adds: “Let's focr ii, Coie
dert {8 the franchige we'rs all nihling
away ol.”" Mr, Heard, who led tie tnlks
with the Couderi group, snys Arcnt Pox
wps anger Lo expand 18 ovarseas fresencs,
which previously conslsted of twn small

- offices in Himgary and Baud| Arabls,

Altnugh i couldn't offer the Can
dort Jowyers the kind of vasi inlerna-

Jlional network (hny were accustomed ;.
the Washingion firm promised something -
else: "1 told [Mr, -Sokolow] we ware an

unstrtietured unbureoucracy,” Mr. Hoard
soym,

pariner,

st

Morris Get.  its
At Warner Unit,
Averting a Crisis

—rrbvo—

By Jrerrny A, TRAC/ITRRITRG
Ataff Rspartar of Tiw WALL BYRERT JDTMN,

NRW YORK~Headingnfinerisignt b
world's Inrgest rocord company, Warn
Muslc Group Chatrmnn Roherl Morgn
fina ogracd Lo v a now U1 and greal
onarating teaponaibilities (o Doug Morr|
progident and ehief operating officer
WarnerJ8. © " o -

‘AB of this morping, Mr. Morrls w
pe chairman and eliel axacutive of Wr
ner-U.8., which oversoes sl domeslie e
ord oprations of the Time Warner In
unit, In nddition, Mr, Morris will dirnel
overser one of the Inbels, Warner firs
Recards, until n now ehiaf execullve (s o
pointed. 118 expented U0t Mr. Marris w
move fram Worner Music's Now Yo
hinadquariers i Burhank, Calif.; whe
{hint Inhel i boaed, = V)

‘HuringWe Inst 48 hdirs, Mr, Mo
gndo and Mr, Mortls mel I inten
dlscunatons al Warner Musie's hordqua
(s of Th Rockefoller Plnes in New Yo:
avar whlher Mr. Morris woild bho or
powered 1o moke erjtical manageme:
drcislons, Althoigh Mr, Mongado namt
Mr. Morris to his carrent post in July, M
Morgado conlinued (s piny o highly asth
role i the managemont.of the group
domeatle labels, crealing idnalon w1
sparking Me, Morrin's rabefilon, -
 Under Mr, Morgado, te Warner Mub
Gmu{), {hough highly succarsful, han ber
fiesel hy unceriainly and managemt)
turnover, which mcard [ah) executive
blame on Mr, Morgado, 1ind Mr, Morgal
net made concassions lo Mr, Marris, mar
jn tha indusiry feared n wholessle d
;ecuos‘ of exacutivas and recording arla

rom the company.

Mounting discontant was lirought (o
hand carinr (hia waek when Lenr
waranker, president of Warner Bros, Re.
ords; declined Lo taka the chief exngilive

al, a roje he earllor ngreed (o asmm:

o Ostin, current ehairman -and chlc
excculive of Warner Bros, Reeords, i
nounced his depariure sariler this sup
mer, aftor losing n power atruggle /.
Indepandance with Mr, Morgado,

YAl of tse lasues havd heon resnlved
aald Mr, Morrs. "We've “tosolved ©
differances, and we are moving gnws
nnd upward, There was a .problom
overinpping responathilites, which to
soveral days of giffieuit talks 1o umde
stand and work our way through, hut
have dona so," BRI AP

Ona of Mr. Morria's most erilieal de
slons will involvn finding & now o
execulive (o hand Warnar Bros, Record:

Tha resolulion of the differonces |
{ween Mr, Morgarn, if yoara old, and b
Morris, fi4, comes ni*a critical jur
ture, The warner Muslcdrou‘v ihe Infge
misie combany In the worid, has jo
dominniad the 1.8, markel, Much of
puecass, hownver, reflecind tha siabliity
wasner Bros, Racords, whore Mr, Ont
was chief executiva-for the jnat 26 yem
However, Mr, Ostin's dociajon toloave U
Joh, nd M, Woranker's rejection of ¢
post, hns created conearn nhpnt thae lahe
future and §ls abifity to sign now nrifsie

“One of he roasons thal Graon, [
denided to sigm with Warner Bros. Recor
was hacaitse of (he quality of the peor
and the slabilty thal Mo and lenny go
the plaga,” sald Rlilol Cahn, mannger
1lso punk rock group. |

Hollywood CavinoComn, 4,
Gaming Company Reports
Surge in 8rd-Period Earning

Hollywood Casino Carn, Dallos,

orird thal 518 earninga mars thon dost
n tho third ntinrter, sending the gam
g -15




norehensive FIRST TRIMESTLR PPOYCEDURES [ 2A

ealth Joup TIME HERE . . . . . ARMw
ASSOCIates

iber of the national abortion federation

nt to make your time at Surgi-Care as comfortable as possible by giving you some
of what will be happening while you are here.

stay in the clinic will be about 4-6 hours. You can anticipate that some of
time will be spent just waiting. We try to see all patients as promptly as |
ble, but some delay is inevitable.

tages of your visit, with rough time approximations:

ompletion of your medical chart, review of

-al history and preliminary lab work. 30 minutes-1 hour
‘avment of fees. 10 minutes
“ounseling -- a time to explore your feelings and to
jour questions answered. Our counselors are profes-
11 and professionally trained. There will be two to DS edme oo
other women in the counseling session with you. ! hour D
—_— a2V
wi changz i W v i 3 ;
You will changz into a gown and have your vital S T¢omn = [2 rin o dh

s (blood pressure, temperature, pulse rate) taken.
4ill wait with the other women in your grout for
srocedure, 30 minutes - 1 hour

Physical examination and the abortion procedure.
counselor will be with you during surgery. 15 minutes

R&R in the patient lounge. During this time the

;ing and counseling staff will raviow birth control

jods and follow-up care. We will also ask you to

Jlete an evaluation of our serviccs so that we xnow

«e have met vour needs and expectations. 30 minutes - 1 hour

THE PARENT/PARTNER/FRIEND WHO ACCOMPANIES YOU. .

is not essential that someone accompany you to your appointment but support

ally is welcome during this time. Because our waiting area is small, friends
relatives are encouraged to leave their names with the receptionist and call

k in about three hours. By then, we should have a pretty good idea of when
will be ready tu leave and when they should return.

en, the person accompanying you is just as nervous as you may be. It should
_p you both to know that abortion by vacuum aspiration is the most widely used
| safest method of pregnancy termination. Sensations will vary, but they are
stly described as cramping or discomfort, which generally subsides within a

. minutes after the procedure is over.

hope this provides enough information to ease your mind and allay possible
ncerns. Let us know . . .

4401 west 109th street ; 1-435 and roe /@land park, @211 (913) 345-1400

CN D
3-/7




frﬁhehemswe -
ealth L i paslen
associates e T

\ber of the national abortion federation %A‘?ﬁé.,“‘;wﬂv s

PATIENT INFORMATION -+ ADVANCED PROCEDURES

Comprehensive Health provides outpatient abortion care for women who are in the
(Gecond)trimester of pregnancy. We have prepared the following information to

answer patient questions about our program and about how your time at our
clinic will be spent.

The D&E Option: The kind of abortion you will be having is called "dilatation
and evacuation. It is a relatively new procedure which is replacing the
induction types which required two to three days of hospitalization and a mini-
labor process. A D&E is safer than an induction procedure and involves much

1ess(patient:discomfort. Tt is the only kind of advanced abortion that can be
——— /__—-———.—“ ____—-—-—v—-———-. R -
done ¢on an outpatient basis.

okl ot bas>’-

CHA has been providing the D&E option for four vears. The clinic is housed in

a licensed ambulatory Surgery center regulated by the State of Kansas.
————————————————

Appointments: Patients are seen by appointment only. Call Monday through

Friday, 9 a.m. - 3 p.m., Saturdav, 9 a.m. - 3 b.m.

Fees: Payable on the day of vour first visit to the clinic. We accept
cash, travelers' checks or money orders. No personal checks are accepted.

15-18 weeks LMP - 3490
19-22 weeks LMP - $640
23-24 weeks LMP - $840

These fees are all inclusive except for Rh negative patients who need Rhogam
injections, which cost an additional $40.

Hotels: Overnight accommodations recommended for out-of-town patients are
available. Ask when calling for your appointment. Please note that patients
who live more than an hour's drive from the clinic are required to spend the
night(s) prior to surgery in the immediate area.

IMP: These initials stand for "last menstrual period.' Pregnancy length
1s calculated in weeks based on the first day of 2 woman's last normal mens-
trual period. Appointments are made for women based on this date; thus it

is important to be as accurate as possible when providing this information to
the appointment staff.

Schedule for Patients Who Are 23-24 Weeks LMP

TUESDAY will be your first visit to the clinic. You will be here for approX-
imately four to five hours. Your time will be spent as follows:

: 4401 west 109th street / 1-435 and roe / overland park, kansas 66211 (913) 345-1400
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Step | Lab work
Step 2: Initial interview
Step 3 Sonogram (an absolutely painless and eftcctive wav of determining the

length of pregnancy using an ultrasound machine

Step 4: Physical examination

Step 5>: Payment of fees

CStep v: Counseling)

Step /7: Laminaria insertion. Laminaria are small pieces of sterile seaweed.
Two or more will be inserted into yvour cervix to begin the process
of dilating it prior to the procedure itself on Thursday. Laminaria
are the safest possible wav to achieve cervical dilatation. Mild to
moderate cramping mav be present for a few minutes.

Step B: Medications and instructions for the next appointment are given. Vou

also will be given a medical emergency phone number to call should
problems arise during the night.

WEDNESDAY will be your second visit to the clinic. At this time, the lam-
inaria inserted on Tuesday will be removed and new ones will be put in place

to continue the process of cervical dilatation. You should be here no more
than an hour.

THURSDAY will be the day of vour procedure. Your total time here on Thursday
will be about four to five hours. The abortion will take about 10-15 minutes
under local anesthesia. You will be in the recovery area for about two hours.

Schedule {or Maticnts 16-22 Weele

TUESDAY will be your first visit to the clinic. You will be here approximately
four to five hours in the morning during which time you will follow the same
eight steps listed above. 1In addition, vou will return later in the afternocon
for a second laminaria insertion. The laminaria inserted that morning will be
removed and new ones put in place to continue the process of cervical dilata-

tion. You should be here no more than one hour for the second laminaria inser-
tion.

WEDNESDAY will be the second dav of vour procedurc.
information given under THURSDAY above.

Schedule {or Patienre 1313 Weeks

TUESDAY will be your firstL visit to the clinic.
mately four to five hours.
under TUESDAY above.

You wil! be here approxi-
You will follow the same eigh: steps listed

WEDNESDAY will be the day of vour procedure.

Please see the information
given under THURSDAY above.

CH >
3-2




American Medical Association ) JULY 12, 1993

-

Abortion providers share inner conflicts

By Diane M. Gianelii
AMNEWS STAFF

WASHINGTON — The women and
men who fill the conference rooms are
involved in a political war. but they
aren't waving banners or shouting slo-
gans.

Instead, they have checked their
bumper stickers at the door. And when
it closes behind them, they speak quiet-
ly and movingly of their work on the
frontline of America’s most controver-
sial battlegrounds: abortion clinics.

The discussions take place at work-
shops sponsored by the National Abor-
tion Federation. And they illuminate a
rarely_heard side of the abortion de-
bate: the conflicting feelings that
plague many providers who are seeking
1o balance the rights and needs of pa-
tients with the reality of terminating
pregnancies.

“Ambivalence is not a dirty word,”
says Terry Beresford, who trains abor-
tion counselors for Planned Parent-
hood and other groups. “We're not am-
bivalent about women's right to choose
abortion. And we are not ambivalent

ut the need for safe, legal abortion.

“But abortion is not a simple-mind-
ed decision. It is a complex one. Every-
body has mixed feelings.”

The notion that the nurses, doctors,
counselors and others who work in the
abortion field have qualms about the
work they do W.—

But among themseives— ork, or
at meetings with other providers —
they talk about how they really feel.
About women who come in for “‘re-
peat” abortions. About women whose
reasons for having abortions aren’t
ones they consider valid. About their
anger toward women who wait untl

late in their pregnancies to have elec-
tive abortions. And about the feelings
they have toward the fetus, especially
as gestational age increases.

They talk about ihe soul and where 1t
goes. And about their dreams, in which
aborted fetuses stare at them with an-
cient eyes and perfectly shaped hands
and feet, asking, “Why? Why did you
do this to me?”

Oddly enough, many of the issues
that disturb abortion foes also seem 10
trouble providers. Ultimately, howev-
er, they have different moral balance
sheets. For providers, the bottom line

‘Abortion is not a
simple-minded
decision. ... Everybody
has mixed feelings.’
Terry Beresford

is the woman's life and the particular
circumstances that drive her to choose
abortion. For opponents, the bottom
line is what actually happens during an
abortion: a human life is taken.

Over the years, the National Abor-
tion Federation has hosted numerous
workshops to help providers deal with
their conflicted feelings. Here is a sam-
pling of issues they've raised and some
of the ways they deal with them.

Repeat abartions
According to the Alan Guttmacher
Institute, a research organization affili-
ated with Planned Parenthood, 43% of
<

ey

the estimated 1.6 million abortions
done annually in the United States are
performed on women who have had
previous abortions.

ot all providers have problems
with ‘“‘repeaters.” The problem, they
say, is that many women are reluctant
to use chemical forms of birth control,
and that other forms are frequently
messy or inconvenient. They note that
a fertile woman has numerous opportu-
nities to become pregnant in her repro-
ductive life and say abortion is a better
alternative than an unwanted child.

But some are uncomfortable when
“repeat abortions™ seem t0 become a
habit. A counselor from Connecticut
told of a 31-year-old woman who came
to her clinic for her 14th abortion.

“There was a feeling among some of
the counselors that we should not con-
tinue to see this patient,” she told the
group. “A feeling that we were in fact
reinforcing this behavior.”

Another told of a client who came in
for three second-trimester abortions in
less than 18 months. “She waits til
she's almost 21 weeks,” then she comes

in for an abortion, said the counselor

from Utah.

Then there was the Colorado woman
who became pregnant every time she
“fell in love,” hoping it would lead to
marriage. She has had seven abortions.

The discussion got down to the issue
of how many abortions is 100 many.

“I had to work through my own is-
sues with women who had multiple
abortions,” one counselor said. “And I
did become moralistic and judgmental.
My first cut-off was two. It's gone up 10
four.

“I'm going to be honest and say

See ABORTION, page 36

B2



bortion

Continued from page 3

that's hard for me. I really wish I could
get past the four. ... If it was 14, 1]
know [ would have a very hard time
sitting across from this woman and try-
ing to be as pleasant as possible.”

A discussion facilitator asked. “'Is 14
100 many? Well, what's the right num-
ber? ... Is 10 100 many? [s five too
many? ...

“1 haven't seen where the woman’s
uterus falls out after the eighth abor-
tion or anything like that.

“I'm wondering if it's something
within the person thinking that it's not
quite morally right. And maybe there’s
some leftover business that they need
to tend to,” she said. -

*1 don't think her problem is preg-
nancy,gL,hQ;g_blem is repeat abor-
tions.(% ~problem,; This is
self-destructiv avior,  another
counselor added.

Maybe the woman is making the de-
cision “‘not to contracept,” said anoth-
er counselor, “Isn’t that valid?”

Another responded: “Would we call
this woman self-destructive if she had
14 children? We continue to buy into
this view.”

For one counselor, the issue was not
one of morality but risk. “*Abortion is a
procedure ppt without consequences,”
she said. “*And so to subject yourself to
risk 20 times is like mountain climbing
on a peak without a rope. Twenty
times is more risky than once.”

Late-term abortions
When it comes to abortion, probably
nothing is more gut-wrenching than the

issues raised by laté-ierm procedures,

those done in the sécond and tiird tri-
mesters.

Those attending these workshops do
not argue about whether human life
begins at conception. For them and
other abortion rights advocates, the
critical issue is ‘‘personhood.” And
some have definite ideas about when
this happens: When brain activity be-
gins. At quickening. At viability. At
birth. When the woman decides she
wants to have the baby.

But most support the notion that the
fetus is not a “*person’ — at least at the
point that the abortion is performed.

Abortion opponents, on the other
hand, take issue with the focus on “'per-
sonhood.” Most consider it a highly
subjective religious or philosophical
concept designed 1o avert attention
from the biological fact that human life
begins at conception. From the mo-
ment a genetically distinct human life
is created, they say, it has moral stand-

ing and deserves full legal protection.

Beresford, who feels that a fetus is
not a person at_anv stage of develop-
ment, says the “rights Iic on the side of
(e Born person.” But she acknowl-
edges that many people begin 1o have
different feelings about abortion as the
fetus starts 1o develop. “\

“Most of the issues in late abortion
are not significantly different from the
issues in early abortion,” she said at a
seminar on second-trimester abortions.
“It’s just that it's very easy not lo need
1o face some of these issues . .. in firsi-
trimester [abortions].”

In the second trimester, she said, one
has to deal with the “complications of
the medical intervention™ and “the
fact that the fetus begins to resemble
more and more what we think'of as @
baby.”

“So what you're getting is not only
the stuff that connects to second-tri-
mester [abortions}, but all the stuff that
connects to abortion,” she said.

Beresford supports the availability of
abortion throughout pregnancy, re-
gardless of ‘Tiie woman's reason. "Bl

-’ 1ot saying 1'd be any-good in a
procedure room past a certain point,”
she acknowledged.

Not all providers do late-term abor-
tions, and those that do have varying
,dggglg}g‘s of comfory with them.

“This may sound like repression;
however, it does work for me,” said a
counselor from Kansas. “When I find
myself identifying with the fetus, and 1
think the larger it gets, that's normal
... then I think it’s OK to consciously
decide and remind ourselves to identi-
fy with the woman. The external crite-
ria of viability really isn’t what it's
about. It’s an unwanted pregnancy and
that’s the bottom line.”

A Seattle nurse talked about watch-
ing her first late-term abortion, done
by a dilation and evacuation method.

“] was watching the doctor struggle
with the cannula, trying to pull it out,”
she said. 1 didn't understand what the
resistance was all about. And 1 was
very alarmed and all of the sudden the
doctor puiled the cannula out and
there, as I was at the woman’s side, |
looked down at the cannula and there
was a foot sticking out.

I will never forget the feeling [ had
in my chest as the doctor pulled that
;:)anm;la out'.n And it almost took the
reath out of me. Because the reality of
this was very hard for rh'é%—LL'

The nurse said it took weeks for her
to process the issue. “This sounds term-
bly cavalier, I suppose, but within
about a month, like evervthing else we
do after a while, it just becomes pretiye
routine and it has never bothered me
since then.”

A New Mexico physician said he was
sometimes surprised by the anger a
late-term abortion can arouse in him.

On the one hand, the physician said.
he is angry ai the woman. “But para-
doxically,” he added, "I have angry
feelings at muyself for feeling good
about grasping the calvaria, for feeling
good about doing a technically good
procedure which destroys a fetus, kills
a baby.

*“! don’t think I've ever heard any-
body talk about that. But there is a
good feeling to doing a good job. Even
with the destruction of a pregnancy as
the outcome.™

An Arizona clinic administrator said
her clinic gradually had increased the
gestational age at which they per-
formed abortions from 12 to 16 weeks.
Along the way, she said. the staff peed-
ed ta_gdeal with conflicting feelings.
“One of the things that we've done is
talked about where does~the soul go.”

It helps when the staff can sit down
and say things like, “*Yeah, that’s what
disturbed me about $éeimgThat Titile

“Tace, ... Tknow T'm not going to burn

in hell anymore. But I'm still kind of
concerned_about how it all fits togeih-
er.”

A physician assistant from New
York said she does ultrasounds to de-
termine gestational age on women with
advanced pregnancies.

“When | can identify the four cham-
bers of the heart, I stant feeling miser-
able. And when " put my han
somebody to feel how big they are and
I get kicked, I'm barely able to talk at
that minute. -

I want to say to that woman so bad-
ly: *What went on here? Why weren't
you here six weeks ago?" ™

”

‘Everybody in the world is ambivalent about
abortion. Abortion is about life, death and sex. And
except for eating, that's everything that matters 1o us.

Terry Beresford
”
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Beresford said it is quite common
for the counselor 1o identify more with
the woman and the nurse to identify
more with the fetus. “One of the things
that those of us who do counseling get
that often the doctor or the nursing
staff don't get,” she said. “is we get the
lives of these women. We know what
thev're dealing with, we know what
their issues are, we know how hard it
was for them 10 make the decision, or
why they came late.

“We're more easily able to identify
with that woman on the table, even
when the doctor is pulling out fetal
pants of an advanced pregnancy.”.

Tough questions; tough answers

One of the most vexing problems
providers face is their feelings about
procedures done for reasons that make
them - or others — uncomfortable.

Sometimes it’s *‘sex selection™ — the
patient wants a boy and is carrying a
girl. Sometimes the woman tried un-
successfully for years to become preg-
nant, then changed her mind when it
finally happened.

One counselor talked about a couple
who had been married for 12 years and
had “an absolutely wonderful life.”
When they became pregnant, they were
confused. They loved children, but
never consciously decided one way or
another to have them. They went to the

abortion clinic for advice: Would Rav-
ing this baby make their lives better or

worse? They ultimately chose abortion.

The counselor saidThe 356 wWis one
of her most difficult, because usually
““there is some factor that’s really bend-
ing the person's decision.” In this case,
she said, the couple made a choice with
B0 _concrete reason.

“Pamn it," responded one discus-
sion leader. “This is where the opposi-
tion has had an effect on us. Stop and
think: Where did you get this notion
that there has TG be some—very special,
particular, some sort of reason that's
better than some other sort of reason? |
think you got it from the am.i;a];QrLiosg
movement in America. They have
little 1o hang their hat on, that one of
the things they've chosen to hang it on
is that there are all these women out
there who are having abortions for friv-
olous reasons.

“People’s lives are complicated. ...
And those people would have a baby or
have an abortion for a multiplicity of
reasons, not one that stands out that
you put on a bumper sticker,” she said.

“The truth of i1 is, none of us is
nonjudgmental,” Beresford said. ““And

different patients push differen
buttons for different people.

“Even though we say, ‘No woman
should have to justify her abortion,’

: reason is an adequate reason,’ in
your heari>yoU know that you are more

»~ “She’§probably not prepared for

sympathetic at this time in vour life 10
certain reasons than you are 1o cenain
others. And it changes for us over
time.” M

_One thing that doesn’t change over
time. however, is the kinds of ques-
tions patients ask. Questions that
sometimes stump the staff.

Like whether the fetus feels pain dur-
ing the procedure. -

“This is a big concern™ for both staff
andmﬁﬁmmic empioyee
from Massachusetts. After all. she said.
it is a dismembered body."

SHe deals with the issue by compar-
ing it 10 the saline abortion she had
vears before, performed because of a
fetal anomaly.

“In all of the choice movement.
there is a balance between the fetus and
the woman.” she said. “And between
my experience with a saline abortion
where I suffered. vs. the option of a

D&E where ves. the fetus may suffer, | .

always choose the woman.”
Patients also sometimes ask to view
the fetal remains. A Toronto physician ,
said she didn't know “*how and wheth-
er we [should] protect the patient from
the'?EéLl'ﬁ”c_)Pp’r()cedure.“ She said she
reguiarlymg the ultrasound screen and
“whisked away™ the “fetal products.®

what she’s going 10 see.” she said of the
patient, .

Beresford said that before that par-
ticular workshop, someone had asked
her what they could say to staff “to0
make them not look so shocked when
they look at a 20-week fetus.”

“The answer is: There isn’t any one
thing you can say,” she said. “And
there’s nothing that you can say once
that will do the trick. This is ongoing
business for people who work in abor-
tion. It has to do with doctors. It has to
do with nurses. It has to do with coun-
selors and lay personnel.

“It has to do with who carries the
instruments out of the room and who
bags the fetal remains and who carries
the bags to wherever you carry them. It
has to do with every single person in a
clinic. It has to do with the bookkeeper
whose mother wants 10 know why she
doesn’t keep books in some nice little
business that can be mentioned at the
dinner table,” - )

It’s hard being in a profession
“where you have a hard time answer:
ing the questions that other people ask
you about what vou do,” she said.
“You come to not feel so good about
what you're doing éven when vou
thought you were doing something
wonderful.”

" ‘Everybody is ambivalent’

Sometimes these feelings surface
with patients. )
A nurse who had worked in an abor-

uon clinic for less than a vear said her
most troubling moments came not in
the procedure room bp‘t_aﬁgﬁwix;i_s.
Many times. she said. women who had
just had abortions would lie in the re-
covery room and cry. " *I've just killed
my baby. ['ve just killew

“["don't know W G say to these
women.” the nurse told the group.

“Pat_of me thinks. ‘Maybe they're
e e e

Heht ™

%uch self-doubt is not uncommon in
the abortion field. Beresford said.

“People have different feelings at
different times. And they get scared.
They start to think they're not really
pro-choice because they're feeling sort
of icky about some of what they're see-
ing.” But such ambivalence is normal.
she said.

“Evervbody in the world is ambiva-
lerit_ about aboriion. ABOIioN s about
life. death and sex. And except for eat-
ing, that's everything that matters to
us. So it's no wonder we've got issues.”
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Jane Doe #3

The expediency of abortion encourages women to be weak, dependent, and ncapable of
dealing with unexpected challenges. This mentality tells women they must depend on
abortion to solve their problems for them. Abortion has been sold to women under false
premises. We have been lied to, manipulated, and exploited. For too long we have
remained silent, too ashamed to speak out. No longer am I willing to be silent,

Scared and unaware of what to do at the time of my crisis pregnancy, my boyfiiend and
I took the abortion pamphlet offered to us by the health clinic nurse and scheduled an
appointment. I used the 1dentity and birth date of someone else when scheduling and
recieving the abortion. To my surprise very little information was asked of me and very
little was given to me. Prior to my abortion, no attention as given to alternatives, what the
procedure entailed, or fetal development. No time was offered to consult with the doctor
about the nature of the physical and emotional risks of abortion.

When the abortion was over and I was able to go to the waiting room, my boyfiiend
asked me if the doctor told me if the baby was a boy or girl. It was at that moment I began
to realize the magnitude of my decision. This uninformed decision, this "right”, was now
filled with sufferings and regret. What was aborted during that procedure I later
discovered, was far more that a product of conception. This "product of conception” at the
time was approximately 21/2 to 31/2 inches long, weighed roughly 172 to 112 ounces, had
fingers, toes, and nails, This "product of conception” also had a heart beat T knew nothing
about.

Physically, I have healed from the abortion, despite not returning for follow up care.
Unfortunately, the emotional trauma has been excruciating and has ranged from depression
and hellish nightmares to utter grief. There is no way you can feel the pain or emptiness 1
feel knowing I made the wrong decision. What a difference simple information like that
proposed by House Bill 2269  would have made.

/—/0[{5& _\T,(—.CICQ\\OU/ \/
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To my knowledge, abortion is the only surgery for which the surgeon is not obligated to
inform the patient of the exact nature of the procedure. We need to ask ourselves why.
Since abortion is provided as a commodity not as a medical necessity, it's only logical that
abortionists or others who profit from it would reject medical standards. The abortion
industry like some big businesses resist government regulations for foar it might reduce
profits.

How then, can we in good faith support an industry that presents itself under the guise of
medicine but repudiates the obligations, codes, and oaths of medicine, specifically
informed consent?

The destruction of human life is an irreversible event which has negatively altered my
life and countless others. What a tragedy to make a life changing decision such as this
without all the facts. There is no liberty in a society that encourages irresponsibility
through the concealment of important information like that in House Bill 2269

This is not about being pro-choice or pro-life, for both sides agree that the expected
outcome of abortion is always death. This is about the value of truth. Twould ask you to
have the courage, honesty, and conviction to pass this bill. To do anything less will be
demeaning and destructive to women and children.
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- 'Z to draw public attention and awareness to the facts that women have the Right

To Know and to be protected.

We, believe the basic right’s given women in Roe VS. Wade have not been upheld nor complied with by
the Supreme Court, Many Physician’s, and abortion medical facilities throughtout this country.

Why do our women suffer from such medical procedures from which legal and medical codes deny the
patient the right to information and/ or informed concent?

Most abortionist’s reject All obligations, codes, and oathes of medicine that through the centuries have
given medicine a place of honor.

W< iggp 70 ..~ support -. legislation for not only the Women’s Right To Know bills, but any and
all legislation that helps inform women of possible risks involved for each type of abortion
procedure. This includes the psychological and physical complications. This does not wittle away at
women’s rights but indeed empowers them to make a clear andinformed decision about what they are
possibly and probably going to experience.

Planned Parenthood Vs. Danforth 428 US 51, 67, 1975, states “In forming a medical reccomendation,
the PHYICIAN is OBLIGATED to develop this opinion “ in light of all factors- physically, emotional,
psychological, and the womens age-relevant to the well being of the patient.” And in ALL cases,the
weighing of all factors should operate “for the benifit, not the disadvantage, of the pregant women.
Doe VS Bolten.

410 US 179, 192, 197 1973.

These laws were made to PROTECT women But where is the protection? We ME, E' o to ensure
women protection and remedy the flaw that prevents women to sue and recover damages from their
abortionist’s. believe in the right to civil action law suits.

Abortionist’s and abortion providers need to be held accountable. Women deserve to be given the
highest degree of medical care and receive complete information on the reasons for her physicians
recomendation, her alternatives, her risks, and any other information that may influence her decision to
follow or reject a recommendation to abort.

Examples, such as the fact sheet: The Emotional Effects of Induced Abortion:[New York Planned
Parenthood of America 1993]

There are well established predisposing risk factors in the medical and psychiatric
literature which are PREDICTIVE of a greater likelihood of regrets or other adverse emotional
reactions to abortion. These risk factors include, but are not limited to , the Jollowing:

Jeelings of being pressured 1o have the abortion; feelings of attachment to the unborn child; a
history of prior psychological illness or emotional instability; strong religious convictions against
abortion; lack of support from partner or parents; a second or third-trimester pregnancy; low
expectations of coping well.

Again, - - we have the Right To Know physical complications that can occur on any of the
abortion procedures. Full information pertaining to our physical well being should be given to us.



- Nancyjo married the father. After graduating from high school they had their second child. - Lo

the age of 17 during her Junior year in high school Nancyjo became pregnant. Refusing to abort 1... oaby

Rebounding from the divorce and thinking she was "safe" on the pill, she got pregnant with her3rd child and 4 months
later, married again. On October 30, 1974, not even 2 months into the marriage, her second husband decided 3 kids
were more than he could handle and walked out. In her distress she turned to her family for support. Instead, she
found scorn. Her mother said, "Nancy, you'll never amount to anything. No man will want you with 3 children, let
alone the 2 you already have. You'll be on welfare the rest of your life. You've got to have an abortion."

Two hours later, she sat in Dr. Fong's office, terrified, not wanting to abort her child but seeing no alternative. The
doctor didn't bother to examine her. When she asked him what he was going to do, he answered, "I'm going to
take a little fluid out and put a little fluid in. You'll have severe cramps and you'll expel the fetus.” She was told
to go to the hospital, get admitted and he would be over in an hour. As she sat waiting for him, she thought about
what he'd said, picturing a regular sized shot. When he pulled out a 4" needle with a 6-8 inch cylinder, everything
within Nancyjo wanted to scream, but she was paralyzed with terror,

She lay there frozen, as the doctor prepped her and using the syringe, took out 60 cc's of amniotic fluid.
Immediately alter he injected the 210 cc's of 20% saline solution. He left and her baby began to thrash
around violently. Nancyjo talked to her daughter the hour and a half it took her to die begging for forgiveness.
Nancyjo still remembers the last weak kick against her lower left side. The nightmare of what was happening
seemed unbearable. Nancyjo was never told what would happen to her - never told she'd feel her baby die. The
severe cramps were in reality, hard labor. '

After the baby died, nurses came in, started an I-V of pitosin to induce labor, then left. -Nancyjo tried to summon
help, pleading for someone to be with her, but no one came._It took 12 pain filled hours, but she finally delivered
her own daughter, alone. She was 14" long and weighed a pound and a half. She had a head full of hair and her
eyes were opening. Nancyjo held her for a minute before the nurses rushed in, grabbed her out of Nancyjo's arms
and threw her into a bed pan. Nancyjo heard her tiny heag hit the cold metal. Then they yanked on the umbilical
cord, jerked the placenta out and left. Nancyjo lay there tormented by guilt and grief. Bleeding and infections
continued for the next four months. Too ashamed of her abortion to go to her regular ob/gyn, she returned to Dr.
Fong fora D & C. Three weeks later she was running a 105 degree fever and doubled over with pain.

She went to the bathroom and expelled over 20 yards of black packing the doctor neglected to remove after surgery.
She was rushed to the hospital and the examining doctor exclaimed, "My God, Nancy, who has butchered you

like this?"" Tull of shame, she refused to tell him anything. He said, "Nancy, he has cut off your cervix and you

have an open uterus. You will never stop bleeding. Who has done this to you?" She still refused to tell him
saying he only had to make her well. So at 22 years of age, she underwent a complete hysterectomy because of her
"safe, clean, legal, hospital performed abortion. " '




EXECUTIVE BOARD
Douglas Wood °
President

Jim Berger:
Vice President

Cathy Kosic
Treasurer

Dan Shiel
Secretary

Dawn McClelland
Executive Director

BOARD OF DIRECTORS
Joe Botsko
Anna Baker
Douglas Brooks, M.D.

- David Gillugly
Kiersten Heyd

 LauraMusfelds
. KatieKranz . . - |’

~ PHONE:

February 13,1997

,Deat Committee Members and Chairperson;

Thank you for allowing me to share with you. I am testifying in defense of the
"Woman's Right to Know" bill. My concern for this bill is partially due to the fact
that I work with women in crisis pregnancies and post abortive women every day,
as director of Advice and Aid Pregnancy Center in Overland Park.

The abortion clinics and our center see the same women... women in crisis.

- Crisis makes any person more vulnerable. It is hard to think straight when you

think your world is falling apart. I make a point to ask these girls if they have been
to a doctor and received accurate information. Few have, and even those who have
already set appointments for abortions or have had them, say they did not receive
much mformatlon They are handed a piece of paper to read and they 31gn their
name.

I have had chents tell me they aborted then' baby or were thmkmg of
aborting because they got drunk once or twice and were afraid their baby would be -

~deformed. Ihave had women argiie with me after going through fetal ‘development

_ _hterature and seeing the pictures, because they were told at the abortion clinic thatit . -
; was a mass of bIood cells or fetal tissue. We are not medical professxonals nordo . =

- We pretend to be, so we are not qualified to answer some of our chents questlons
‘These are questions their doctors should be answering.- ' ;

- Thave also had an abortion. My dentist took more time to tell me about a

‘cavity, then my abortionist did to tell me about a procedure that would affect me

the rest of my life. After my abortion I also had a cryo, which is a procedure done
to freeze abnormal cells that had developed in my uterus. My doctor told me;

afterwards, that that was quite common after an abortion. Afterwards I'also - N

learned more facts on fetal development and options. That devastated me more -
than the pregnancy ever would have If this was such a ch01ce why wasn't I glven
all the information? :

. Frankly, I have a hard time trymg to flgure out why thls even has to be a

bill. It would seem that it is common sense, say nothing of professmnahsm fora

woman's doctor to take the time to help her come to the best decision for her. She is
not able to do that if vital information is w1theld And 1t is my expenence that vely
few are getting that vital information. -

- T'am enclosing a copy of a survey done last year representmg 1 410 post
abortive women. The survey addresses the issue addressed in the "Woman's nght
to Know' bill. Please look at this information and consider it in your decision.

This bill hurts no one. It will only do good for women in CI'lSlS We need 7

N3/385-3484

24 HOUR HOTLINE:
N3/365-3485

advocates This bill would help to insure that. . : -

9948 W. 87th St. Ste. B, Overland Park, KS 66212 f/ousa\)udtumfy
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My name is Teri Reynolds and I am the president of the board and
interim director of Pregnancy C.A.R.E., of Olathe, KS.. I have
been a lay counselor volunteering at the center for four and a
half years. At the center, we do free pregnancy tests, offer
education on abortion and alternatives, and provide referrals
to area agencies and services related to the needs of the
client.

I came to this ministry work as a result of my own abortion
experience fourteen years ago - in Wichita, KS.. At the time,
because of a pregnancy that was unplanned, I chose to abort.
There was only nominal disclosure and counsel available to

me at the abortion clinic, and I was not made aware of the
risks to my fuﬁbre emotional health, the true and accurate
fetal development my baby had achieved and the preliminary
paperwvork was cursory at best, in helping me with the decision
I was making.

I believe that the clients I see regularly, at the center I
work, are not getting the kind of education that they get

at our center, with regard to the risks associated with
abortion, anywhere else. The dismay with which women who

are postabortive learn of their baby's development, the

grief that they continually live with and the problems that
stem directly from their abortions are extremely overwvhelming.
A law that requires these women considering abortion be given
full disclosure about risks and alternatives would no doubt

be in their best interest. It may prevent these women from
chosing abortion, to be sure. But they have the right to

make informed decisions and have the facts.

I believe that my decision to abort may have been altered

f Hhouse. qmﬂ@(‘ar')’
z_/o/éﬁ%ﬂ- 11(616’ rnéi’//- 7
L ﬁ/ 2/13/97

had I been better informed.
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Abortion Inf tion S

The Open Arms’ “Abortion Information Sheet” (AIS) Project is an on-going post-abortion
statistical survey which began in 1986. The early surveys were primarily gathered from women who
had contacted Open Arms for post-abortion help and support. ,

Currently, several crisis pregnancy centers (CPCs) are asking their post-aborted clients to
participate in the survey. This brings a balance to our sampling because these clients are typically
coming to the pregnancy center to find out if they are pregnant, not for post-abortion counseling.

Although the survey is not conducted under strict scientific methods, it offers evidence of trends

to look for in the post-aborted. We first released our survey results in January of 1993, with data

collected from 650 women. Now, three years later, our data represents 1,410 women.

Total Number of Surveys 1,410 Could remember doctor’s name:

Yes 300 21%

Averages: No 826 59%
Age when they filled out the survey 29 i
Age when they had their abortion 21 Felt were adequately informed about the baby:
Weeks along when abortion was performed 10 Yes 509 36%
Cost of abortion $311 No 811 58%

Not Sure 35 3%

Type of Abortion: . L

Suction 949 67% Feltwere adequately informed about complications:
D&C 143 10% Yes 534 38%
D &E 29 2% No 761 54%

Saline 39 2% Not Sure 46 3%
Hysterotomy 4 5%
Other 21 2% Would have liked pro-life information then:
Can't Recall 216 15% Yes 805 57%
No 323 23%

Number of Abortions: Not Sure 122 9%

One 1001 71%

Two 244 17% Was the abortion illegal:

Three 76 5% Yes 77 5%
Four or more 41 3% No 1397 99%

Reason for Abortion: " ?g;ft;:'t‘f{h‘:
Social 1155 82% If Not—Would they have an illegal abortion: Open Aras National
Economic 120 9% Yes 127 9% Office, but may be
Health 67 5% No 927 66% reprinted if the
Life 16 1% Not Sure 135 10% following information
Rape 18 1% is included:
Incest 5 5% Would they have this abortion again: m:’;g:;‘,’ﬁ;n;‘;

Yes 207 15% : ;

Abortion Paid By: No 1047 74% sttt areen
Mother of baby 487 35% Not Sure 60 4% anyone has had an
Father of baby 443 31% abortion and would
grandparentts of baby ?(1)3 22:;0 Did the relationship with the father of the baby 1{;6 to participate, or

overnmen (PR, if a crisis pregnancy
Insurance o1 6 0/: end soon after abortion: . center would like 1o

Oth 82 6% Yes 776 556% help collect data,

er ° No 611 43% please contact Open

. s o, Arms for official

Client’s Income Bracket (Family’s): If the relationship did not end, how was it affected: survey forms.©Open

Low (Under 15K) 576 41% o Arms National Office,

. o Became closer together 78 13%
Middle (15K-35K) 343 25% . . P.O. Box 9292,
U Ab 5K 62 5% Increased their problems 297 49% Colorado Springs
pper (Above 35K) o Did not have any effect 168 28% o oo
(Continued on p.4, see “Abortion Survey”) (719) 573-5790

Open Arms Newsletter/Spring 1996 1

House Tudie .
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Abortion Survey

(Continued from p.1)

Psychological/Emotional Problems:

Guilt 1104 78%
Lower self esteem 766 54%
Nightmares 417 30%
Crying/depression 949 67%
Regret/remorse 972 69%
Frigidity 281 20%
Hostility/hatred of men 397 28%
Promiscuity 291 21%
Feeling dehumanized 379 27%
Abusive to Children 48 3%
Despair/helplessness 588 42%
Eating Disorders 242 17%
Can't make decisions 449 32%
Suicidal impulses 335 24%
Can't forgive self 827 59%
Preoccupied w/ death 230 16%
Anger/rage 661 47%
Preoccupied w/aborted baby 438 31%
Drug/alcohol abuse 390 28%
Desire to get pregnant again 484 34%
Desire others to abort 67 5%
Suicide attempts 184 13%
Thwarted maternal feelings 175 12%
Other 130 9%

Open Arms

P.O. Box 9292
Colorado Springs, CO 80932

Physical Complications Reported:

Hemorrhage 130 9%
Infection/high fever 107 8%
Neo-natal death & Stillbith 21 1%
Perforated Uterus 12 1%
Long/difficult labor 133 9%
Cervical Lacerations 21 1%
Sterility 2 2%
Damage to Bowels 12 1%
Infertility 101 7%
Peritonitus 2 0%
Cervical Damage 33 2%
Shock/Coma 27 2%
P1D-tubal infection 37 3%
Blood Clotting Defect 57 4%
PID-uterine infection 64 5%
Intense pain 347 25%
PiD-tubal/ovarian abcess 27 2%
Incompiete abortion 39 %
P1D-unspecified 68 5%
Adherent Placenta 17 1%
Scarred uterus 64 5%
Placenta previa 27 2%
Menstrual Disorders 211 15%
Tubal Pregnancy 18 1%
Rh problems 18 1%
Abdominal pain 232 16%
Premature birth 62 4%
Miscarriage 193 14%
Other 110 8%

Forwarding & Return Postage Guaranteed
Address Correction Requested

37899912389

Advice & Aid Pregnancy Center

P.O.Box 7123
Shawnee Mission KS 66207
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Livers For Monkeys

Researchers took liver tissue from
aborted preborn children and implanted it
in the fetuses of baboons to test “trans-
plantation engraftment,” which occurred
in one animal. “All the animals survived
the in utero procedures,” reported the

study. —The babies died. (communique,
January 12, 1996)

Ohio Barrs Late-Term
Abortions

Ohio became the first state to pass a law
barring late-term abortions. The law
forbids abortions after 21 weeks of
gestation if the fetus can survive outside
the mother’s body. A test to determine
fetal viability would be required unless
the abortion is necessary to save the
mother’s life or preserve her physical
health. (Retigion Report, September 4, 1995)

D.C. Abortions Restricted

The House Appropriations Committee
voted “to impose the tightest restrictions
ever on abortion in D.C.” (communique,
January 12, 1996)

.
.

Non-Prolit Org.
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February 13, 1997

| would like to thank the committee for allowing me to speak today,
My name is Donna Voigts, from Olathe.

| am here in support of the “Woman’s Right to Know” bill. In 1973, as
a 17 year old high school senior, | became pregnant. It was an
extremely shameful position for me to be in. So with very little thought
and absolutely no instruction or counseling, | checked myself into a
hospital and | had an abortion. Since then | have been married &
divorced twice. Both husbands were alcoholic and physically and
verbally abusive.

In 1988, | began seeking help for my mental and emotional problems,
but because my guilt was so intense, it was1995 before | was able to
speak of the abortion. Since then | have been involved in a support
group for post abortive women. I've learned about post abortion
trauma and have realized some of my emotional instability over the
years has stemmed from aborting my child back in 1973. This bill
could prevent some of the emotional and mental anguish | have had to
suffer.

Yes, | am very much a pro-life advocate, but | am here today because
| am especially a pro-woman advocate. Our government has allowed
us the right, if we so choose, to take the life of our unborn child and
that may never change, but please allow us the right to all the facts
prior to making that decision. We are informed on every other medical
need. Why is complete and accurate information being withheld on
abortion? We women are intelligent creatures. Please allow us the
information to make a healthier choice.

Donna Voigts W} , .
1117 N. Cooper %

Olathe, KS 66061

| /764(&@ \Tuc/:‘crmy
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Atchison
Arkansas City
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Barber County
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Chanute
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Clay Center
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PO BOX 4492 « TOPEKA, KS 66604 ° (913) 234-3111

KANSANS FOR LIFE SUPPORTS HB 2269

Twenty-four years ago, the Supreme Court in Roe v. Wade was
baged on the assumption of dignity and professionalism of
physicians who would be authorized to make abortion decisions. 1In
the era of television’s bpr, Welby, the Court never envisioneq
abortion as the assembly line industry it has become today.

Rog and subseguent cases unnaturally linked the rights of
women with the rights of abortionists. However, what is in the
best interests of the abortionists is not always what is best for
tpe mother and her child. The Woman’s Right to Know Act ig in line
with the expectations of Roe in regard to women’s rights. fhe

physician’s rights are not significant except as the are adjun
to the patient’s rights. = 4 Junet

. The provisions of HB 2269 advocate women’s
ayoldlnq abortions that are unwanted, uninforme
risks and uncompensated for injuries.

authentic rights by
d, unscreened as to

Everyone admits that coersion is happening.
from 30 to 70 percent of women say they aborted for someone else,
5ee page 12a. Abortjon often suits irresponsible lovers and
embarrassed parents more than women. Abortionists must bhe held
legally responsible for insuring that a woman’s choice to have an

abqrtion‘ig totally her own and that she is not being pressed into
this decision by others.

Studies show that

Roe assumed physicians would

. properly screen patients for an
characteristics which would predi H ; :

ct that the patient is at risk of

experiencing physical or emotional harm after the abortion.
Unfortupately, the abortionists’ profit margins clash with
coupssllnq sesslons of adequate length and sufficient reflection
periods.

The aggressive defense of patient’s rights is essential to
curtailing the shoddy practices which are occurring in the abortion

@ndgs?ry today.  As Justice Blackmun wrote in Roe, "If an
1nd;v1dua% practitioner abuses the privilege of exercising proper
medical Jjudgment, the usual remedies, Jjudicial and intra-

professional are available."

The Woman’s Right to Know Act seeks to
the physician/patient relationship in the abortion industry.
Extensive research is documented in the accompanying handout. I
ask that the committee find HB 2269 favorable for passage.

address the abuses in

Respectfully yours,

}Wwa;@%ﬂ( do House Tudiciar

anne L., Gawdun Aﬁat‘ﬁmem.{- )0

Kansans for Life Lobbyist
Kansas affiliate to the National Right to Life Commi?;ee J’/ / 3/ 6’ 7




[/ U fPoH
ACH lfmzc—?c;

Lé/st)r

A

Evaluation of the Patient/ Physician Relationship
The obligations of abortionists and the rights of women as defined
by the Supreme Court, professional medical standards & common law

Index SOvVerVIiEW .. ... oo v i i 1
How Roe put abortion within the doctor relationship 3a
The best interests of women vs those of abortionist 3b

The physician's full responsibility ............ 4
The Supreme Court & the phy51c1ans duty to refuse 5a
The abortion clinic setting ................ .. 5b
Abortloncounsehn....,. e ., 6b
Practices which dev1ate from the Roe ideal . ..... 7
Hurdles to malpractice litigation . . . ... e &
Screening for risk factors .. ... e 8b
Research bias in post-abortion disorders . . . ... ... ob
The importance of high-risk screening .......... 10b
The Obstetrical standard of care for screening . ... 1la
Detection of coercion through counseling ....... 12a
The role of themale ...................... 12b

Risk factors for predicting psychological sequelae .. 13
Case study: failure to identify proper altematives .. 16a

In the Supreme Court’s search to find a rational basis for restricting
state regulation of abortion, the Court discovered the “abortion liber-
ty” in the realm of a private relationship between a woman and her
doctor. This “liberty” is predicated upon an idealized model of “the
competent, conscientious, and ethical physician,” who has specific
obligations with regard to protecting the woman’s well-being.

Though a woman is always free to seek an abortion, she does not
have an absolute right to procure one. The physician retains the right
and duty to refuse to provide an abortion which, in his best judg-
ment, given the patient’s unique physical, psychological, and social
circumstances, may be injurious to her health. This is precisely the
way in which the physician retains his medical discretion and exer-
cises his “basic responsibility” for the abortion decision!

However, the Court has never given the physician this same veto
power with regard to childbirth. In other words, while a physician
can refuse to perform an abortion for health reasons, he has no right
to require or pressure a woman into consenting to an abortion
because of the health risks associated with childbirth. In the same
vein, he has no right to conceal alternative management options or
health risks of abortlon in order to “guide” her to choose abortion

Determining effective altematives ............. 17 over childbirth.? Indeed, the Supreme Court itself has found that
Woman's sight o fll iscoswe ... ... 160 sort ntlves such emotonal and peychologis et dc
Danger of inadequate disdlosure ............ .. 19b safest course of action.?
Limits of Therapeutic PﬁVﬂege SRS 20b This division of rights can be simply summed up in the following
anacy of patlent-centered standard ........... 21 way. The physician is responsible for determining whether or not an
The scope of disclosure .................... 22 abortion is contraindicated and is Hker to b.e injurious to a j/voman’s
Relevancy of ethical and emotional conflicts . . . ... 23 health. On the other han.d, the woman is entitled to be fully mformefi
anger of bias in pre-abo rtion counseling """" 24 a_bout risks and 'altematlves SO thgt she can make the ultimate deci-
sion, on the basis of all relevant information, of whether or not to
How ideology affeCtS counseling ...... coenieee 25 accept the physician’s recommendation to abort.
la KANSANS FOR LIFE 1b
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PuUTTING ROE IN CONTEXT

The Roe decision was results-oriented. Indeed, the reasoned
principle on which Roe was formulated was first suggested by
Justices William O. Douglas and Potter Stewart in dissents to the 1970
ruling United States v. Vuitch. Both were of the opinion that criminal
abortion laws should not apply to physicians acting in their best
medical judgment to preserve the health of their pregnant patients.

This argument for the autonomy of physicians had a special appeal
to Nixon appointee Harry Blackmun. Before his appointment as a
federal judge, Blackmun had been a “doctor’s lawyer” for the presti-
gious Mayo Clinic. Programmed to defend the medical establish-
ment, Blackmun always objected to any “undue” interference with
the medical profession? The arguments of Stewart and Douglas
appealed to his world view. Whenever a doctor believes an abortion
is necessary for a patient, Blackmun believed, the ability of the state
to interfere should be severely limited. Indeed, in one of his summa-
ry statements in Roe, Blackmun writes: “[This] decision vindicates the
right of the physician to administer medical treatment according to
his professional judgment up to the points where important state
interests provide compelling justifications for intervention.” 5

This “doctors know best” approach appeared reasonable and
appealing for several reasons. First, there are inherent dangers to
abortion. The safety of women is clearly better served by physicians
with years of medical training than by radical feminists and bold
entrepreneurs who have completed a four-hour workshop on abor-
tion technique. Second, the decision to abort in a time of personal cri-
sis involves a complex interplay of medical, social, psychological and
moral issues unique to each woman. The professional opinion of a
trained physician who could assist the woman in making a fully free
and informed choice is essential to prevent hasty or ill-considered
decisions which might result not only in regrets but also in grave

_physical injuries. Third, the medical profession was highly respected

and exercised a great deal of political and social power. In the
absence of constitutional principles, a decision based on the dignity
and professionalism of physicians would carry with it a sense of rea-
sonableness. In an era when doctors were epitomized by television’s
competent and compassionate Dr. Welby, placing abortion decisions
under the authority of physicians was seen as a practical solution to
the abortion question, one which would both prevent abusive profi-
teering and ensure the safety of women.

3a

A CONFLICT OF INTERESTS

It is in this context that Roe and its progeny are best understood.
Though doctors have no special constitutional right to be free of state
regulation, it was because of its appeal to the integrity of physicians
that the Court’s abortion solution had a claim to being reasonable.

This is the cornerstone upon which the “abortion liberty” was
built, and its edifice was constructed by a convenient intertwining of
the rights of women and the duties of physicians. But this intertwin-
ing of rights and duties also resulted in certain conflicts between the
woman’s and the abortionist’s interests. Unlike the co-dependent
interests of a woman and her child, the abortion liberty’s entwining
of a woman'’s rights with her physician’s rights is an unnatural one.
While the best interests of the woman and child are always the same,
the best interests of a woman and her abortionist are not.

The key, then, to unraveling the “abortion liberty” is to expand the
legitimate rights of women so that they are clearly superior to the
imputed rights of abortionists. These legitimate rights of women
include (1) the right to be protected from contraindicated procedures
which would endanger their health, (2) the right to receive the best
choice of care options, (3) the right to be fully involved in all aspects
of medical decisions affecting their health, and (4) the right to receive
full financial compensation for any injuries they incur as a result of
an abortionist’s failure to respect their rights.

It is noteworthy that abortion was legalized only after pro-abortion-
ists succeeded in promoting their argument that when there is a con-
flict between the rights of a woman and the rights of her unborn child,
the rights of the woman must prevail. Learning from this same strate-
gy, we can apply it here as well. In short, we must promote the argu-
ment that whenever there is a conflict between the rights of the woman
and those of her abortionist, the rights of the woman must still prevail.

4. Bob Woodward & Scott Armstrong, The Brethren {1979) 175,
416. John Noonan Jr., A Private Choice (1979), 45

5. Roe, 165

6. Roe. 153-154. Matheson,419. P.P v Danforth 428 U.S. 51(1975),
60. P.P. v Casey L Ed 2nd 674 (1992), 709.

7. Medical, emotional and psychological consequences of abortion
are serious & can be long lasting. Danforth,67. Casey 698-699.

8. Casey, 698. 9. Roe,163-166. 10.Roe,16¢

3b
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THE STANDARD OF CARE FOR
ABORTION RECOMMENDATIONS

The above analysis is very important to the issue of medical mal-
practice. Abortion practitioners are not free to abandon all responsi-
bility for the abortion decision. They may not justify provision of a
dangerous abortion on the grounds that “I just gave her what she
wanted.” They must be able to articulate some basis for arriving at a
recommendation for abortion which would reflect due consideration
of all the health needs of the woman and the health risks of abortion.

In short, the Supreme Court has set in place specific requirements
on the standard of care for abortion providers. It is the burden of the
physician to make a medical judgment “in the light of all factors—
physical, emotional, psychological, and the woman’s age—relevant
to well-being.” ** From this it can be argued that the Court clearly
intended the physician to become familiar with the patient’s health
history, problems, and needs. Conversely, the failure to form a med-
ical basis for an abortion recommendation constitutes negligence
which endangers a patient’s health, and abuse of this medical privi-
lege to provide abortions is a cause for legal action.’®

In addition, under the Supreme Court rulings, physicians clearly
retain the right and duty to refuse an abortion which is contraindi-
cated. This right and duty is also recognized by the Committee on
Professional Standards of the American College of Obstetricians and
Gynecologists (ACOG), which has reiterated that:

It is recognized that although an abortion may be requested by a patient
or recommended by a physician, the final decision as to performing the
abortion must be left to the medical judgment of the pregnant woman’s
attending physician, in consultation with the patient?” [Italics added.]

A physician has the right and duty to refuse to perform an abortion
which is likely to exacerbate a woman'’s physical, psychological, or social
problems. At the very least, a competent physician would insist on
delaying an abortion until pre-existing medical or psyehological con-
ditions had been treated.!®

15. Doe v Bolton, 192. Colautti v Franklin, 439 U.5. 379(1979),394
16. Roe, 166.
17. ACOG Committee on Professional Standards (1981). Also

exec. board statement of policy (1977),p.2

5a

THE TYPICAL ABORTION CLINIC

AORTXON should not be carelessly dispensed as a panacea. While
the Supreme Court has allowed physicians to use abortion as
one of their tools in treating crisis pregnancies, it has never suggest-
ed that physicians are free to use this tool indiscriminately. Indeed,
Chief Justice Burger’s statements at the time of Roe clearly reflect that
it was his personal expectation that physicians would resort to abor-
tion only sparingly*By the time he retired, however, Chief Justice
Burger had come to the opinion that, in practice, Roe had resulted in
the unmitigated disaster of abortion on request. Still, his earlier views
do reflect that there was a hope, at least in some quarters of the Court,
that responsible physicians would never exploit the despair of
women in crisis just to earn a quick buck.

Unfortunately, when a quick buck can quickly turn into an extra
hundred thousand, or two, per year, just by working on Fridays and
Saturdays, some physicians quickly formed the “medical” opinion
that every crisis pregnancy is treatable by abortion. In doing so, they
have negligently abandoned their duty and violated the civil rights
of women as defined by Roe.

In contrast to the Supreme Court’s Dr. Welby model ot a physician
who is familiar with his or her patient’s history and needs and who
compassionately discusses with her the difficulties and options she
faces, most abortionists are extremely distanced from their patients
and work at a hectic pace. According to Dr. Edward Allred, owner of

a chain of clinics performing 60,000 abortions per year:

Very commonly we hear patients say they feel like they’re on an assem-
bly line. We tell them they’re right. It is an assembly line....We're trying
to be as cost-effective as possible, and speed is important.... We try to
use the physician for his technical skills and reduce the one-on-one rela-
tionship with the patient. We usually see the patient for the first time
on the operating table and then not again....20

18. Warren Hern, Abortion Practice (1990) p.80

19. Woodward & Bernstein, The Brethren, 236-7

20. "Doctor's Abortion Business Is Lucrative," San Diego Union
(8/12/80)
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At least 90 percent of abortions are provided in non-hospital facil-
ities. Abortion providers advertise aggressively in the Yellow Pages,
offer 800 numbers and discount coupons, and frequently employ a
referral network which includes family planning clinics. Often, free
pregnancy tests are offered as a way of attracting potential clients
who can be counseled toward and scheduled for abortion.

Abortion clinics are essentially self-policing, since the federal
courts have rejected most state regulatory efforts, largely on the basis
that they infringe on the autonomy of the physician and the privacy
of the patient. Thus, there are seldom any substantial requirements
for emergency equipment or advanced transfer arrangements to the
nearest hospital in the event of a life-threatening complication.
Indeed, when complications do occur, many clinics refuse to use
ambulance services to transport the patient in order to avoid bad
publicity. Instead, the patient is transported in a clinic person’s car,
often without the aid of a trained medical person during transit.

Under the dictates of Roe, any licensed physician may perform
abortions. Thus, though many abortionists are obstetricians with
extensive training in women’s reproductive health, many others are
from unrelated fields such as dermatology, psychiatry, or urology.

Unlike other medical practices, abortion clinics universally require
payment for the full amount of the abortion prior to rendering any
services, unless the costs of the abortion are clearly guaranteed by an
insurer. Generally, only cash or certified checks are accepted. There are
two reasons for this cash-in-advance rule. First, it shifts the balance of
power to the clinic and serves as a deterrent against women who want
to change their minds. This is especially powerful in cases where the
woman is having an abortion to satisfy the demands of her parents or
her boyfriend or husband. She knows that their fury will only be dou-
bled if she goes home not only still pregnant, but also without her
money, or with only a partial refund. Second, clinic staff are all too
familiar with the outburst of tears, regrets, and anger which some-
times follow an abortion. Some women immediately blame the clinic
staff for what they are feeling. If they were not required to pay until
after the abortion, such women might refuse to do so.

6b

ABORTION COUNSELING

Typically, there are no licensing requirements for staff persons who
are responsible for patient counseling or post-operative care.
Qualifications and training are at the sole discretion of clinic owners,
though at least theoretically, medically related tasks such as screen-
ing, counseling, and informed consent are under the supervision of
the responsible physician.

Pre-abortion counseling is usually performed by a clinic-trained
staff person. Counseling sessions for groups of three to 20 women are
not uncommon, though many clinics do offer individual counseling
sessions. Group counseling sessions may last from fifteen minutes to
half an hour or more, while individual counseling sessions seldom
last more than ten to fifteen minutes.

Most abortion counselors are trained to recognize the fact that the
decision to undergo an abortion is difficult, stressful, and often a mar-
ginal one. Therefore, to avoid increasing the stress on the patient (and
losing a client), counselors are trained to avoid answering questions
or providing information which will aggravate the concerns or
doubts of a patient. Instead, pre-abortion counselors generally con-
centrate on reassuring the woman that abortion is her best option.
The counselor is trained to take the role of a compassionate friend to
help the aborting woman face the unknown and overcome her
doubts. The problems which have motivated a woman to seek an
abortion may be discussed in a casual manner, so as to provide the
woman an opportunity to air her feelings, but they are seldom
explored. Alternative methods of problem resolution, such as marital
counseling or job relocation service, are rarely discussed at all.

Frequently, a patient’s questions and concerns are sidestepped or
answered in trivial ways so as to avoid arousing unresolved doubts or
fears. When a patient volunteers a statement such as, “I really wish I
could have this baby,” abortion counselors will generally attempt to
refocus her attention on reasons why the abortion is “for the best.” As

will be discussed later, such ambivalence is a major risk factor for psy-
chological problems post-abortion and may be a contraindication for
continuing with the abortion. When a counselor fails to assist patients



to fully explore such feelings, that counselor is not only guilty of
ignoring a “red flag” for post-abortion sequelae, she is also clearly
engaged in the “selling” of abortions to an overtly reluctant patient.
Discussion of abortion-related risks is generally brief, with an
emphasis on only a few of the immediate physical risks.
Reproductive health risks are minimized, and increased cancer risks
are almost certainly never mentioned at all. If psychological afteref-
fects are discussed at all, women are generally told that they may
experience only temporary feelings of mild depression. Emphasis
will be placed on the fact that “most” women are not significantly
affected and are able to “get on with their lives.” The fact that serious
psychological sequelae are experienced by at least a significant
minority of women (15 to 25 percent) is almost never discussed, even
though these complication rates are at least equal to, and probably
greater than, the risks associated with most physical complications.

DEVIATIONS FROM THE ROE IDEAL

Pre-abortion screening is generally non-existent. Most abortion
counselors are not trained to identify all of the pre-existing charac-
teristics which would place a woman at higher risk of negative phys-
ical or psychological reactions ’ " Proper screening for
risk factors, much more follow-up counseling to explain and resolve
these risk factors, is a time-consuming task which most abortion clin-
ics shun. Also, extensive pre-abortion screening does not contribute
to the number of patients serviced, and would be most likely to result
in some patients changing their minds. This lack of screening for
known risk factors is symptomatic of a “routine driven” service
industry which neglects the individual circumstances of patients.

Another area where many clinics cut corners in order to speed up
the process is in the dilatation of the cervix prior to the abortion. The
safest technique involves the insertion of laminaria, fibrous seaweed
sticks which slowly swell, dilating and softening the cervix. This is
the safest and least painful method of dilatation, and it reduces the
risks of cervical injury?'The alternative is manual dilatation, which
mechanically forces the cervix open with a series of progressively
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larger cone-like dilators. This method involves more pain and tearing
of cervical muscles, but it is preferred by many abortion providers
because it is faster, involves only one visit, and reduces the amount
of time in which the patient can attempt to change her mind.

Since sonograms are rarely used, or even available, the abortion
itself is a blind procedure, meaning the physician must work by feel
alone. Experienced abortionists with large case loads may work
quickly, completing an abortion in ten minutes or less. Local anes-
thetics are generally preferred to general anesthesia. Afterwards, the
patient is held in a recovery room until her post-operative bleeding is
under control. Before leaving, the patient will generally be given
instructions regarding any warning signs of which she should be
aware, such as excessive bleeding, fever, or passing of large clots.
Unfortunately, many abortion providers do not keep their patients
under observation in post-operative recovery for sufficient time,
missing the opportunity to diagnose conditions like uterine atony,
which may not be evident until up to an hour after the abortion:

Good follow-up care is considered very important to the preven-
tion of major post-operative complications?’But while some clinics
offer follow-up examinations one to three weeks post-abortion, many
do not.

According to the most widely used textbook on abortion services,
“Properly performed in the best setting, abortion offers a second
chance....Poorly done, abortion leaves physical and emotional scars
for life.”** :

Tragically, all too many abortions are poorly done. This is because
the pursuit of high profit margins has displaced concern for the wel-
fare of patients. This is why the aggressive defense of patient’s rights
is essential to curtailing the shoddy practices which are occurring.
For as Justice Blackmun wrote in Roe, “If an individual practitioner
abuses the privilege of exercising proper medical judgment, the usual
remedies, judicial and intra-professional, are available.”2>

21. Hern, Abortion Practice, 106, 108, 120-7

22. Ibid., 185 23. Ibid., 108
24. phillip Stubblefield, M.D. Forward to Hern, vii
25. Roe, 166 26. Matheson, 411

27. Hern, 67-74, 106.
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While there is intense controversy among researchers regarding
how frequently women experience post-abortion psychological
sequelae, there is general agreement concerning the pre-identifying
factors which can be used to predict an increased risk of significant
post-abortion psychological distress. Indeed, most of the research on
pre-identifying risk factors has been published by abortion propo-
nents, and so these findings are immune from the charge of bias.

The risk factors for post-abortion psychological maladjustments
can be divided into two general categories. The first category
includes women for whom there exist significant emotional, social, or
moral conflicts regarding the contemplated abortion. The second cat-
egory includes women for whom there are developmental problems,
including immaturity, or pre-existing and unresolved psychological
problems. A summary list of established risk factors includes: con-
flicting maternal desires; moral ambivalence; feeling pressured to
abort by others; feeling the decision is not her own, or is her “only
choice;” feeling rushed to make a decision; immaturity or adoles-
cence; prior emotional or psychological problems, including poor
development of coping skills or prior low self-image; a prior history
of abuse or unresolved trauma; a history of social isolation as indi-
cated by having few friends or lack of support from one’s partner or
family; a history of prior abortions; or a history of religious or con-
servative values which attach feelings of shame or social stigma to
abortion. Readers may refer to pages 13-15 for a more complete list
of these pre-identifying risk factors.

These risk factors clearly suggest that the majority of women are
predictably at risk of experiencing adverse psychological reactions.
The conscientious physician would be legally and ethically bound to
consider these risk factors in forming a recommendation, to advise
the woman of the existence of these risk factors, and, in at least some
cases, to refuse to perform an abortion until these risk factors had
been alleviated through appropriate counseling

Proper pre-abortion counseling should include screemng for all of
the high-risk factors listed above, notification to the patient of any
existing risk factors, and appropriate counseling or referral to care
and counseling resources out51de the clinic where these risk factors
can be addressed or treated’ Furthennore, after the intake screening,

30. Sylvia Stengle, NAF exec. dir., Wall St. Journal(10/28/94)B12:1
31. Hern, 84,86-7
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patients should routinely be instructed about all pre-existing risk fac-
tors, even those which the patient does not report, because it is well
known that abortion patients may conceal a history of prior abor-
tions, coercion, or other relevant information. In anticipation of such
concealment, routine disclosure of all risk factors is necessary for the
purpose of ensuring that the patient at least has the opportunity to
make an informed self-evaluation of her risk profile. Inadequate psy-
chosocial screening endangers patients’ health and should be consid-
ered sufficient to establish negligence.

A LOOK AT MOTIVATIONS BEHIND THIS RESEARCH

This issue of inadequate pre-abortion screening is one which pro-
abortion researchers have virtually handed to us on a silver platter.
This was not their intent, of course.

Instead, the real reason pro-abortion researchers have published so
much on risk factors is that they have been seeking a way to dismiss
the complaints of the troublesome “minority” of women who clearly
have post-abortion maladjustments within even a few weeks after
the abortion. In order to dismiss these patients, pro-abortion
researchers have tried to identify how these women are different
from those who appear to be “unaffected” by abortion. Having iden-
tified these pre-existing factors, they then argue that it is not abortion
which causes these women to have problems; their distress is instead
the result of some other pre-existing problem. This “politically cor-
rect” view of post-abortion trauma contains a kernel of truth, but it is
mostly coated with a lot of “blaming the victim.”

It is certainly true that women who are suffering from mental dis-
orders or have previously suffered psychological trauma are more
likely to subsequently report more severe negative post-abortion reac-
tions. Indeed, if one thing is clear from post-abortion research over the
last forty years, it is that abortion is contraindicated when a woman
already has mental health problems.This is true because abortion is
always stressful. How well a person copes with this stress depends on
the individual’s resiliency and the conditions under which the stress
occurs. When a woman'’s psychological state is already fragile, the
stress of an abortion can more easily overwhelm her. But the fact that
she was more vulnerable to stress than others does not mean th~" "“e
abortion is not the cause of her psychological injuries.

9b
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and the risk factors associated with these adverse reactions; (2) pro-
vide adequate pre-abortion screening using the criteria outlined
above to identify women who are at risk of negative post-abortion
reactions; (3) provide individualized counseling to high-risk patients
which would more fully explain why the patient is at risk, along with
more detailed information concerning possible post-abortion reac-
tions; and (4) assist women who have pre-identifying high-risk fac-
tors in evaluating and choosing lower-risk solutions to their social,
economic, and health problems.

THE DuTY TO LOOK DEEPER

In evaluating a patient’s psychological risks, the idealized standard
of care established by the medical community does not allow abor-
tion counselors to rely simply on whatever the patient volunteers.
Instead, counselors should actively look for “red flags” which would
indicate the presence of risk factors. Uta Landy, a former executive
director of the National Abortion Federation, encourages counselors
to be aware of the fact that:

Some women’s feelings about their pregnancy are not simply ambiva-
lent but deeply confused. This confusion is not necessarily expressed in
a straightforward manner, but can hide behind such outward behavior
as: (1) being uncomumunicative, (2) being extremely self- assured, (3)
being impatient (how long is this going to take, I have other important
things to do), or (4) being hostile (this is an awful place; you are an
awful doctor, counselor, nurse; I hate being here).%

Landy also admits that because women seeking abortion are expe-
riencing a time of personal crisis, their decision-making processes can
be temporarily impaired. This crisis-related disability may lead them
to make a poor decision which will subsequently result in serious
feelings of regret. Landy defines four types of defective decision-
making observed in abortion clinics. She calls the first defective
process the “spontaneous approach,” wherein the decision is made

33. Landy. Clinics in Obs/Gyn., 13(1):33-41 (1980)_ 34. Ibid.

35. E. Friedman et al, Obstetrical Decision Making (1987): Borton,
44, and Stewart, 30.

36. Belsey, 71-82. Miller, J. Soc. Iss, 48(3)67-93. 37. Bern, 80-1
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too quickly, without taking sufficient time to resolve internal conflicts
or explore options. A second defective decision-making process is the
“rational-analytical approach,” which focuses on the practical rea-

‘sons to terminate the pregnancy (financial problems, single parent-

hood, etc.) without consideration of emotional needs (attachment to
the pregnancy, maternal desires, etc.). A third defective process is the
“denying-procrastinating” approach, which is typical of women who
have delayed making a decision precisely because of the many con-
flicting feelings they have about keeping the baby. When such a
“denying-procrastinator” finally agrees to an abortion, it is likely that
she has still not resolved her internal conflicts, but is submitting to
the abortion only because she has “run out of time.” Fourth, there is
the “no-decision-making approach” wherein a woman refuses to
make her own decision but allows others, such as her male partner,
parents, counselors, or physician, to make the decision for her.”

The standard of care for pre-abortion screening is further described
in Obstetrical Decision Making. In the section regarding induced abor-
tion, it clearly states:

It is essential for the gravida [pregnant woman] to be fully informed
about alternative resources and options and about the safety and risks
of the procedure. Psychosocial assessment and counseling are done at
the very first visit [see section on psychosocial assessment]. In addition
to the medical history, an in-depth social history, including relationships
with others, attitudes about abortion, and support systems must be
obtained at this time....No decision should be made by the gravida in
haste, under duress, or without adequate time and information. Special
attention should be given to feelings of ambivalence, guilt, anger,
shame, sadness, and sense of loss.... Patients requesting abortion must
also be screened to uncover any serious medical or psychiatric condi-
tions.”»[Italics added.]

Under the section on psychosocial assessment, the obstetrician is
also told that “he or she needs to be alert to gravid women who are
at greatest risk, such as those who were victims of child abuse or
neglect themselves and those with a history of psychologic impair-
ment, drug dependency, or behavioral problems.” [Italics added.]

At least one pro-choice researcher suggests that pre-abortion
screening should be used to distinguish those vatients who need in-
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depth counseling from those who need only supportive counseling.
Using just five screening criteria—(1) a history of psychosocial insta-
bility, (2) a poor or unstable relationship with her partner, (3) few
friends, (4) a poor work pattern, and (5) failure to take contraceptive
precautions—Belsey determined that 64 percent of the 350 abortion
patients she studied should have been referred for more extensive
counseling. Of this high risk group, 72 percent actually did develop
negative post-abortion reactions within the time frame of the study’s
follow-up. “From a clinician’s point of view,” she writes, “this result
can be viewed as erring on the right side, for a [pre-abortion screen-
ing] system that tends to select more women for counseling than is
actually necessary is preferable to the reverse.” >

DETECTING COERCION

Of special concern are casés in which a woman desires to have her
child but is submitting to the abortion to satisfy the demands of oth-
ers. Patients should be carefully questioned, in private, to determine
if this risk factor is present, since the abused or coerced patient may
attempt to conceal the abuse out of fear. This abuse or coercion can be
subtle or overt; for example, her partner or parents may threaten to
withhold love or approval unless she “does the best thing.” Even lack
of emotional support to keep a pregnancy may be experienced as a
pressure “forcing” a woman to choose abortion.

Over 70% of women having abortions are doing so against their con-
science, with 74% agreeing with the statement, “I personally feel that abortion
is morally wrong, but I also feel that whether or not to have an abortion is a
dedision that has to be made by every woman for herself.” (Los Angeles Tines
Poll, March 19, 1989. See also, Zimmerman, Passages Through Abortion, and
Reardon, Aborted Women.) Thirty to 55% report feeling pressured to abort by
others, and a similar percentage express some desire to keep their child
(Zimmerman, Reardon). Approximately 45% of abortions are done on women
with a prior history of abortion, and over one-fourth are performed on
teenagers. In addition, some trauma experts estimate that as many as one in
three women have been sexually abused in childhood. (See for example, Judith
Lewis Herman, M.D., Trauma and Recovery (New York: Basic Books, 1992), 30.)
It is likely that the percentage of women having abortions who have a prior
history of abuse, trauma, or other psychological problems is as high, or high-
er, than that for the general population. These statistics, regarding only a few
of the known high-risk factors, clearly indicate that the majority of aborting
women are at high-risk of suffering post-abortion psychological sequelae.
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In addition, pressure from adverse circumstances, such as financial
problems, being unmarried, social problems, or health problems,
may also make a woman feel she is being “forced” to accept abortion
as her “only choice.” If her “only choice” is contrary to her maternal
desires, she should be assisted in finding resources and alternatives
which may provide her with an option which does not violate her
emotional, maternal, and moral needs.

THE ROLE OF THE MALE

The attitude of the male partner toward the pregnancy is an
important factor in a woman’s abortion decision and is also signifi-
cantly related to how she will adjust after the abortion. Because
numerous studies have found support from the partner to be an
important predictor of good post-abortion adjustment, researchers
were recently startled by the finding that accompaniment to the
abortion by the male partner was actually a predictor of greater post-
abortion depression.

This finding suggests that an outward show of support, such as
accompaniment to the abortion clinic, is not an accurate measure of
the emotional support a woman feels. Instead, accompaniment by the
male partner may actually indicate one or more of the following: (1)
greater pre-abortion anxiety, which led the woman to insist on
accompaniment; (2) overt or subtle coercion on the part of the male,
who is “making sure” she does the “right thing;” or (3) a more inti-
mate relationship exists between the partners and this greater inti-
macy is being stressed by the abortion. In this third scenario, the
unplanned pregnancy may be perceived by the woman as a “test” of
her partner’s commitment to their relationship. She may privately be
willing to have the baby, and seal their mutual commitment, if he
takes this as an opportunity to demonstrate his commitment. Instead,
his lack of enthusiasm for, or hostile reaction to, the pregnancy caus-
es her to doubt the depth and endurance of their relationship.

In short, when a woman is accompanied to an abortion by her male
partner, the woman is more likely to be choosing abortion because
her partner has manipulated her into doing so, or because he has
exposed to her a lack of commitment to their relationship. In neither
case does she truly feel supported.
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Risk FACTORS PREDICTING POST-ABORTION
PSYCHOLOGICAL SEQUELAE

While present research is unable to accurately establish what per-
centage of women suffer from any specific symptom of post-abortion
trauma, it is clear that post-abortion psychological disorders do
occur. Indeed, the published literature demonstrates that serious
emotional and psychological complications following an abortion are
probably more common than serious physical complications.

The present literature has also successfully identified statistically
significant factors which can be used to pre-identify individuals who
are most vulnerable to experiencing post-abortion psychological
sequelae. Examination of these risk factors suggests that most
women seeking abortion have one or more of these high-risk charac-
teristics.

Based on these findings, most of which have been published by
researchers who favor legalized abortion, it would appear reasonable
to expect, and demand, that abortion providers: (1) provide pre-con-

_sent information about the types of psychological reactions which

have been linked to a negative abortion experience and the risk fac-
tors associated with these adverse reactions; (2) provide adequate
pre-abortion screening using the criteria outlined above to identify
women who are at higher risk of negative post-abortion reactions; (3)
provide individualized counseling to high-risk patients which would
more fully explain why the patient is at higher risk, along with more
detailed information concerning possible post-abortion reactions;
and (4) assist women who have pre-identifying high-risk factors in
evaluating and choosing lower-risk solutions to their social, econom-
ic, and health needs.

Since these high-risk factors have been well-established for a con-
siderable period of time, abortion providers who fail to utilize this
information in their screening and counseling procedures may incur
greater liability for subsequent injuries when malpractice suits are
brought on these grounds.
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I. CONFLICTED DECISION

A Difficulty making the decision, ambivalence, unresolved
doubtsl'2'“'14'16’17'19’23’27'30'36'39'40

1. Moral beliefs against abortion
a. Religious or conservative values!17731353%
b. Negative attitudes toward abortion’
c. Feelings of shame or social stigma attached to abortion'
d.Strong concerns about secrecy®

2. Conflicting maternal desires®#

a. Originally wanted or planned pregnancy™-72123

b. Abortion of wanted child due to fetal
abnormalities?>114152022

c. Therapeutic abortion of wanted pregnancy due to maternal
health risk?114203236

d. Strong maternal orientation?

e. Being married®

f. Prior children®*

g- Failure to take contraceptive precautions, which may indi-
cate an ambivalent desire to become pregnant*

h. Preoccupation with fantasies of fetus, including, sex and
awareness of due date.’

3. Second or third trimester abortion?0?1323¢
(This generally indicates strong ambiyalence or a coerced
abortion of a “hidden” pregnancy.)
B. Feels pressured or coerced121427333539.40

1. Feels pressured to have abortion
a. By husband or boyfriend
b. By parents
c. By doctor, counselor, employer, or others

2. Feels decision is not her own, or is “her only choice”**
3. Feels pressured to choose too quickly'*®

C.Decision is made with biased, inaccurate, or inadequate
information?33536

13b
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II.PSYCHOLOGICAL OR DEVELOPMENTAL LIMITATIONS

A.Adolescence?*12138.263235
(Minors are both more likely to have psychological sequelae
and to report symptoms of greater severity.)
B. Prior emotional or psychiatric problems?4111417.12027.32
1. Poor use of psychological coping mechanisms'*%
2. Prior low self-image? 340
3. Poor work pattern *%.
4. Prior unresolved trauma®
5. A history of sexual abuse or sexual assault”’>*

6. Blames pregnancy on her own character flaws, rather than on
chance, others, or on correctable mistakes in behavior®2%

7. Avoidance and denial prior to abortion

C.Lack of social support
1. Few friends*#
2. Made decision alone, without assistance from partner?
3. A poor or unstable relationship with male partner*1*?73%

4. Lack of support from parents and family, either to have baby
or to have abortion!7814232840

5. Lack of support from male partner, either to have baby or to
have aborﬁon‘:‘] '8,14,19,23,27,28,32,34,39,40

6. Accompanied to abortion by male partner*

D. Prior abortion(s)"-33540
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CHOOSING THE BEST ALTERNATIVE

When a woman comes to a physician requesting an abortion (a
form of treatment), her actual complaint (her health problem) is that
she is experiencing a crisis pregnancy. But what, precisely, is this
problem for which she is seeking help? Is it the “crisis” or is it the
“pregnancy?”

When over 80 percent of women seeking abortions report that
they would have desired, or at least been willing, to keep their preg-
nancies if only circumstances were better, it is clear that the notion
of a “health problem” should attach to whatever it is that is making
a crisis out of the pregnancy, not the pregnancy itself. Clearly, many
women would be extremely happy to keep their pregnancy if only
they could be relieved of the crisis associated with it. Most actively
desire to have children in the future. These women are self-pre-
scribing the “cure” of abortion only because they do not know how
to get rid of their present problems without also sacrificing their
babies.?®

When evaluating a patient who is seeking treatment for a crisis
pregnancy, it is the physician’s duty to identify the underlying “dis-
ease”—meaning whatever it is that is causing the “crisis” associated
with her pregnancy. Only after doing this can a physician make a
knowledgeable and responsible recommendation which will treat,
and hopefully resolve, the crisis in the least dangerous and most
effective manner. As we will see, just as the cause of the crisis will be
unique to each woman, so will the most effective treatment.
Furthermore, we will see why it is precisely because they engage in
a “one treatment fits all” type of medicine that assembly-line abor-
tion mills are inherently mistreating women.

AN EXAMPLE OF THE FAILURE TO
IDENTIFY THE PROPER ALTERNATIVES

Proper alternatives counseling is perhaps best illustrated by exam-
ple. This is the true story of “Terri,” whose abortion of a wanted preg-
nancy led to drug abuse and prolonged psychological treatment.

38. Testimonies: Frederica Matthewes-Green, Real Choices (1994)
39. ACOG Standards (1985) 83
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Adequate assessment ot her crisis would have identified alternat’
which would have spared her the injuries she and other women L.
experienced when they felt forced to submit to the “evil necessity” of
an unwanted abortion.

Terri had become pregnant by her fiance. Both were happy about
it. They had even picked out names and moved up the wedding date.
But suddenly, Terri became concerned that her former husband
would use the out-of-wedlock pregnancy to take away custody of her
two small children. There was no provocation for this fear. Her ex-
husband had never even indicated a desire to have custody. Yet this
fear that he might try to take them reached overpowering proportions
and drove her to seek an abortion over the objections of her fiance.

Terri was given an abortion without any screening for the several
high-risk factors which are evident even in this short synopsis (a want-
ed pregnancy, feelings of being pressured to have an unwanted abor-
tion, and objections from her male partner). Nor was her crisis situation
accurately identified so that appropriate counseling and care could be
provided. In this case, the pregnancy was not her problem; it was fear
of the possibility that her ex-husband might seek custody. Proper coun-
seling would have identified the crux of Terri’s crisis. She should have
been referred for legal counseling and possibly marriage counseling.

What Terri really wanted was a way to keep her pregnancy with-
out losing custody of her other two children. In reviewing her cir-
cumstances and options, a competent physician would have helped
her to identify this need and find the means to satisfy it. And if no
other resolution could be found, the physician, if he decided to rec-
ommend abortion at all, would at the very least have discussed the
risk factors which exposed her to the greater likelihood of post-abor-
tion problems so that Terri could weigh these risks against the risk of
losing custody of her children.

In the end, it was only after Terri was in counseling to recover from
her post-abortion psychological disabilities that she discovered that
her ex-husband highly valued her as a good mother. He would never
have sought to deny her custody of the children. Only in hindsight
did she discover that her fears had been groundless.

Alternatives counseling is not a service which abortion providers
are free to dismiss; it is a required part of pre-abortion counseling*In
the case of Terri, the abortionist failed to identify that Terri's first
need was legal counsel.
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ASSESSING ALTERNATIVES

Other cases may present different alternatives. For example, when
a woman is being pressured into an unwanted abortion by her hus-
band (a high-risk factor), marital counseling would best suit her
needs and desires. Similarly, if a teenager is being pressured into an
unwanted abortion by her parents, or if she is simply too embar-
rassed to face her parents alone, interventive family counseling
would provide a safer alternative. Is she chiefly concerned about
ridicule at her work, or does she fear that she may lose advancement
opportunities because of her boss’s prejudices? Then she might feel
saved from an unwanted abortion simply by being referred to the
care of a job relocation service, such as those offered by The
Nurturing Network, which would place her into a new and more
receptive work environment.

Is she submitting to an abortion only to keep her boyfriend from
leaving her? Then she should be helped to understand that the abor-
tion will almost certainly doom their uncommitted relationship any-
way (which she will often know already in her heart but be denying
in her head), in which case, she will be left with nothing but the
regrets. Would any responsible physician subject a patient to the
more than 100 physical and psychological risks of abortion simply to
satisfy the demands of an irresponsible scoundrel?

Does she want children but simply feel unable to have one now
because she has financial problems or concerns about finishing
school? Then a referral to the appropriate social services agency
might best serve her.

Is she pregnant as the result of sexual assault? Then she should be
informed that an abortion is likely to aggravate her feelings of viola-
tion and despair, adding trauma on top of trauma®°She should be
referred to a support group like the Life After Assault League, where
she can talk to women who have been in the same situation so that
she can learn from their experiences.**

All of the patients in the situations described above dre actually at
high-risk of experiencing severe psychological sequelae from abor-
tion. These women do not want to remain childless. They may even
be filled with a longing to have the very baby which is in their womb.
But these maternal feelings are being overpowered by pressures from
circumstances or people which they feel powerless to resist. They are
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submitting to unwanted abortions because they feel as if they have no
other choice. It is the role of the crisis pregnancy counselor to help the
woman identify this distinction and to assist her in finding the sup-
port and resources she needs to keep her baby.

While it is true that abortionists see themselves as being in the
business of providing abortions, in a legal and professional sense,
this is not what their business is really supposed to be. Instead, they
are supposed to be health professionals, in the business of helping
women manage Crisis pregnancies.

As has been previously discussed, the Supreme Court never gave
to abortionists the right to indiscriminately dispense abortions on
request. It is more accurate to say that the Court insisted that physi-
cians must be allowed to use abortion as simply one of the many
treatment options which they may employ. This is an important point
because it helps us to clarify precisely what standard for counseling
and diagnosis should be applied to crisis pregnancies.

Given the fact that there are more than 100 physical and psycho-
logical complications associated with abortion, plus the fact that most
women see their unborn child as a living being, the killing of whom
involves great moral questions, it is clear that abortion should not be
the preferred method of treatment. Instead, it seems obvious under
the Hippocratic standard of “first, do no harm,” that the physician
should, if at all possible, assist the woman in finding a way to keep
her child by helping her to find ways to correct the circumstances
which make her feel that she has to have an abortion.

At this point, abortionists would object; saying that they are not
social workers. They provide abortions, not marital counseling or job
placement. But it is precisely because they are artificially limiting the
scope of their involvement in their patients’ health needs that they
are negligent. In Doe v. Bolton the Supreme Court declared that the
physician’s decision to treat a woman'’s crisis pregnancy by abortion
should properly be made “in the light of all factors—physical, emo-
tional, psychological, and the woman’s age—relevant to well-
being.42 It is therefore obvious that these same factors must be con-
sidered in evaluating and recommending alternatives.

While a physician who treats crisis pregnancies may not be trained
to actually provide marital counseling, financial counseling, joh
placement, or similar services, he or she is presumed to be capable

40. David Reardon, Aborted Women, Silent No More, 188-218
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doing a psychosocial assessment of the patient to identify the root
causes of her psychosocial problem. One would also presume that a
physician who is specializing in crisis pregnancy care would be capa-
ble of making appropriate referrals to outside agencies and resources.

Furthermore, the successful practices of thousands of ob/gyns and
general practitioners demonstrate that crisis pregnancies can be safe-
ly and effectively managed without abortion. These non-aborting
physicians have proven themselves capable of screening and coun-
seling women, with appropriate referrals, so that they can resolve
their crises without the risks involved in abortion. The professional
care that these non-aborting physicians provide women is clearly rel-
evant to the standard of care which all pregnant women in crisis
should receive. !

EXPERT TESTIMONY

It is one of our goals in this pro-woman/pro-life strategy to make
this issue of alternatives counseling, and the corresponding duty of

recommending the best treatment option, an important issue in abor- -

tion malpractice suits. Abortionists should not be allowed to state in
their defense that “I simply gave her what she wanted—an abortion.”
Instead, they must be required to show why they believed abortion
was the best choice of management options.

In this regard, however, the abortion industry should not be
allowed to establish its own standard of care in isolation from the rest
of the medical community. Therefore, it is inappropriate for state
courts to disallow as “non-expert” the testimony of physicians who
do not perform abortions. This is especially so because abortion is not
recognized in the law as a distinct medical specialty. Indeed, the
Supreme Court has already determined that abortion is within the
expertise of any physician. Requirements for specialization are not,
nor can be, required*>In essence, then, the Court has already deter-
mined that the standard of care for abortion is so routine that any
licensed physician is qualified to meet this standard. Therefore, one
would expect that any physician should be accepted as an expert on
the standard of care for abortion. If a physician is qualified enough to

18b

perform an abortion tomorrow, he or she is certainly que
enough to testify about the proper standard of care today.

Nor should the testimony of a qualified expert be excluded simply
because he or she has never found a sufficiently compelling reason to
recommend or perform an abortion. Indeed, the testimony of a physi-
cian who rarely, or never, performs abortions in the management of
crisis pregnancies may be particularly relevant, especially if he or she
has found that other options have always been available which pose
less of a threat to the physical, emotional, psychological, or social
health of the patient than abortion. Such testimony goes directly to
the issue of the appropriateness of the defendant physician’s recom-
mendation for an abortion. Indeed, the jury may also consider rele-
vant the fact that, while many women complain that they have been
exploited by abortionists, there is no evidence of women complain-
ing against physicians who helped them find alternatives which
enabled them to keep their children. This fact alone should suggest
the preferred course of treatment.

Furthermore, the standard of care for crisis pregnancy counseling,
alternatives counseling, and pre-abortion screening can legitimately
be separated from the actual surgical procedure of abortion. This is
evident from the fact that all ob/gyns and general practitioners rou-
tinely counsel women faced with unplanned pregnancies. This pro-
fessional crisis pregnancy management includes supportive psycho-
logical counseling, options counseling, screening for risk factors
associated with each option, and disclosure of risks and options to
the patient:**

These observations provide compelling reason to expand the pool
of expert witnesses available for plaintiffs to call upon in suits against
abortion clinics. By eliminating the requirement for testimony from
experts from within the abortion industry, we will eliminate a major
barrier against women seeking redress. Justice is also better served
by clearly placing the burden of proving the appropriateness of an
abortion recommendation on the abortionist.

41. Life After Assault League, ph.414-739-4489 42.Doe v Bolton,192
43. Roe, 165 44. Rosenfeld, Am.Fam Phys. 45(1):137-140
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RIGHT TO FuULL DISCLOSURE

IN Planned Parenthood v. Casey, the Supreme Court approved state-
mandated informed consent requirements for abortion which are
intended to protect the rights of the women as patients.’

But not all informed consent statutes are created equal. Indeed,
there is the danger, in some cases, that statutory informed consent
requirements may be viewed by the courts as establishing a sufficient
standard for informed consent rather than a minimum standard. In
such cases, the statute may be construed to protect the abortionist
from liability in cases where the patient may have required more
information than that specified in the statute. Such would be the case
when a woman had physical 6r psychological characteristics which
placed her at higher risk of suffering post-abortion complications
than a “normal” patient. In such instances, an ill-drafted informed
consent law might actually reduce the injured patient’s right to
recovery.

VARIATIONS IN DISCLOSURE STANDARDS

There are two prevailing standards for disclosure of risks prior to
receiving medical care. The first, the so-called “traditional” or “com-
munity” standard, is physician-centered and defined by the common
and customary practices in the medical community, namely, by what
another physician in the same specialty would reveal in a similar sit-
uation. The second standard is patient-centered, and is defined by
what a “reasonable patient” would find relevant to his or her decision
to accept or forego a recommended medical treatment.

The traditional, physician-centered standard is best understood in
the context of the trust relationship between the physician and
patient: “Where the physician-patient relationship is established, the
law imposes on the physician a fiduciary duty of good faith and fair
dealing; among other things, this duty requires the physician to
inform the patient of the nature of his condition and to obtain
informed consent as to future treatment.” 45

The “reasonable patient” standard has evolved in recognition of
the fact that whenever any bias about any medical procedure exists,
it tends to produce a bias in favor of underdisclosure of risks, there-
by making a “community medical standard” for disclosure inade-
quate?*Courts have ruled that, “As the patient must bear the expense,
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pain and suffering of any injury from medical treatment, his right to
know all material facts pertaining to the proposed treatment cannot
be dependent upon the self-imposed standards of the medical pro-
fession.”*’“True consent to what happens to oneself is the exercise of
a choice, and that entails an opportunity to evaluate knowledgeably
the options available and the risks attendant upon each.”**[ltalics
added.] Though the physician may feel strongly about the correct
course of action, “it is the prerogative of the patient, not the physi-
cian, to détermine for himself the direction in which his interests lie,”
and that requires full disclosure of the nature of the procedure and all
the risks and alternatives which a reasonable patient might desire to
know in order to make an informed choice**Even complications
occurring only one percent of the time must be disclosed®® ~

In 21!, fifteen states and the District of Columbia have adopted the
“reasonable patient” standard for informed consent, nineteen have
adopted an informed consent doctrine based on the fiduciary rela-
tionship of the physician and patient, and ten have combined ele-

ments of both.51

DANGERS OF INADEQUATE DISCLOSURE

Under both standards for obtaining informed consent, it is not suf-
ficient merely to give a patient a laundry list of potential risks. It is
the attending physician’s responsibility to make sure that the patient
adequately understands the relevant risks and options and has suffi-
cient time to consider them. These requirements, understanding and
time, are especially important in dealing with teenagers who have
developmental limitations which may prevent them from fully com-
prehending and weighing the information as quickly as would an-
adult?’In such cases, the patient may need more detailed explana-

45. Louisell & Williams, Medical Malpractice (1985) sect.8.02. Also
Stuart. Ohio Northern Univ. Law Review 14(1):1-20 (1987)

46. Schneyer, Wisc. L. Review (1976) 124. Also Stuart, 120.

47. Cooper v Roberts, 220 Pa. Super Ct., 260,267.286 A 2nd 647.650,(1971)
Also Wilkinson v Vesey, 110 R. L 606,624,295 A.2nd 676, 687 (1972)

48. Canterbury v Spence, 464 F.2nd 772 (D.C. Cir. 1972) 780

49. Ibid 787-8. 792: Any risk that could affect decision must be disclosed

50. Ibid 51. Stuart, 9-10

52. Lewis, Child Dev.52:53844(1981). Weithomn,Child Dev.53:1589-98(1982)

53. Standards of care require risk disdlosure, induding medical & psycho-
social: alternatives explained; sufficient reflection time: Friedman,
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tions and more assistance in reviewing the benefits, risks, and
options. Failure to ensure that the patient fully understands the risks,
or has had adequate time to reach an informed choice, may provide
an additional basis of negligence.>?

Uninformed consent may also occur when a patient is not
informed of personal physical or psychological characteristics which
would pre-identify her as being at higher risk of suffering one or
more post-procedural complications. A patient would reasonably
expect to be informed of any high-risk factors pertinent to his or her
case and to receive counseling with regard to alleviating these risks.
If the patient was not informed of these high-risk factors because the
physician failed to identify them during pre-procedure screening, the
physician might be guilty of negligence.54

If there is inadequate disclosure to a patient, the consent is invalid
and the physician’s actions are a form of battery. In such cases, the
offenses of negligence and battery are intertwined.>

In the majority of cases, women seeking abortion feel some exter-
nal pressure to do so. Yet at the same time, 60 to 70 percent of women
seeking abortions have moral qualms about abortion itself, and over
60 percent are struggling with a maternal desire to protect their preg-
nancies.

For these women, abortion is not a glorious right by which they are
able to reclaim control of their lives; instead, it is an “evil necessity”
which they submit to because they “have no choice.” Rather than
affirming their own values, these women feel forced to compromise
their values. Rather than feeling proud of themselves for standing up
for their beliefs, even during in difficult circumstances, they feel
ashamed of themselves for being “spineless cowards.”

This feeling of self-betrayal is a devastating blow to the woman’s
self-image and her feelings of self-worth. She is internally divided by
an emotional “war” within and against her very self. On one side are
her original moral beliefs and maternal desires. On thie other side is
her abortion experience, which represents a choice to act against
those feelings. From this internal warfare, unresolved feelings will
unpredictably erupt through out the woman’s life and will manifest
themselves in a wide variety of psychological illnesses.
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THERAPEUTIC PRIVILEGE AND ITS LIMITS

Under both informed consent standards, nondisclosure is justified
when the information itself “poses such a threat of detriment to the
patient as to become unfeasible or contraindicated from a medical
point of view.”56 For example, it may be reasonable to withhold high-
ly stressful information to a cardiac patient when the information
itself can cause the onset of a heart attack. )

But even when a treatment is lifesaving, the option of withholding
potentially upsetting information, commonly referred to as “therapeu-
tic privilege,” is very narrow.’ This option is narrowed even further in
the case of an elective procedure, where, by definition, the patient may
decline the proposed treatment without dire consequences.’*When the
information does not pose a significant health risk, there is no “thera-
peutic privilege.” Furthermore, no court has ever held a doctor liable
for giving too much information?® Therefore, it seems reasonable that
physicians should err on the side of full disclosure.

When a procedure is elective, then, the only reasons a physician
could give for withholding relevant information would be purely
self-serving, that is, either (1) to save time, or (2) to avoid losing the
sale of one’s services.

The application of these principles to the case of abortion is readi-
ly apparent. As opposed to therapeutic abortions necessary to save a
woman'’s life, an elective abortion is, by definition, never life-threat-
ening. In the latter case the withholding of information is never justi-
fied. A decision to forego a previously desired abortion after learning
of possible risks, even remote ones, is always reasonable?® Indeed,
the Supreme Court itself has found that abortion involves such emo-
tional and psychological risks that a decision to forego a previously
desired abortion may often be the wisest course of action.

54. David Reardon, The Post-Abortion Review 1{3):3-6 (1993)

55. Fogal v. Genesee Hosp., 41 AD.2d 468, 473, 344 N.Y.5.2d 552,559
(1973). Bowers v. Talmage, 159 S0.2d838, 889 (Fla. Dist Ct. App.1963)

56. Canterbury, 789. 57. Ibid.re:physician withholding info

58. Annas, ACLU Guide to Patients Rights (1975) 68 . 59. Ibid.

60. Freedom is ability to make foolish choices: Harper & James,The Law
of Torts (1968Supp.) sect.17.1,61. 61. Matheson, 412-3
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PRIMACY OF THE REASONABLE PATIENT STANDARD

Abortion is a unique medical procedure."2 Certainly no medical
procedure has involved more Supreme Court rulings which have
defined its legal nature and the attendant duties and obligations of
the physician. On one hand, the aborting physician is responsible for
ensuring that his recommendation to abort will benefit the patient,
given her unique circumstances and her physical and emotional
makeup. On the other hand, the physician is also responsible for
helping the patient to fully understand the basis for his recommen-
dation, attendant risks, and alternatives so that she can independent-
ly reevaluate the situation in the light of his disclosures.

With regard to this latter responsibility, the Court has clearly pre-
sumed that the informed consent standard which should be applied
is the reasonable patient standard. “The decision to abort, indeed, is
an important, and often a stressful one, and it is desirable and imper-
ative that it be made with full knowledge of its nature and conse-
quences.” *(Italics added.]

This highest standard, which the Court calls “imperative,” has
been defined as applying to abortion in order to fully protect both (1)
the freedom of women, and (2) the health of women. These are pre-
cisely the two basic rights in which the Court has found a basis for
creating the abortion liberty. Any informed consent standard that is
less comprehensive than the reasonable patient standard would jeop-
ardize the rights of women as envisioned by the Court.

Thus, regardless of the prevailing standard for informed consent in
a particular state, the Supreme Court has determined that a patient-
centered standard must be applied in abortion cases, if not in gener-
al, because this standard for full disclosure is integral to the “abortion
liberty.” ‘

Provision of this information is necessary to “insure that the preg-
nant woman retains control over the discretion of her consulting
physician.”* The content of disclosure is to be measured not by what
the physician deems important but by the right of the woman to
make a fully knowledgeable choice, for “What is at stake is the
woman’s right to make the ultimate decision, not a right to be insu-
lated from all others in doing so0.”% ,

To make this “ultimate decision,” women must have access to all of
the relevant information. It is not the right of the physician to
“screen” information for her, but rather, it is his duty, in consultation
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with her, to help her fully understand his recommendation for abor-
tion so that she can make an informed choice to accept or refuse his
recommendation. To apply a standard based on anything other than
the primacy of a woman'’s right to make a fully informed and free
abortion decision undermines the constitutional framework in which
the Court has labored to define the abortion right.

Law professor Joseph Stuart, J.D., argues that:

While several states do not accept the “reasonable patient” standard [in
general], it seems clear that whatever standard was applied by a state
court [in the case of a suit involving abortion] could not fall below the
requirements of the abortion right. Furthermore, it would be reason-
able to conclude that no standard could ignore the “imperative” of the
Court that the abortion decision be made with “full knowledge of its
nature and consequences,” and that the pregnant woman retain control
over the physician’s discretion.

To take this line of reasoning a step further: if the factors to be con-
sidered-should operate for the benefit of the woman and if she should
have “full knowledge of the nature and consequences” of an abortion,
then it seems that the needs of the patient-pregnant woman would
determine the substance of the information disclosed. Therefore, a
standard that held a physician only to some common medical practice
(whatever that might be) or to some reasonable practice under the cir-
cumstances could very well fall short of the consultative model devel-
oped through the abortion cases:66

If the abortion right is to be construed for the benefit of women, it
is difficult to see how a woman'’s rights are harmed by use of the rea-
sonable patient standard; on the other hand, it is abundantly clear
that a woman’s rights may be infringed upon by the self-serving
“community standard” of the abortion industry. Without the freedom
to be fully informed, a woman’s right to choose is rendered mean-
ingless. The withholding of information, therefore, is a violation of
her civil rights as defined by the Supreme Court.

In their defense, abortion providers may argue that provision of
detailed information regarding risks and alternatives is too burden-

62. Casey, 008 )

63. Danforth, 67. Also, the physician's rights are not significant
except as they are adjunct to patient's rights: Kapp, Am. J.
Ob/Gyn, 144(1):1-4 (1982)

64. 1bid. 66 65. Casey, 715 66. Stuart "¢
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some. But because the right to choose is held by the woman, not the
physician, “the fact that a duty ‘makes his work more laborious’ is
not relevant. The determination that the information given is partic-
ularly dissuasive or persuasive is, likewise, not significant, since the
duty is to inform and the assumption is that the woman can make the
decision for herself.”%

THE SCOPE OF DISCLOSURE

As a general rule, the more complex the treatment options and the
more dramatic the risks, the more demanding are the disclosure
requirements. This is especially true for elective procedures. For
example, it may be reasonable to accept a physician’s choice of a par-
ticular antibiotic without"a lengthy explanation of every risk and
alternative to that prescription. But in the case of prostate cancer,
which can be treated by drugs, surgery, or non-intervention, the
patient would properly expect to receive much more precise and
detailed disclosure of the risks and alternatives.

Because abortion is a unique medical procedure, involving a very
complex decision which encompasses more medical, psychological,
familial, social, and moral issues than any other form of surgery, the
requirements for disclosure in this case are higher than for any other
medical procedure. Indeed, the Court has raised the standard for dis-
closure to “full knowledge of [abortion’s] nature and conse-
quences.”®® This highest standard, which the Court calls “impera-
tive,” has been applied to abortion in order to fully protect both the
freedom and health of women, which are exactly the two basic rights
in which the Court has found a basis for the abortion liberty.

The scope of health risks which should be discussed prior to an
abortion should also be consistent with the broad definition of health
reasons upon which the abortion right was established, and so
should include physical, psychological, familial, and social complica-
tions.®® Indeed, to be fully informed, the Court notes, disclosure
should even include the effects of abortion on the fetus. This is evi-

67. Stuart, 14 68. Danforth, 67. Also Casey, 718.
69. Jipping, Case Western Law Review, 38:329-386 (1987/88)
70. Casey. 718-9. Also Stuart, 18-9.
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dent in the 1992 Casey decision, in which the Court stated:

It cannot be questioned that psychological well-being is a facet of
health. Nor can it be doubted that most women considering an abor-
tion would deem the impact on the fetus relevant, if not dispositive, to
the decision....[This information] 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.7®

Furthermore, since abortion is an elective procedure, an abortion
practitioner’s opinion that one or another risk is not yet firmly estab-
lished, or has not yet been adequately measured, does not relieve him
of the responsibility to disclose to the patient that members of the
medical community are concerned about this disputed risk. This is
especially true because the abortion practitioner may be biased
against believing in the reality of a certain class of risks, no matter
how strong the evidence may be, due to his personal and financial
interests in advocating for the abortion option. It is the reasonable
patient’s right to weigh the evidence for or against a contested abor-
tion complication without paternalistic “screening.” Indeed, because
it is an elective procedure, women are entitled to the full disclosure
of even theoretical risks, such as would be given in the case of exper-
imental drugs.

Finally, it should be noted that all disclosures relating to potential
risks should include reported complication rates for women under-
going multiple abortions. It is well known that the probability of both
physical and psychological sequelae increases with each subsequent
abortion. Since over 40 percent of abortions are for women who have
previously had an abortion, this information is immediately relevant
for a large number of patients. It is also relevant to women having
their first abortion since they too may someday be in a position where
they will be compelled to consider a subsequent abortion. They must
understand that their decision today will affect the risks they may
face if they subsequently choose to abort again. Furthermore, it is
well known that many women seeking abortions will, out of shame,
conceal a previous abortion from their counselors. A standard routine
of disclosing risks for multiple abortions is the only way to insure
that such “concealers” receive accurate information about the risks
they face.
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REVIEW OF MORAL CONSIDERATIONS

Because the Court recognizes the relevance of fetal development
information to a woman’s future psychological health,” e can also
infer that abortionists might also be obligated to discuss the relevant
moral issues of abortion with a woman. This may be especially true
in cases where women have not fully explored their own moral
views, and even more true when a woman'’s decision to abort is clear-
ly contrary to her belief system.

According to bio-ethicist Daniel Callahan, a noted supporter of
legalized abortion, reflection on the moral issue of abortion is, in fact,
central to the idea of freedom of choice. “How can it make sense to
favor the right of choice, but to be morally indifferent about the use
of that right?” asks Callahan. While insisting that each woman must
be free to make her own decision, he also insists that we must recog-
nize the “moral seriousness of the abortion choice.” Indeed, Callahan
admits, “Nothing has so baffled me over the years as the faintly
patronizing, paternalistic way in which, in the name of choice, it has
been thought necessary to protect women from serious moral strug-
gle. Serious ethical reflection ...requires thinking carefully about the
moral status of the fetus, and about the best way to live a life and to
shape a set of moral values and ideals.” 72

Such serious ethical reflection can be considered an important pro-
phylactic against post-abortion psychological sequelae. It is well
known that women who have pre-existing moral conflicts with an
abortion decision are significantly more likely to experience post-
abortion maladjustments. It is entirely reasonable and, I would main-
tain, necessary to the purpose of reducing post-abortion sequelae to
insist that women considering an abortion recommendation confront
and work through any moral ambivalence they have prior to the
abortion. Unless the woman is able to honestly reconcile an abortion
choice with her own moral beliefs, she is certain to experience post-
abortion sequelae.

Even the director of the National Abortion Federation, Sylvia
Stengle, has admitted in an interview with The Wall Street Journal that
one in five women having abortions is doing so in violation of her
own moral consciences. (This estimate is almost certainly low.)
Stengle says these women are a “very worrisome subset of our
patients,” and admits, “Sometimes, ethically, a provider has to say, ‘If
you think you are doing something wrong, I don’t want to help you
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do that.”’7? Stengle does not say how often, if ever, NAF abortionists
actually take this ethical stand. Still, it is nice to have a NAF official
admit that it is ethically necessary to refuse to do some abortions.

MORE REASONS FOR FULL DISCLOSURE

Women seeking abortions are often in a state of emotional turmoil,
often under conditions of duress from other people, and lacking in
knowledge of abortion’s risks. Because of the intense urgency of their
circumstances, it is all too easy to make a hasty choice just to “get it
over with.” This tendency toward haste, which too often leads to
post-abortion sequelae+ can only be corrected by ensuring that
women take the time needed to learn every bit of information rele-
vant to their decision.

Full disclosure is especially important for women who are very
ambivalent about the abortion choice. Because the decision to abort is
often tentative, or even undertaken solely to please others, “upset-
ting” information may be exactly what a woman is looking for as an
excuse to keep her child when everyone else is pressing her into an
unwanted abortion. In some cases, it may be far easier for a reluctant
woman to resist a boyfriend who is pushing for an abortion by claim-
ing that “the doctor says abortion is dangerous.” She may rightly feel
that this argument, even if exaggerated, will be more effective than,
“I want this baby, even if you don’t.”

The right of women to be fully informed-is further accentuated by
the fact that abortionists have historically shifted “basic responsibili-
ty” for the abortion decision to the patient. Rather than making
informed medical recommendations based on case-by-case risk-ben-
efit analyses, abortionists have tended to provide abortions simply
on request. Since abortionists cannot be trusted to do a complete risk-
benefit analysis, especially if the patient is withholding relevant
information, the importance of each patient doing her own risk-ben-
efit analysis is much further amplified. In order to do this evaluation,
the patient needs all of the relevant information which is available.

71. Casey, op cit.

72. Daniel Callahan, Commonweal,(11/23/90) 685-6.

73. Junda Woo, Wall ST. Journal (10/28/94)B12  74. Landy,op.cit.
75. Zimmerman, Passage through Abortion, 139
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THE DANGER OF BIAS IN THE
INFORMED CONSENT PROCESS

Research conducted at abortion clinics has also found that the
majority of women seeking abortion have little or no prior knowl-
edge about the abortion procedure, its risks, or fetal development.
For most women, the counseling they receive at the clinic is the only
information they will receive about abortion and alternatives.

Research also shows that persons involved in crises are especially
vulnerable to being influenced, for good or ill, by third parties. This
reliance on others, especially an authority figure who appears capa-
ble of providing the stressed person an escape from her crisis, is
called heightened psychological accessibility.”

Because a woman faced with a crisis pregnancy 1s more vulnerable to
the influence of authority figures, she is also more exposed to their prej-
udices. Thus, the only way to minimize the biases of abortion coun-
selors is to hold them to the highest standards for full disclosure. If
counselors instead introduce their own biases, the results can be tragic.

In a retrospective survey of 252 women who experienced post-
abortion sequelae, we found that 66 percent of the women said their
counselors’” advice was very “biased” toward choosing abortion. This
is especially important since 40 to 60 percent describe themselves as
not having been certain of their decision prior to counseling, and 44
percent stated they were actively hoping to find an option other than
abortion during their counseling sessions. Only five percent reported
that they were encouraged to ask questions, while 52 to 71 percent
felt their questions were inadequately answered, side-stepped, or
trivialized. In all, over 90 percent said they were not given enough
information to make an informed decision. These omissions are espe-
cially relevant since 83 percent said that it was very likely that they
would have chosen differently if they had not been so strongly
encouraged to abort by others, including their abortion counselor:7¢

Reports of biased counseling are abundant. For example, when
asked about clients who express a desire to keep their child, abortion
counselor Betty Orr says, “I ask them who is going to take care of the
baby while they’re in school. Where are they going to get money for
clothes?””” Other counselors bluntly tell the woman to forget the
motherhood fantasy and “get realistic. Medical bills for having a baby
will run over three thousand dollars. Do you have that kind of
money? Raising a child is even more expensive. It costs over two hun-
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dred thousand dollars to raise a child right. Where are you goinc
get that kind of money?” This kind of “counseling” is little more {
a way of reinforcing a young woman'’s feelings of powerlessness.

Faced with such antagonism, from parents, boyfriends, and their
“health-care” advisors, is it any wonder that young women cave in to
the unrelenting pressures to abort even when 60 to 80 percent of them
would actually prefer to keep their babies?’® Pressured into “choos-
ing” abortion by Planned Parenthood counselors at the age of 13,
Kathy Walker charges, “I felt like my family had no control over any-
thing. My parents felt as deceived as I was; we never really made an
informed decision. Planned Parenthood railroaded us.... But nobody
ever really asked me what I wanted to do.”7°

In another case, an Indiana Planned Parenthood affiliate ignored
the warnings of Kathleen Kitchen’s own physician, who believed an
abortion could be fatal because she suffered from certain birth
defects. Evading two court orders blocking the abortion, counselors
procured a dangerous out-of-state abortion for the girl, which result-
ed in hospitalization for abortion-related complications.*® These
events demonstrate that a pro-abortion bias may overcome even the
most basic evaluation of abortion’s dangers for high-risk patients.

When physicians or counselors withhold information because they
fear the information will lead to an “unreasonable” choice for child-
birth, they are inserting their own bias into the decision-making
process, a bias that has no medical basis. Such bias is of special con-
cern since the majority of abortion patients are ambivalent about
their choice, with up to 84 percent saying they would have kept their
pregnancies under better circumstances. 81

Furthermore, biased pre-abortion counseling can, in itself, be inju-
rious. Substantial evidence suggests that inadequate, inaccurate, or
biased counseling increases the occurrence and severity of negative
post-abortion psychological reactions.?? )

76. Reardon, Aborted Women, 18-19

77. Linda Bird Franke, The Ambivalence of Abortion (1978) 179
78. Zimmerman,op cit. Also Reardon, op cit.

79. Kuppelian, New Dimensions(10/91) 143

80. Bond, Nat'l Rt. to Life news (10/86)6 81.Zimmerman,op dt
82. Franz & Reardon, Adolescence, 27(105): 161-172
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UNDERSTANDING THE CAUSE OF COUNSELING BIAS

There are many reasons for bias in abortion counseling. Some abor-
tion counselors have a financial bias. They see themselves as being in
the “business” of selling abortions.s3 Some act paternalistically, hon-
estly believing that abortion is the best solution to every problem
pregnancy® Still others have a psychological need to see other
women choose abortion as they once did, thus seeking affirmation of
a choice which still troubles them on some deeper level %5

Even more troublesome are those who see abortion as a tool for
social engineering. Whether they seek to use it to reduce welfare
rolls, to eliminate the “unfit,” or to save the world from overpopula-
tion, these social engineers-see some “greater good” which is served
by abortion, and this greater good may be deemed more important
than “a little guilt” or “a few torn uteruses” among the women whom
they abort.

Some abortion providers of the social engineering mindset also
have misogynist and racist attitudes. Such persons want to promote
abortion to prevent “unfit” persons from raising “unfit” children. For
example, Dr. Edward Allred, owner of the largest chain of abortion
clinics in California, is a staunch advocate of abortion as a method of
controlling the population of minority groups:

Population control is too important to be stopped by some right-wing
pro-life types. Take the new influx of Hispanic immigrants. Their lack
of respect of democracy and social order is frightening. I hope I can do
something to stem that tide; I'd set up a clinic in Mexico for free if I
could....When a sullen black woman can decide to have a baby and
get welfare and food stamps and become a burden to all of us it’s time
to stop,86

Most of those who are ideologically committed to population con-
trol, however, are more circumspect in their rhetoric. But there is no
denying the fact that the primary purpose of many “family planning”
groups, such as Planned Parenthood Federation of America, is to pro-
mote a policy of population control. Any health care services it pro-
vides are subservient to that goal.?” .

Persons or organizations who advocate coercion, privately or pub-
licly, would certainly not hesitate to conceal or understate the risks of
abortion. Indeed, such population control zealots have frequently
defended the use of dangerous or insufficiently tested birth control
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technologies on the grounds that injured women are a “secondary”
concern compared to “overpopulation.” 88

Since PPFA’s organizational mandate is to reduce birth rates here
and abroad, especially among the poor, its “family planning” services
are simply a means to that “all-important” end. It is no wonder, then,
that patients report that Planned Parenthood’s abortion counseling
services are even more biased toward abortion than counseling at
non-PPFA clinics A?

If a few women, or even 80 percent, suffer minor to severe post-
abortion trauma, population controllers may deem this a small price
to pay for world peace, prosperity, and environmental purity.
Abortion is an essential tool for population control, and many are
willing to promote it even if it means hiding its risks from their
patients.%

83. Zeckman & Warrick, Abortion Profiteers,Chgo. Sun Times (1978)

84. Reardon, op cit. 85. Ibid.

86. Doctor's Abortion Business Lucrative, San Diego Union
(10/12/80) B1:1

87. Jacqueline Kasun, The War against Population (1988). Also
A.Chase, The Legacy of Malthus (1977)

88. Alan Guttmacher, New York Times (2/26/70) 50:3. Also
Mendelsohn, Male Practice (1981) 120.

89. Reardon, op cit.

90. Hardin, Science (12/68) 1243-8.

‘Copyright 1996- David C. Reardon,PhD
all rights reserved

Excerpts reprinted by Kansans For Life
with permission of the author 2/13/97
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KANSAS ABORTIONISTS

1. Dale Leonard Clinton,M.D.  license no.11150 (genl.practice) issued 1956 active
residence 3026 Nathan Drive, Lawrence,KS$,66049; phone 913-841-7680
office 15 E 7th Suite103, Lawrence K.S,66044: phone 913-841-5716
news article reveals Clinton aborted teen without parental notice

2. Robert Dale Crist,M.D. license 1no.13176 (gyn) issued 1964 active
residence 5720 Foster, OverjandPark, KS,66202:
office POBox 575, ShawneeMission,KS,66201; phone 913-236-5388
license renewal form shows adverse judgment duringl/90-6/91

3. Mark Alan Curry,D.O. license no.22317 (ob/gyn) issued 1988 active
residence12326 S, Auff Lane,Olathe,KS,66213; phone 913-764-6571
otfice 5520 College Blvd., Suite120, Overland Park,KS,66211; phone 913-345-2322(secKatz)

4. Glen S. Hara,M.D, license no. 15456 (ob/gyn) issued 1973 active
residence 12810 W, 82nd St., Lenexa,KS,66215; phone 913-492-6279
office KUMC, 3901 Rainbow Blvd., Kansas City,KS,66103; phone 913-583-6241(seeKrantz)
license renewal form shows hospital restriction/suspension dwring 1/93-6/94

5. Norman R. Harris,M.D." license no.12974 (gyn) issued 1963 active
residence 1310 Gulf Blvd., Suite 194, Clearwater,FL,34630; phone 813-596-4904
office 5101 E. Kellogg, Wichita,KS,67218; phone 316-684-5155(seeTiller)
license renewa Ishows adverse judgment during 1/90-6/91

6. Herbert Charles Hodes,M.D, license no.14447 (ob/gyn) issued 1970 active
residence 6906 W. 130th, Overland Park,KS,662 ; phone 913-897-5932
otfice 4840 College Blvd., Overland Park,KS,66211; phone 913-491-6878
license renewal shows adverse judgment during 1/92-6/93

7. Dennis Kerry Katz,D.O. license n0.22322 (ob/gyn) issued 1988 active
residence 10115 W. 101st, Overland Park,KS,66212; phone 913-888-3677
office 5520 College Blvd., Suite120, OverlandPk.,KS,66211; phone 913-345-2322(seeCurty)
license renewal hint sat adverse judgment during 1/93-6/94

8.William Malcolm Knarr,D.O. license no.19184 (genl.practice) issued 1981 suspended
residence 7023 Bradshaw Ct., Mission,KS,66206; phone 913-268-0538
office #1:720 Central, Kansas City,KS,66102; phone 913-321-3343 (seeRajanna,Zaremski)
office#2: 5020 SW 28th, Topeka,KS,66614; phone 913-273-3004(seeNeuhaus)
large disclipinary file; suspended 3/12/94 for 2years but retains his 2 offices;
adverse settlements (Cummins, Philllips) during 1/93-6/94

9. Kermit E. Krantz, M,D. license no,12291 (gyn) issued 1959 active
residence 6711 Overhill Rd., Mission Hills, KS,66208; phone 913-362-8440
office KUMC, 3901 Rainbow Blvd., Kansas City,KS,66103; phone 913-583-6201(secHara)
license renewal shows adverse judgment during 1/92-6/93

(continued)
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'10. Joseph Walter Manley,M.D. license no, 14812 (ob/gyn) issued 1971 canceued
residence 6810 W. 52 PI., Apt.2B, Mission,KS,66202; phone 913-384-9744
office 6400 Glenwood, Suite104, OverlandPark,KS,66202; phone 913-831-1551
large disciplinary file;18month revocation 12/93, conditional reinstatement

11, Dennis W. Miller,M.D. license no.19490 (ob/gyn) issued 1982 active
residence 7408 W. 54th St.,OverlandPark,KS,66202;
office 600Nebraska, Suite102, KansasCity,KS,66101; phone 913-621-4001
restricted location 1/89-12/89; adverse judgment & hospital restriction 1/90-6/91.

12. Ann Kristin Eisenbise Neuhaus,M.D. lic.n0.21596 (genl.practice) issued 1986 active
residence 1228 Westloop #127, Manhattan, KS,66506; phone 816-283-9142
office#1: Wichita Family Planning Clinic,KS; phone
office#2: 5020 SW 28th, Topeka,KS,66614; phone 913-273-3004(seeKnarr)

13, Krishna Rajanna,M.D. license no.15624 (genl,practice) issued 1972 active
residence 838 W. 39th Terr., Kansas City, MO,64111; phone 816-531-4422 (or-1849)
office 720 Central, KansasCity,KS,66102; phone 913-321-3343 (seeKnalr,Zaremskl)

insurance expired 2/95

14. John Bertram Robb,M.D. license no0.18015 (emer.med) issued 1979 active
. residence 1509 S. Eton, Perryton, TX,79070;
office 15072 N West St., Wichita,KS,67203;
insurance expired 12/94

15. George R. Tiller,M.D. license no.14025 (gyn) issued 1968 active
residence 16066Citation, Wichita,KS,67230; phone 316-733-2828
office 5101 E. Kellogg, Wichita,KS,67218; phone 316-684-5255(secHarris)
2 year alcohol probation period;insurance expiredl/95

16. Ronald N. Yeomans,M.D. license no.1015 (ob/gyn) issued 1968 active
residence 9234 Kessler Lane, Overland Park,KS,66212; phone 913-341-3829
office 4401 W. 109th, Shawnee Mission, KS,66211; phone 913-345-1400

17. Sherman Charles Zaremski,  license no.13172 (pulmonary) issued 1964 active
residence 9931 Lee Ct., Leawood,KS,66206; phone 913-621-0808
office 720 Central, Kansas City, KS,66102; phone (see Knarr)
2 week suspension, fine and censure for drug & record keeping fraud
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Testimony
of
The Rev. Lynn NewHeart
Planned Parenthood of Mid-Missouri and Eastern Kansas
February 13, 1997
before the _
House Judiciary Committee
of the Kansas Legislature
in opposition to
House Bill No. 2269

I am the Reverend Lynn NewHeart, Chaplain/Patient Advocate at Planned Parenthood of
Mid-Missouri and Eastern Kansas. I have been with Planned Parenthood for almost seven years.
A large portion of my job involves working with, and counseling with women who are seeking
abortion services. I am also an ordained minister of the Christian Church (Disciples of Christ).

Upon reading HB2269, I was immediately struck by several inaccuracies in the first
section. The bill states, about women who seek abortions, "They do not return to the facility for
post-surgical care." This sounds as if post-surgical care is neither available nor utilized, both are
incorrect. Follow-up visits, two to three weeks after an abortion, are strongly encouraged in most

clinics, even provided free of charge in some, and many woman do make and keep these
appointments.

The bill also states that there is "little opportunity to receive counseling concerning her
decision," and, "Many abortion facilities or providers hire untrained and unprofessional
counselors whose primary goal is to sell abortion services." Once again, in my experience in a
clinic in which abortion is one of the services provided, and being affiliated with other clinics
which do the same, both of these statements are inaccurate. In our particular clinic, many of the
women providing counseling have Bachelors degrees and several have, or are working towards,
Masters degrees. Extensive training is provided to staff so that they are equipped with all the
pertinant information for ensuring informed consent. Our protocols, standards and guidelines
demand that we offer compassionate, medically sound and unbiased information to all patients.

Women seeking abortion often call into the clinic to obtain information, discuss their
options and speak about the emotions of having to make such a decision. Some, who do not
resolve their decision after a phone call, will schedule to come into the clinic to speak further
about their concerns before making a decision. Always, for every woman who comes into the
clinic for an abortion, we sit down with her after she has read and filled out the paperwork, seen a
video tape of the information on the procedure, risks and aftercare instructions, we then go over
any questions she may still have, confirm her decision (after verifying that she is aware of all of
her options) and discuss any issues she may wish to discuss.

If at any time the woman indicates that she may need more time to make her decision,
additional counseling time is offered. There have been times when the staff have not felt good
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with the level of comfort a woman has expressed regarding her decision and so the staff member
sends the woman home, refusing to do the abortion that day, so that she has more time to resolve
the issues. Sometimes those women do come back for an abortion and sometimes they do not.
As Chaplain, I have talked with women who were sure of their decision to have an abortion but
just wanted to talk about the religious aspects of making that decision. We give every woman
every opportunity for counseling for as long as it takes for her to make a decision that she deems
is best for her in her particular circumstances. We also provide post-abortion counseling, at no
cost, for anyone who desires it. All of the people I have known who work in this area are
following these procedures because they are committed to helping empower woman to make
good decisions for themselves, not because they are trying to "sell abortion services."

One of the concerns of the bill is that women seeking abortion be given "accurate
scientific information", and yet throughout the bill there is language that is not scientifically
accurate. Using terminology such as "unborn child" is not scientifically accurate. The term
fetus, or embryo when applicable, fits within scientific definitions. The use of value-laden
terms like "unborn child" seems to be inconsistent with the desire for medical, scientific

accuracy. pv

)4
Passage of HB2269 would result in making it very difficult to obtain abortion services—_ | 0[///0

for some women, impossible for others. Whereas a mandatory trip into the clinic, at least ei,g/ht// /
hours before an appointment, might be experienced as only a nuisance for a few women, it would
serve as a barrier to service for many women who struggle with transportation problems, child
care, or missing work. Even without a waiting period, it is often difficult for women to manage
the necessary logistics of getting to the clinic for an appointment depending on her financial,
family and employment situations. Ispeak with a different woman, at least weekly, who is
spending a great deal of time and energy just trying to make everything work so that she can
make it to her appointment. It is challenging enough for women who live in town. To require
out-of-town patients to make an additional visit to the clinic often will mean an additional day of
work missed, possibly payment for a hotel overnight, and the difficult tasks of obtaining child
care for a longer period of time. The political climate surrounding abortion necessitates
confidentiality like no other surgical procedure. The challenge to maintain privacy, while
making these additional arrangements, would present yet another burden.

Another barrier to obtaining abortion services would be created by the increase in cost.
Paying a physician to provide the informed consent counseling could very well more than
double the price of abortions. The counseling usually takes much longer than the actual abortion
itself, so the additional increase in physicians' salary would have to be passed on to the patient
just to cover costs. Since most insurance companies do not cover abortion services, and
Medicaid will not cover abortion services (except currently for rape or incest victims), the cost of
an abortion is usually out of pocket. A single woman with children, dependent on AFDC and
foodstamps just to feed and clothe her children, has a very difficult time finding several hundred
dollars "out-of-pocket". Many women already struggle to obtain the necessary fees in a timely
manner (since the price only increases as they wait to obtain funding). A substantial increase
will result in making abortion impossible for many women because of cost alone.



With the terrorist-induced shortage of physicians willing to provide abortion services in
the U.S., tying up physician time to provide counseling, a service another adequately trained staff
member can well perform, will also serve to make skilled physician availability a much scarcer
resource. Ultimately, more women would have reduced access to an important and necessary
medical service that is already hard to find in many areas.

Having counselled with women seeking abortion for almost 7 years, it has been my
experience that the vast majority of patients have already spent a good deal of time thinking
about their decision even before they call to make an appointment. Most have involved people
close to them in their decision-making process, taking into account a multitude of factors.
Several weeks ago a woman told me that she felt her decision to not have another child was the
most loving, caring and decent option for the sake of her existing three children. Another child,
she felt, would place a financial, emotional and physical burden on the family that would cheat
the others out of the love and care she and her husband wanted desperately to provide. To assume
that women cannot make decisions regarding their bodies and regarding the decision to become

parents without a physician-delivered lecture from the government is nothing short of
misogynistic.

It is also demeaning to women to assume that the difficult and complex decision to
terminate a pregnancy would be, or should be, affected by seeing pictures or drawings of fetuses
at two-week developmental intervals. Although the decision to terminate a pregnancy might be a
simple decision for some women, it is never an easy one. The couple who have just made the
heartwrenching decision to terminate a planned and wanted pregnancy because of severe fetal
anomalies requires special care and attention. To force them to view pictures of developing
fetuses could cause emotional harm that would never exist with a more caring approach to
counseling. Although we have this information available in our clinic for those who request it,
medically sound informed consent happens for other surgical procedures without such
unnecessary, emotionally-evocative visual aids.

In conclusion, HB2269 has within it several factors which are troubling from the
standpoint of what is good for the patient. Grossly inaccurate information and value-laden
language exists within the text. The proposed conditions for informed consent would un-
necessarily tie up physicians' time and produce a cost-inhibitive procedure for many women.
And finally, the tone and content of mandated information to be given to women are both

unnecessary and potentially harmful to the patient's emotional well being. Please do not allow
passage of HB2269.
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January 13, 1997

Testimony of Barbara Holzmark, Kansas State Public Affairs Chalr (SPA)
National Council of Jewish Women

8504 Reinhardt Lane

Leawood, Kansas 66206

(913)381-8222

Dear Members of the House Judiciary Committee,

1 am submitting testimony in opposition to HB 2269, an act enacting the Woman’s
Right-to-Know Act.

Founded in 1893, the National Council of Jewish Women is the oldest women’s
organization in the country. Our mission is six-fold: To support the NCJW Center
for the Child, promoting the well-being of children and families; Supporting the
NCJW Research Institute for Innovation in Education is Israel, promoting the well-
being of children, youth and families; Promoting comprehensive services that ensure
children succeed in school; Ensuring individual and civil rights; Improving the status
of women; and Furthering the quality of Jewish life locally, nationally and
internationally. In order to improve the status of Women, we have endorsed and
resolved to work for comprehensive, confidential, accessible family planning and
reproductive health services for all, regardless of age or ability to pay. Therefore, the
protection of every female’s right to reproductive choice, to safe and legal abortion,
and to the elimination of obstacles that limit reproductive freedom are her individual
liberties and civil rights.

HB 2269 specifically puts further restrictions and obstacles on women seeking-=— - .-
abortion services in all forms. I am not here today to condone abortions, I am here
on behalf of WOMEN and their rights. All individuals should have the fundamental
right to live with their human rights and dignities guaranteed. You do, and no one
questions your decisions. Women should have that same right, to have the choice to a
legal procedure. They know what is ahead of them. From the moment of conception,
a woman labors over her decisions and her choices. Do you honestly think that the
decision is made upon arrival at an abortion clinic? Do you think it is fair to put
demands on ALL Daoctors, telling them that they have performed an abortion by the
use of a medicine, drug, or any other substance that is legally avaiiable to them for
that purpose? What is happening to our society today? It is only the unborn child
that seems to have rights. Women should procreate for men , but should have no
rights for their feelings. The National Council of Jewish Women love children, youth,
and families and don’t put priorities on any of them.

I urge you to oppose HB 2269 and consider how it discriminates against women of all
ages, and how it further restricts a woman’s right to her choice.

House Tudiex &y
Hilachrmen+ 1%
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rroChoice Action League

P.O. Box 3622, Wichita, KS 67201
9517 E. Bluestem
Wichita, KS 67207

Phone 316-681-2121
Fax 316-681-2121

Email peggyjj@aol.com

To: Members of the House Judiciary Committee

From: Peggy Jarman, lobbyist for Women’s Health Care Services and ProChoice Action League
Re: H.B. 2269

H.B. 2269 will prevent many women from accessing abortion services. It give the impression that physicians are withholding
appropriate medical information and counseling to patients. Most insidious of all, sidewalk counselors will be encouraged to
harassment and badger patients even more than they do now. Overall, H.B. 2269 is just part of the “Five Year Plan to Stop All
Abortions in Kansas.” (See Attachment #1)

® No other medical procedure is so regulated by the legislature as to

(A) dictate office protocol,

(B) demand waiting periods,

(O) require state prepare consent forms,

(D) dictate to physicians the method of consent,

(E) allow civil action not allowed in any other medical malpractice arena,

(F) requires duplicate reporting,

(G) deliberately negate anonymity of reporting protocols by adding additional requirements,
initiating a stealth attempt at preventing medical abortions,

(H) deliberately negate judicial by-pass requirements outlined by the U. S. Supreme Court.,

and

(D) demand and dictate language to be used by physicians without regard to specific needs or
circumstances of their patients.

Abortion is one of the safest types of surgery. (See Attachment 2). No other surgery is regulated by the legislature in this
way. Can you imagine placing these kinds of requirements on any other surgeon practicing today?

. No other medical procedure is so regulated by the legislature as to

(A) force a woman to delay a medical procedure beyond what she and her physician find appropriate.

(B) force woman to spend more money for care or more time away from her home, children, family, and work.

(C) force a woman to put herself at the mercy of a group of people whose entire focus is to prevent her from having
an abortion by any means they deem appropriate, often as they deem has been dictated by God.

Women are capable of making health care decisions including the decision whether or not to have an abortion. Women are
moral agents and do not need legislators to put barriers up that will make access more difficult for all and impossible for
others.

L Current Kansas law places an enormous burden on teens needing to access the judicial by-pass.

(A) H.B. 2269 will create an enormous hardship on teenagers, effectively eliminating their access to
the judicial by-pass.

(B) H.B. 2269 will force children to have children taking opportunities for teens and their parents to make
joint decisions of what is appropriate for their particular families away from them.

The current compromise abortion law is so strict against teens that few are capable now of accessing the judicial by-pass.
Add an overnight stay that H.B. 2269 will mandate and the constitutional requirement of Jjudicial by-pass will be a joke.

House Tud cetary
HHaahmen+ 15
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A look at the specifics of the bill makes clear its problems. Some are implied, suggestive innuendo. Some problems are about access

to abortion services.

1. The name of the act itself...”woman’s right to know” implies there have been attempts to deceive women secking
services. Consent forms used by physicians providing abortion services are as extensive as those used with any other
surgery. See Attachment #3. Page 1, Line 23

2. New Sec 2 (1) why doesn’t the Kansas legislature find that it is essential to the physiological and
physical well-being of anyone getting any surgery to receive complete and accurate information including
the alternatives. It suggests that other surgery is unimportant, immaterial, or perhaps that it doesn’t
matter if women are uninformed before undergoing heart surgery or brain surgery. Page 1, Line 25

(2)Women are already told that under the current Kansas compromise abortion Law.  Page 1, Line 28

(3) Almost no surgeon has an established personal relationship with the patients they see for surgery. To
suggest that physicians providing abortions are different because they do not is misleading and deceiving.
Patients are all offered the options of returning to the physician who provided the care. Many do; many
return to their primary care physicians. It is simply a matter of choice patients make. It is unlike that the
legislature has any proof that patients have “little opportunity for counseling.” At Women’s Health Care
Services for example, we have a master’s level counselor on staff who is available to any patient at any
time and she spends most of her time with patients in both individual and group counseling sessions.

Page 1, Line 32
(4) See Attachment #3 Page 1, Line 40

(5) No one denies that having an abortion can be upsetting and can cause distress. The most frequent
response women report after ending a problem pregnancy is relief and the majority are satisfies that they
made the right decision for themselves. The American Psychological Association finds no scientific
support or evidence for the so-called “post abortion syndrome.” Page 2, Line 1

(6,7) no basis of fact. Page 2, Lines 4 and 6

2. (b) (2) Purpose of the act is stated to be to “protect unborn children.....” A simple straightforward honest statement that
supports the goal of stopping all abortions in Kansas, Page 2, Line 14

New Sec. 3 - definitions

New Sec. 4

(a) Abortion - Definition has changed. See Attachment #4. This definition could lead to waiting periods
for taking birth control pills, getting TUDs. Page 2, Line 21

(b) Problematic due to that fact that the definition is misleading. Fertilization, in biology, sexual
reproductive process involving the union of two unlike sex cells (gametes)—the ovum, or egg (female),
and sperm (male)—followed by fusion of their nuclei. Conception, the process by which a fertilized egg
implants in the uterine lining. The new definition could lead to waiting periods for taking birth control
pills, getting TUDs. Page 2, Line 28

(i) Seems to assign personhood to a fetus from moment of fertilization. Sets uneasy precedent. Needs
lawyers interpretation. Page 3, Line 2

(a) This forces women who do not live near the health care provider to spend another night away from
home, work, and family. This adds emotional and physiological stress and a financial burden. Out of 105
counties, there are less than 10% that have physicians providing abortion services. The need and desire
for most women is to have someone accompany her to the procedure. Adding this requirement will force
many women to come alone, adding again to the emotional and physiological stress of the woman.

Page 3, Line 13
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(1-7) and (b) Six of the seven are already included in consent forms. (See Attachment #3).
4(A) - Is it appropriate to tell a woman carrying a fetus that has no kidneys, a conditions
incompatible with life, or any of the horrible anomalies that her fetus has that “the unborn child
may be able to survive outside the womb”? (B) Is currently being done.  Page 3, Lines 11-33

(b - 4) - “the woman is free to withhold or withdraw her consent...at any time before or during the
abortion ......” (my emphasis). Medically this is impossible without enormous risk to the life of the
woman. Page 4, Line 4

The reporting requirements represent a duplication of reporting. A comprehensive reporting bill was
passed and signed into law in 1995. It is designed specifically to provide both the appropriate information
AND preserve confidentiality of both patients and physicians. In this emotionally charged health care
service, it is imperative that is maintained. Page 4, Line 20-23

Available of material is by request meaning anyone providing abortion services will have to ask for
supplies removing the anonymity perfected in the current reporting law. Page 5, Lines 35-37

Most of what Sections 4 and 5 do is dictate to the physician that s/he must give the consent and under what conditions it is to be
done. This is absurd and condescending. This legislative body would not dream of giving any other physician such duties. These
physicians, like all other physicians in this state, set up and operate their offices under the rules and regulations of the Kansas Board
of Healing Arts. They are as regulated as any other physician in this state, subject to the same requirements from advertising to
staffing. To suggest otherwise is either pure ignorance or deliberately misleading. In addition this section requires state prepared
information for distribution. At what cost, for what purpose? To “protect the unborn.”

Additional sections deal with legal issues that also need to be examined for content, implication, and whatever new standards might
be set in medical malpractice civil cases and the appropriateness of those actions,

In conclusion, this legislation is unnecessary, inappropriate, and biased against physicians, women, and teenagers. I urge you to
defeat H.B. 2269.




ProChoice Action League
P.O. Box 3622, Wichita, KS 67201
9517 E. Bluestem
Wichita, KS 67207

Phone 316-681-2121
Fax 316-681-2121
Email peggyjj@aol.com

Attachment # 3 - Consents Used by Women’s Health Care Services
1. Eight-hour consent form.

2. Oral contraceptive consent

3. Consent for Pregnancy Termination Beyond 14 Weeks

a. Laminaria Consent
b. Digoxin Consent
¢. D and E Complication Explanation and Consent

4. Consent to Induction Abortion including

a. Purpose of Abortion

b. Laminaria

¢. Procedure

d. Risks

e. Laboratory

f. Additional Procedures Due to Complications
g. Emergency

h. Follow-Up

5. Consent for Abortion Treatment, Anesthetic and Other Medical Services including the following complications:
a. Perforation
b. Laceration
c. Bleeding
d. Infection
¢. Failure to Terminate Pregnancy
f. Tubal Pregnancy
g. Hysterectomy
h. Cervical Incompetency
i. Emotional Distress
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Womeh's Health Care Services, P.A.
George R. Tiller, M.D., DABFP, Medical Director
5107 E. Kellogg, Wichita, Kansas 67218
(316) 684-5108
1-800-882-0488

Dear Prospective Patient:

| am Dr. George Tiller, a 1967 graduate of the University of Kansas School of Medicine, a diplomat of the American Board
of Family Practice. My medical practice has included legal and safe abortion services for thousands of women since 1973
here in Wichita, Kansas.

The 1992 Kansas abortion law requires that | provide certain written information to patients seeking abortion services at
least eight hours before an abortion is performed. This document will satisty the basic notification requirement. We will
provide you with additional detailed information before your procedure, as we have always done.

1)
2)

3)

5)

The nature of an abortion procedure is 1o medically induce the termination of a pregnancy.
The alternative to abortion is vaginal delivery or caesarean section at the end of the pregnarncy.

The risks of an abortion are related to the duration of the pregnancy. Generally speaking, an abortion performed
early in a pregnancy is safer than one performed later in the pregnancy. The generally recognized minor (non-
hospitalization) complications such as infections, laceration, and incomplete or retained material in the uterus vary
in occurrence from one to five per one hundred abortions (1/100 to 5/100) at five to six weeks up to as much as
five to ten per one hundred abortions (5/100 to 10/1 00) at later stages.

The maijor (hospital type) complications of transfusion, hemorrhage, amniotic fluid embolism, laceration, infection,
and uterine perforation vary in occurrence from one per eight hundred abortions (1/800) at five to six weeks up to
two major complications per one hundred abortions (2/100) at the latest gestation. We believe that, in the vast
majority of patients, abortion is safer than full term delivery at all legal stages.

Based on the first date of your last menstrual period or an ultrasound evaluation, the gestation of your pregnancy
is estimated to be , plus or minus 11 to 14 days.

‘The generally recognized medical risks associated with carrying the pregnancy to full term delivery or caesarean

section at term include but are not limited to the following: unplanned major surgery, hemorrhage, transfusion,
blood clots in legs, blood clots in the lungs, hysterectomy, major infection, cervical laceration, vaginal laceration,
rectal laceration, perforation of the uterus, injury to bowelbladder, major and minor emotional problems, amniotic
fluid embolism, cervical incompetence, major and minor depression, and even death.

The types of medical risks (listed above) associated with abortion, are, in general, the same as those associated
with carrying the pregnancy to term. The medical risks of an early abortion (5-12 weeks) and a second trimester
abortion (13-26 weeks) occur at a lower rate than at full term delivery or caesarean section. The medical risks of
an abortion in the third trimester may occur at about the same rate as full term delivery or caesarean section. The
death rate for abortion is less than the death rate for full term delivery.

Community resources available to support a woman's decision 1o camry a pregnancy to term include Lutheran Social
Services, Planned Parenthood of Kansas, YWCA, Sell-Help Network of Kansas, Family Consultation Service, United
Way First Call for Help, United Way Center, Childcare Association of Wichita, Kansas, Children's Service League,
Episcopal Social Services, and United Methodist Urban Ministry.

By signing below, you acknowledge that you have read and understood the information above, and that you have received
this information eight hours prior to your abortion.

SIGNATURE:

Note to Patient: Please see the back of this form for important information about your visit.
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Women's Health Care Services
Visit Checklist
All patients

___No one will be allowed in the clinic without photo identification.

Bring your signed Informed Consent (the other side of this sheet).

Arrive with a full bladder.

Drink no alcohol 24 hours prior to your visit.

No children are allowed in the clinic.

The fee will be collected prior to the procedure.

No personal checks will be accepted.

Remember to park in our fenced parking lot.

Our security staff will be on duty and will scan you electronically and check in all
handbags prior to allowing you into the clinic.

___Minors: You will need a parent to accompany you OR have a notarized Waiver of

Notification and be accompanied by person 21 years of age or older.

One-day patients
___If your appointment time is at 12:00 noon or aﬂer eat nothing after 8:00 a.m. the
moming of your appointment. After 8:00 a.m., you may drink only coffee, tea,
or water.

____If your appointment is on Saturday morning, eat nothing after 12:00 midnight the
night before your appointment. After midnight, you may drink only coffee, tea,
or water.

___We request that you bring only one person with you.

___The person accompanying you will be asked to wait outside while we do your
sonogram and collect your fee, unless you are a minor. We will then invite
him/her inside.

___You will need to have a person accompanying you to receive the preoperatuve
medication which relaxes you for your surgery.

___Plan to be in the clinic for 3-4 hours.

Two-day patients

___You may eat a light breakfast the first day.
___Bring along $10.00 for your prescription.
___Plan to be in the clinic for 3-4 hours the first day.

Out-of-town patients
___You must stay in Wichita until you are released from our care. Call us for hotel
information, if you wish.
___If you use a cab, use American Cab Company They are pro-choice. Their
number is (316) 262-7511.
___Bring a supply of sanitary pads.
___No luggage is allowed in the clinic.

Four-to-five-day patients
___Bring along $50.00 for your prescriptions.
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MEDICAL HISTORY

This questionnaire is part of your medical record and is used by the staff to anticipate any problems
you might have relating to an abortion. Please answer the questions as fully as possible. This record
is strictly confidential.

Name Birthdate [ [ Age
Address ‘

Street City State Zip
Telephone ( ) - Occupation , Religion
Education (check one) Marital Status Ethnic Group
___Under 12 years ___Single ___ Caucasian
__ 12 years or GEE.D. ___ Married ___ African American
__College ___Separated ___Asian
___ Graduate School ___ Divorced ___Hispanic

___ Widowed ___ Other:

Do you have a doctor who knows about the abortion? __VYes __No
Pregnancy History
Number of pregnancies (including this pregnancy):
Live births: Date of last:
Stillbirths: Date of last:
Miscarriages: - Date of last:
D&C's: Date of last:
Abortions: Date of last:
Living chilgren: Age of youngest:
Dates (month and year) of abortions, it any:
Was your last period normal? __ Yes __No
What was the first day of your last normal menstrual period?
Bleeding during your periods is usually: ___Light __Medium _ Heavy
Do you have cramps with your periods? __VYes __No
If so, is the cramping: ___Light __Moderate __ Heavy
Are your periods regular? __Yes __No PAGE 1




What was the date of your last pap smear (if any)?

Have you ever had any complications or hemorrhaging with previous pregnancies, abortions, or

deliveries? __VYes __No

It yes, please explain:

Please mark any of the following methods of birth control you have used:
__ foam ___rubbers __pills ___diaphragm __lub ___rhythm

___withdrawal ___Other:

Describe any problems you have had with any methods:

Are you allergic to any drugs or medications? __ Yes No
If yes, check which ones:

Novacaine PLEASE LIST ANY OTHER MEDICATIONS YOU ARE ALLERGIC TO:
lodine
Penicillin
Aspirin
Codeine

Have you Or anyone in your immediate farhily had any of the following: (check yes or no)
ES

<

Sickle Cell Disease
Varicose Veins

High Biood Pressure
Breast Tumors

Migraine Headaches
Breast or Uterine Cancer
Diabetes

Blood Clots in Veins
Uterine Fibroid Tumors

RERE
11113

[TTT] 3

If yes to any, please explain:

Have you ever had any of the following: (check yes or no)

<

ES

<

ES
Liver Disease

Mononucleosis

Painful or Bloody Urination
Psychiatric Treatment
Nervous Disorder

Anemia

Cancer

Chest Pain/Angina
Dizziness/Fainting Spells
Heart Disease

NERN
11113
NERN
11113




N

o

Rheumatic Fever

Shortness of Breath/Asthma
Thyroid Disease or Goiter
Tuberculosis

Venereal Disease/Herpes
Hypoglycemia (Low Biood Sugar)

Inflammation of Veins
Pelvic Inflam. Disease
Jaundice/Hepatitis
Kidney Disease

Biood Clotting Problems
Vaginal infections
Epilepsy/Convulsions

RERRER:
[TIHT 8

NERRERE

Please list any operations you have had, and the approximate date. Describe any specific severe
injuries or medical problems you have had or now have:

Have you taken birth control pills in the past three months? __VYes __No

If yes, what brand name?

Are you currently taking any medications?  __ Yes __No

if so, please list them all.

Have you had a positive pregnancy test? __Yes __No

When you first thought you were pregnant, did you consider abortion? ___Yes __No
Is anyone with you today? __Yes __No

What is their relationship to you?

Will someone be with you when you leave the clinic? __Yes __No

Do you have medical insurance? __Yes __No

Where can we reach you for the next two days?

The information given above is true to the best of my knowledge.

Signature

C:\DATA\MEDHISTORY PAGE 3
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D

ealth

Care Services, P.A.

5107 East Kelpogg * Wichita, Kansas 67218 » (316) 684-5108

Name:

Birthdate:

ORAL CONTRACEPTIVE ADDENDUM CONSENT
Complete spaces and initial applicable paragraphs.

| have chosen oral contraceptives as my method of birth
control. | am years old and | smoke approximately
cigarettes a day.

| have been informed of the increased risk of heart
attack, stroke, and damage to blood vessels due to age
(over 35) and oral contraceptive use.

| have been informed of the increased risk of heart
attack, stroke, and damage to blood vessels due to
heavy smoking (10 - 15 cigarettes a day) and oral
contraceptive use.

| understand that | can minimize these risks by the
limitation or cessation of smoking.

| am aware of and fully understand the above information.
Nevertheless, | request and consent to the use of birth control
pills. | release WHCS, the attending clinicians, their staff and
assistants from any liability or responsibility for any condition
that may result from the use of oral contraceptives.

Signed Date

Witness
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l , understand that neither Women's

Heafth Care Services nor any motel or hotel association will be held responsible for any spontaneous
miscarriage that could take place outside this clinic. | have been given the clinic phone number for an
emergency.

Women's Health Care Services will not be held responsible for any money or valuables lost or

stolen here at the clinic during my stay.

Date Signature

Witness
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Additional Consent for Pregnancies Beyond 14 Weeks

Date

Laminaria Consent
It has been explained to me that a local anesthesia may be administered, and that
one or more Laminaria (which has been shown to me) may be inserted into the cervix
in order to open it gently and slowly. | understand that once the Laminaria are
inserted, the abortion procedure has begun and therefore | MAY NOT CHANGE MY
MIND. | will not leave the Wichita area or care of Women's Health Care Services until
| am discharged by the medical staff. The Laminaria absorb moisture and enlarge the
opening of the cervix, and this may cause cramping, bleeding, or infection. The
benefit of Laminaria is to make the abortion easier and reduce the possibility of other
complications.

Patient Significant Other Staff Witness

Digoxin Consent
In our experience, after the pregnancy has developed to 18 or 19 weeks, the abortion
procedure is made easier and safer by injecting the fetus with a medication called
Digoxin. The purpose of this injection is to cause fetal demise, to prevent a live birth,
and to help prepare the woman’s body for the abortion process. This medicine is
injected inserting a needle directly into the fetus through the lower abdomen. We
have used this process over 7,000 times at Women’s Health Care Services without a
serious complication and feel the process is safe. However, possible complications
include, but are not limited to, infection, shock, allergic reaction, and even death.
After the injection of Digoxin, the procedure to end and remove the pregnancy has
begun. | understand that the fetus will be non-viable and | MAY NOT CHANGE MY
MIND. | will not leave the Wichita area or the care of Women'’s Health Care Services
until | am discharged by the medical staff.

Patient Significant Other Staff Witness

D&E Complications-
An abortion at later stages of pregnancy (over 14 weeks) carries greater risks to the
patient's physical well-being than at earlier stages of pregnancy. These risks involve
the unlikely possibility of perforation of the uterus, injury to bowel, bladder or
intestines, infection, allergic reaction, disfiguring paralysis, paraplegia, quadriplegia,
brain damage, or even cardiac arrest, and death. | understand and accept these
risks, and request that an abortion be performed on me.

Patient Significant Other Staff Witness

f:\docs\surgiadditional.con
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« Date:

L,

WOMEN’S HEALTH CARE SERVICES, P.A.
CONSENT TO INDUCTION ABORTION

, age . hereby give my consent to, and request and

authorize Dr. George R. Tiller, and assistants of his choosing to perform an abortion on me. | warrant

that the first day of my last normal menstrual period was (date).
Initial boxes PURPOSE OF ABORTION: | have been advised and have had explained to me what an induction
as you read abortion is and what it is for. | understand that tests and/or examinations performed on me indicate
Patient Parent/ that | am more than twenty (20) weeks pregnant. | have requested the doctor to perform an
Guardian abortion procedure so that my pregnancy will be terminated by inducing premature labor. | know that

| have the right to continue this pregnancy to its full term but it is my personal choice to end it now.
All of my questions have been answered.

LAMINARIA: It has been explained to me that a local anesthesia may be administered and that
laminaria (which has been shown to me) will be inserted into the cervix (the opening of the uterus or
womb) and that as moisture is absorbed, the laminaria will dilate, or open, the cervix gently and
slowly. | understand that once the laminaria are inserted, the abortion procedure has begun and
therefore | MAY NOT CHANGE MY MIND. | understand the risks of local anesthesia range from
minor to severe including convulsions, cardiac arrest, and possibly death.

PROCEDURE: | understand that the procedure for the abortion involves the insertion of a needle
through the lower wall of my abdomen into the fetus. The fetus will be injected with a medication
called Digoxin to cause fetal demise, to prevent a live birth, and to help prepare the woman's body
for the abortion process. Amniotic fluid may be withdrawn for testing or other purposes. At some time
later, oxytocin and prostagiandin, as well as other medications, may be administered to me to activate
contractions of the uterus causing the fetus to be expelled. | have viewed the video film, which
explains this procedure and its possible complications.

RISKS: | understand that because this abortion procedure is to be performed in the second or third
trimester it has greater risks than an earlier abortion. The risks are about the same as childbirth.
Some of the risks of abortion at this stage of pregnancy are similar to those of continuing the
pregnancy. They include but are not limited to hemorrhage, uterine rupture, retained placenta, shock,
cardiac arrest, amniotic fluid embolism, and even death. | understand that there is a risk that | might
have an adverse reaction to the drugs which might result in complications from minor to severe
including the rare event of death. Other possible risks include: infection - in order to help avoid this
possible complication, | understand that | am responsible for taking the precautions explained to me
in the post-operative instruction sheet titled "Instructions After a Miscarriage Abortion". Incomplete
abortion - if the abortion is incomplete, it may be necessary to dilate the cervix and use an evacuation
procedure which may necessitate anesthesia for which | hereby consent. | understand that where an
abortion is incomplete, | may have a fever, heavy bleeding and/or cramping. If any of these symptoms
appear, | should go to a hospital or see a doctor at once or immediately contact Women's Health Care
Services. | understand that infection or other complications might require a D&C Procedure (cleaning
out the uterus), a hysterectomy, or may result in death. | understand that if | have a multiple
pregnancy, the chance of complications is increased; cervical incompetency - | understand that the
abortion procedure may result in cervical incompetency which means that | may have problems
maintaining a pregnancy in the future (possible miscarriage, stillbirth), low birth weight, premature
delivery, or other complications in pregnancy. There is also the possibility of the live birth of the fetus,
and that the patient will be responsible as parent for all medical care rendered which will include all
steps necessary in the judgment of the physician to maintain life, including the possibility of the
transfer of the fetus to a neonatal intensive care facility. Emotional distress - such as depression or
other psychological consequences may occur. | ACCEPT ALL THESE RISKS AND. TAKE
RESPONSIBILITY FOR THEIR CONSEQUENCES.
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LABORATORY: | consent to the disposal of any tissue or other parts of the contents of my uterus

(womb) which may be removed during the abortion. | also consent to the administration of RhoGam
(or equivalent) should my blood be Rh negative. | understand that the doctor or hospital may need
to contact me or my emergency contact regarding additional laboratory findings and consent thereto.

ADDITIONAL PROCEDURES: If during the course of the abortion procedure, any unforeseen

conditions or complications arise, and the doctor in his/her professional medical judgement decides
that different or additional procedures including but not limited to anesthesia or blood transfusion or
the association of another doctor, or hospitalization at another hospital are necessary, | give my
consent to such. | assume all financial responsibility for payment for any additional services set forth
above. | give my permission for my parents (or legal guardian where applicable) or other person
(name set forth below) to be notified by the doctor or hospital. The correct identity, address, and
phone number of my emergency contact is below.

EMERGENCY: | have been given an emergency telephone number which | can call 24 hours a day
for assistance. | agree to notify the hospital in the event of a problem. My failure to give notice within
72 hours releases the doctor, clinic and hospital from any responsibility to me for emergency care.

FOLLOW-UP: | have been advised to return to my doctor, clinic (or Women's Health Care Services)
for two follow-up examinations; one at one week and one at three to four weeks after the procedure.
| understand that | should have these follow-up examinations in order to be sure that no complications
or other problems have appeared, that | am not still pregnant, and that the healing process has gone
on properly. My failure to obtain follow-up care reliéves the doctor, clinic, and hospital of any further
responsibility to me.

| have read and understand fully this form. All blanks have been filled in before | signed my name.
All information given herein and in my Medical History are true and correct and | realize that the doctor
and clinic have relied on such information. My consent has been freely and voluntarily given. | have
rejected the alternatives to abortion and this procedure is being performed at my request.

Notify in Emergency or Regarding Lab Findings Patient’s Signature

Name Name

Address Address

City/State/ZIP City/State/ZIP

Phone Phone

Adult's Consent: | amthe to the patient whose signature appears above. | have read and had

explained to me the matters set forth in the above and hereby request and give my consent thereto as her

. | agree to pay for medical expenses incurred in this procedure.

NURSE WITNESS

Parent or Guardian's Signature

Patient and/or significant other had no questios remaining on the film, risks, and/or complications of an abortionprocedure.

STAFF MEMBER SIGNATURE \
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surgery Sheet Six
NAME......co ot AGE.....cccoeveeuinens DATE....cccueee
WKS...ooieerecnenee, RH.covviriiiiene ALLERGIES. ...ttt
PRE-OP MEDICATIONS:
1. VERSED.......... 2.5m§ ........ 5.0mg....... IV.....TIME............... DATE..........
2. NUBAIN..IV.......10mg.. .20mg.....30mg....40mg..Time.............. Date...........
10mg....20mg......other................ Time Date...........
3. 1/2 VAN IV......TIME/DATE......cccectrverrercree TIME/DATE......coovvrienrnrcaneas
4, ROCEPHIN/OTHER IM:...cuiiiiiieceiieeetecrereee e e s ceeenesnescssnsssnessssesessnseneas
5. DIGOXIN....IMG....2MG. .IF..DATE...............0 0 FHTScoreoreerrerreerene
IV FLUIDS:..500CC......1000CC........ NS......TIME STARTED.....ccccemnevreimnneinnrnneenens
1. ROCEPHIN / ANCEF ADDED......cccsetettecitmreeenercesresneinescseessssesssnsessnsanas
2. OXYTOCIN ADDED....ccccctiemterirtertesieeseeseesereeeeesesesssesscessessesssssssnsesssssssssessnns
3. TIME STOPPED.....ccotirttntriintst sttt
SURGERY: D&C | D&E
1. 30-45-60-CC 1/2% XYLO. P.C. BLOCK WITH / WO VP.....ccoctvmrvrrrrnenrrercnerenenenn. .
2.BREVITOL:....oiitieeeeeereererrsee s screee e saeeaens OTHER: ..ot
3. METHERGINE: 1”».2."00 INTRACERVICAL: RHO GAM: NOT GIVEN.........
4. RHO GAM: given...where:.....cccceeevrmrrcceeeecernennnnn. time/date.....c.cocerreecerencciiinnnnnennen.
LOT #eirtreee ettt et INITIALS:...coerirecirnneneeecaene
5. EVACUATION: Complete/incomplete Time.______ Date:___

6. TISSUE: Placenta Parts .
7. Dil: Lams/Direct 21 /23/25/27 /29 / 31
SSC MSC LSC Hem Finks Sopher Ring Other
Size Cannulae 6 7. 8 10 12 14
NOTES/COMPLICATIONS: SONO FCCI CONT. OXIMETRY = W.E.L. - T.W.
OTHER '

SIGNATURE
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T-OP AND RE

NAME

M

DATE

AGE

ALERGIES

Rh FACTOR

MAJOR ILLNESSES

TIME BP P LEEDIN

COMPLICATIONS

SYMPTOMS AND SIGNS

NAUSEA

VOMITING

CRAMPS

MEDICATION GIVEN:
TIME MEDICATION

1.

INITIAL

2.

ORAL AND WRITTEN INSTRUCTIONS

INSTRUCTION SHEET

BCP

Tetracycline 500 mgs. P.O. Q.1.D. x5
Methergine #8 P.O.

Ampiciliin 500 mgs. P.O. Q.1.D. x 5
Flagyl 250 mgs. Q.I.D. x 7

Others

Evaluation Sheet

Check chart - completely filled out

ONOO A WD A

TIME OF DEPARTURE:

SIGNATURE:
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MEDICAL HISTORY

This questionnaire is part of your medical record and is used by the staff to anticipate
any problems you might have relating to an abortion. Please answer the questions as
fully as possible. This record is strictly confidential.

Name Birthdate___/ [ Age___
Street City State Zip
Telephone: () Occupation Religion
Education (check one) Marital Status Ethnic Group
___Under 12 years ___Single ___Caucasian
___12yearsor GED. ___ Married —__ African American
___College ___ Separated ___Asian
___ Graduate School ___Divorced ___Hispanic

___ Widowed ___ Cther:
Do you have a docter who knows about the abortion? Yes No

Pregnancy History

Number of pregnancies (including this): _
Live births___ date of last__/ /
Still births__ date of last_/_/
Miscarriages__ date of last__/ |
D&C's __dateoflast_/ /
Abortions __date of last__/_/
Living children__ age of youngest___
Date(s) of abortion(s) (if any):
Month and year

Was your last period normal?
When was the first day of your last menstrual period?
Bleeding during your pericds is usually (circle):

light medium heavy
Do you have cramps with your periods?

lignt moderate heavy
Date of last pap smear (if any)?_[_/
Are your periods regular?__

Have you ever had any complications or hemorrhaging with previous pregnancies,
abortions, or deliveries? If yes, please explain
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Please circle any of the following methods of birth control you have used.
foam rubbers pills diaphragm IUD rhythm withdrawal
other

Describe any problems you have had with any methods:

Are you allergic to any drugs or medications? ( ) Yes ( ) No
If yes, check which ones:

( ) Novocaine PLEASE LIST ANY OTHER MEDICATIONS
( ) lodine YOU ARE ALLERGIC TO:

( ) Penicillin

( ) Aspirin

Have you or anyone in your immediate family had any of the following?
(check YES or NO):

YES NO YES NO

( ) () Sickle Cell Disease ( ) () Breast or Uterine Cancer
( ) () Varicose Veins ( ) ( ) High Blood Pressure

( ) () Diabetes ( ) ( ) Breast Tumors

( ) () Blood clots in veins ( ) () Uterine fibroid tumors

If yes to any, please explain:

Have you ever had any of the folloWing? (Check YES or NO or circle appropriate
condition on all):

YES NO YES NO
() () Anemia ( ) () Liver Disease
() () Cancer ( ) () Mononucleosis
( ) () Chest pain/Angina ( ) () Painful or bloody urination/bladder infection
( ) ( ) Dizziness/fainting ( ) () Psychiatric treatment
spells ( ) () Nervous disorder
( ) () Heart Disease ( ) () Depression
() () Inflammation of Veins ( ) ( ) Rheumatic fever
( ) () Shortness of breath/ ( ) ( ) Migraine Headaches
Asthma ( ) () Pelvic Inflammatory Disease
( ) () Thyroid disease or ( ) ( ) Jaundice/Hepatitis
Goiter ( ) () Tuberculosis
( ) () Kidney Disease/Infection ( ) ( ) Venereal Disease/Herpes
( ) () Blood clotting ( ) ( ) Hypoglycemia
problems (low biood sugar)
( ) () Vaginal infections ( ) ( ) Epilepsy/convulsions
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Please list any operations you have had, and the approximate date. Describe any

specific severe injuries or medical problems you have had or now have:

Have you taken birth control pills in the past 3 months? ___
If yes, which one?
Are you currently taking any medications?____
If so, what?
Have you had a positive pregnancy test?

When you first thought you were pregnant, did you consider abortion? ___

Is anyone with you today? ____ What is their relationship to
you? Name

Will someone be with you when you leave the clinic?

Where can we reach you for the next two days?

Hotel Tele. #

Room # Home # Friend #

The information given above is true to the best of my knowledge.

SIGNATURE
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l, _uncderstand that neither Women s

Health Care Services nor any motel or hotel association will be neld responsitle for any spcntanecus

miscarriage that could take place outside this clinic. | have been given the clinic phone numker ‘cr
an

smergency.
Women's Health Care Services will not be held responsible for any money or valuables lost cr

stolen here at the clinic during my stay.

Cate Signature

DRAL CONTRACEPTIVE ADDENDUM CONSENT
Zomglete spaces and initial paragrapns. Please initial paragrapns even it you do not smoke. if ycu are over 35 sears of
ace. 2r over 30 years of age and a smoker. we will not be atie to give you birth centrol pills. 1t we find you have a mecical

-zntraindication, we will not be abie to fill your request for airth control pills.

| have chosen oral contraceptives as my method of birth control. | am years ald and | smoka
approximately cigarettes a day.

| have been informed of the increased risk of heart attack, stroke, and damage to blood vessels due to age (over
35) and oral contraceptive use.

| have been informed of the increased risk of heart attack, stroke, and damage to blood vessels due to
heavy smoking (10-15) cigarettes a day) and oral contraceptive use.

| understand that | can minimize these risks by the limitation or cessation of smoking.
| am aware of and fully understand the above information. nevertheless, | request and consent to the use of birth control
pills. | releasa WHCS, the attending clinicians, their staff and assistants from any liability or responsibility for any condition

that may result from the use of cral contraceptives.

Signed Date

Witness




Additional Consent for Pregnancies Beyond 14 Weeks

Date

Laminaria Consent

It has been explained to me that a local anesthesia may be administered, and that one or more
Laminaria (which has been shown to me) may be inserted into the cervix in order to open it gently
and slowly. | understand that once the Laminaria are inserted, the abortion procedure has begun
and therefore | MAY NOT CHANGE MY MIND. | will not leave the Wichita area or care of Women's
Health Care Services until | am discharged by the medical staff. The Laminaria absorb moisture
and enlarge the opening of the cervix, and this may cause cramping, bleeding, or infection. The
benefit of Laminaria is to make the abortion easier and reduce the possibility of other
complications.

Patient Significant Other Staff Witness

Digoxin Consent

In our experience, after the pregnancy has developed to 18 or 19 weeks, the abortion procedure is
made easier and safer by injecting the fetus with a medication called Digoxin. The purpose of this
injection is to cause fetal demise, to prevent a live birth, and to help prepare the woman's body for
the abortion process. This medicine is injected inserting a needle directly into the fetus through
the lower abdomen. We have used this process over 7,000 times at Women's Health Care
Services without a serious complication and feel the process is safe. However, possible
complications include, but are not limited to, infection, shock, allergic reaction, and even death.
After the injection of Digoxin, the procedure to end and remove the pregnancy has begun. |
understand that the fetus will be non-viable and | MAY NOT CHANGE MY MIND. | will not leave
the Wichita area or the care of Women's Health Care Services until | am discharged by the medical
staff.

Patient Significant Other Staff Witness

D&E Complications
An abortion at later stages of pregnancy (over 14 weeks) carries greater risks to the patient's
physical well-being than at earlier stages of pregnancy. These risks involve the unlikely possibility
of perforation of the uterus, injury to bowel, bladder or intestines, infection, allergic reaction,
disfiguring paralysis, paraplegia, quadriplegia, brain damage, or even cardiac arrest, and death. |
understand and accept these risks, and request that an abortion be performed on me.

Patient Significant Other Staff Witness

t\docs\surgi\additional.con



WOMEN’S HEALTH CARE SERVICES, P.A.
INFORMED CONSENT FOR ABORTION TREATMENT,
ANESTHETIC AND OTHER MEDICAL SERVICES

Patient Name:

Address:

Birth Date:

Today's Date:

AS YOU READ, PLEASE PUT YOUR INITIALS IN THE LEFT BOX TO SHOW THAT YOU
UNDERSTAND. THE PERSON WITH YOU (PARENT, GUARDIAN, FRIEND, ETC.) MUST
INITIAL THE RIGHT BOX TO SHOW THAT THEY ALSO UNDERSTAND. THESE ARE

LEGAL DOCUMENTS - PLEASE DO NOT MARK THROUGH ANY ERRORS.

| (patient name) , request and consent to the performance
upon me of a pregnancy termination procedure by vacuum aspiration or dilatation and evacuation at
Women's Health Care Services by Dr. George R. Tiller, his associate physicians, and whomever he
may designate as his assistants.

| further consent to the taking of cultures and the performance of reasonably indicated tests and
procedures, whether or not relating to presently known conditions, if my medical attendants find these
necessary or advisable in the course of evaluation or treatment for pregnancy termination or
management of complications.

| have fully and completely disclosed my medical history including allergies, blood conditions, prior
medications or drugs taken, and reactions | have had to anesthetics, medicines or drugs. | consent
to my physician's relying on this disclosure as complete.

| consent that the physician or associates may administer such anesthesia and medications as may
be deemed necessary or advisable, with the exception of

| understand that local anesthetics do not always eliminate all pain, that in a small number of cases
local anesthetics cause severe reactions or even shock or death, and that no guarantee to the
contrary has been made.

| understand that the duration of my pregnancy will be based on the sonogram test conducted on me
at Women's Health Care Services, and not on the basis of my last menstrual period.

| fully understand that the purpose of this procedure is to terminate this pregnancy, and | affirm this
to be my personal choice in light of the alternative of continuing the pregnancy to term. No one has
forced or compelled me to make this decision.

| understand that the complications associated with pregnancy termination are generally much less
severe and less frequent than with childbirth. Nonetheless, | realize, as is true of childbirth and any
kind of surgery, that there are inherent risks of minor and major complications and death which may
occur without the fault of the physician. No guarantee or assurance has been made to me as to the
results which may be obtained.

|
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Ti.. .sks and possible complications of the abortion procedure most likely to occur, though only ina
small number of cases, are as follows:

Peroration: Occasionally an instrument used in the abortion may go through the wall of the uterus.
When this happens, hospitalization may be necessary for completion of the abortion and repair and/or
observation of the perforation and any internal injuries resulting therefrom.

Laceration: In rare cases the cervical opening and/or cervical canal may be torn. A few stitches to
repair the tear is usually all that is necessary.

Bleeding: More bleeding sometimes occurs than is normally expected. This may require an
immediate repeat of the abortion procedure, or hospitalization for observation and treatment. If the
excessive bleeding occurs some hours or days after the abortion, hospitalization may be necessary,
and dilation and curettage may have to be done to remove material retained in the uterus. Heavy
bleeding may require a transfusion.

Infection: Infection, caused by the presence of bacteria in the vagina or uterus, is not an infrequent
occurrence. Such infections usually respond to antibiotics, but in a few cases hospitalization is
necessary.

Failure to Terminate Pregnancy: Although the possibility is remote, the abortion procedure may fail
to end the pregnancy. It is this possibility, among others, that makes a post-abortion examination
essential. In such a case, another abortion must be recommended, since the first one may have
affected normal development of the pregnancy.

Tubal Pregnancy: A tubal pregnancy occurs when the fertilized egg implants in the fallopian tube
instead of in the uterus. If this condition is unchecked, the fetus develops in the tube until it is large
enough to burst the tube. Although the chances of a tubal pregnancy are small, the risk of death from
a ruptured tubal pregnancy is very great. For this reason, all tubal pregnancies must be surgically
removed. The abortion procedure cannot terminate a tubal pregnancy. | understand that this is a
preexisting medical condition for which the Women's Health Care Services assumes no medical or
financial responsibility.

Hysterectomy: | understand that as a result of certain preexisting conditions or some complications
(such as perforation, bleeding or severe infection) a hysterectomy may be necessary. If a
hysterectomy is necessary, | understand | will never be able to become pregnant again.

Cervical Incompetency: | understand that the abortion procedure may result in cervical incompetency
which means that | may have problems maintaining a pregnancy in the future (possible miscarriage,
stillbirth), low birth weight, premature delivery, or other complications in pregnancy.

Emotional Distress: Such as depression or other psychological consequences may occur.

| ACCEPT ALL OF THESE RISKS AND TAKE RESPONSIBILITY FOR THEIR CONSEQUENCES.

LABORATORY: | also consent to the disposal of any tissue or other parts of the contents of my
uterus (womb) which may be removed during the abortion. | also consent to the administration of
RhoGam (or equivalent) should my blood be Rh negative. | understand that the doctor or clinic may
need to contact me or my Emergency contact regarding additional laboratory findings and consent
thereto.

ADDITIONAL_PROCEDURES: If during the course of the abortion procedure, any unforseen
conditions or complications arise, and the doctor in his/her professional medical judgement decides
that different or additional procedures including but not limited to anesthesia or blood transfusion or
the association of another doctor or hospitalization may be necessary, | give my consent to such. |
assume all financial responsibility for payment for any additional services set forth above. | give my
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permise r my parents (or legal guardian if applicable) or other person (name set forth below) o
be notifi. ¢ the doctor or staff of the clinic. The correct identity, address and phone number of my
emergency contact is set forth below.

EMERGENCY: | have been given an emergency telephone number which | can call 24 hours a.dgy
for assistance. | agree to notity the clinic in the event of a problem. My failure to give notice within
72 hours releases the doctor and clinic from any responsibility to me for emergency care.

FOLLOW-UP: | have been advised to return to my doctor, clinic or Women's Heaith Care Services
for a follow-up examination within three weeks after the procedure. | understand that | should have
this follow-up examination in order to be sure that no complications or other problems have appeared,
that | am not still pregnant, and that the healing process has gone on properly. My failure to obtain
follow-up care relieves the doctor and clinic of any further responsibility to me.

| have read, had explained to me, and understand fully this form. All blanks have been filled in before
| signed my name. All information given herein and in my Medical History are true and correct and
| realize that the doctor and Women's Health Care Services have relied on such information. My
consent has been freely and voluntarily given. | have rejected the altematives to abortion and this
procedure is being performed at my request.

Patient's Signature Date

WHO TO NOTIFY IN THE EVENT OF AN EMERGENCY:

1L

L

|

Name Address

City, State, ZIP Phone

In my judgement, the above-signed patient understands the nature of, risks of, and alternatives to abortion,

and she has chosen the abortion without coercion.

Witness - Significant Other Date

Witness - Staft Member Date

For my patient to receive pre-operative medication | understand that | must remain on the premises of

WHCS throughout the entire procedure and provide transportation home for my patient.

Signature - Signiticant Other Date
(If someone is here with you they need to sign.)
IF_ THE PATIENT IS A MINOR ACCOMPANIED BY A PARENT OR GUARDIAN:

| am the parent/guardian of the above-signed patient. | understand the nature of, risks of and alternatives
to abortion. | believe the patient | am accompanying has chosen abortion without coercion and also

understands the nature of, risks of and alternatives to abortion.

Signature - Parent/Guardian Date

NT: STOP! YOU HAVE COMPLETED ALL OF THE PAPERWORK.

ONLY.

Patient and/or significant other had no questions remaining on the film, risks and/or complications of an

abortion procedure.

" REMAINING PAPERWORK ATTACHED IS FOR MEDICAL STAFF USE

DOCS\SURQNCONSENT.FAM STAFF MEMBER SIGNATURE
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LAB AND INSERT:

NBMIE. o1ttt Date......ccccovvvevireenns AgE...iiirieriis
BP.or Pulse........cccooviinn, TeMP oo Weight. .ooovvorieeieinees

Heart. .......covvvivveviieiieieniiiinnnn LUNGS. . vveeiireeiiieninns (0] (2 1= SUTTTTT T T OO PO P PUPUPPPPPPPPPY
ATIEIGIES ... ovoveeee ettt
MAJOF TIMESSES .. c.cvoviviiirciii L

PELVIC EXAM:

Vagina......c.oooeeiviiiiinnenn (0= V1) UTTPTOT OO T TR ROPPRRPPPPPPEPPPTTTLLE
UBBIUS. ..o AGNIEXA. o evvvevvrvvreererrrrrrsireersaassessssaanns

BPD: e WeekS........oovvireeiinien rh FACTOR......ccvvvvvmiienees HGB..........

IMPRESSION:.....JUP.....coiiirniiin PLAN....D&C.....D&E.....INDUCT.....MA........

DIGOXIN:........ IMG........ 2MG....... IF....... Date.......... O FHT'S .......... Time ...covwees Date

INSERT:

1 Time....cooveeee. Date............... Xylo. i ]| AU Lams....cooovveeerennens FSD/PK
Y =T 0 1 SUU T TUU T T U U U O U U U P PO PP VPP ST R PR TITIT L LLRCLLLE
R EITIATKS o ovveee oot eeseste e e esresuseeseeobesotseass e ab e e bt e eaeEebe b e n b e er b e e g e e eSS

2.Time............ Date......ccceeene Xylo..ooiiee Dil.covvreerrneee. LamsS.....ccooeevvvrenienns FSD/PK
MDD S oo e eeeeeveeesaaaassaesseseesarssaseasbeeshb e e shae SRR e e A b e AR A E LS
R EITIAITKS . 1. v v vveeeeeeesessasseesassessseeessnsssssessnssssssssessansniisessobsteaisssoabrr s g e s e s e s b LRt

3.Time............. Date............... Xylo..ooiiiiinne Dilevveeireen LamsS....oveeennininens FSD/PK
Y 10 1 T TTT VTR T TR U T OO OO O P PSP PP TSP P PSP RPP PP TIITLISTIE LI
RBITIAIKS oo ovveeesveseesssesseesesesseeaseessseessaessssesasssbso s aaas s aas s s saEE s ot b e s e bbb s et Lt e e s s s b bt R e
4, Time............ Date......cecuuee. Xylo..eriveeeinne ]| O LamS...ccccvevnriennenee FSD/PK
MDD S ettt e eseessaseeesassessaenesasssesesassaeessenbbessesarreseat s e e taiE b E s e s e e s et e bbb e s e s e s e e
=T naT- 11 - TP U OO O O PP P P TP L LT P PP PPPPTPP RIS CIRLILLL

-----------------------------------------------------------------------------------------------------------------------------------
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Surgery Sheet Six

NAME ...ttt AGE...........coeee DATE. ...
WKS..eic RH. o, ALLERGIES. ...
MAJOR LN E S S S ittt ettt e
1. VERSED.......... 2.5mg........ 5.0mg....... V.....TIME............... DATE.....cooivrieiiiinn
2. NUBAIN..IV....... 10mg....20mg.....30mg....40mg....Time.............. Date.........cooovviiviinnin,
10mg....20mg......other................ Time.....o...v... Date.................

3. 1/2VAN [V......... TIME/DATE..........coocvveiinn, TIME/DATE ...t
4. ROCEPHIN/OTHER IM:o o ettt
~IVFLUIDS:..500CC......1000CC........ NS....... TIMESTARTED. ....eiiooiiiieeiiiirie e
1. ROCEPHIN / ANCEF ADDED......cooiii oo

2. OXYTOCIN ADDED ... .ottt

3. TIME STOPPED ... oot

SURGERY: D&C / D&E

1. 30-45-60-CC 1/2% XYLO. P.C. BLOCK WITH / WO VP.......oooviiviiiiiiiiiiieni

5. Dil: Lams/Direct 21/23/25/27/29/ 31
SSC MSC LSC Hemn Finks Sopher Ring Other
Size Cannulae 6 7 8 10 12 14

6. TISSUE: Placenta Parts

7. EVACUATION: Complete/incomplete Time: Date:

NOTES/COMPLICATIONS: SONO FCClI CONT. OXIMETRY W.EL.-TW.
Sa02%>.....ccoeevvvenenn
OTHER

SIGNATURE




POST-OP AND RECOVERY ROOM

NAME DATE

AGE

ALLERGIES

Rh FACTOR

MAJOR ILLNESSES

TIME BP

o

BLEEDING

EUNDUS

COMPLICATIONS

SYMPTOMS AND SIGNS

NAUSEA

VOMITING

CRAMPS

MEDICATIONS GIVEN
TIME MEDICATION INITIAL

1.

2.

ORAL AND WRITTEN INSTRUCTIONS

INSTRUCTION SHEET

BCP - Loestrin Fe. 1.5/30 - TriLevlen 1/28 Script given
Ampicillin 500mg x3 #12

Doxycycline #10 - 100mg. P.O.BIDXS

Methergine #3 given  Script #12 given

Benadryl #10 25mgs given

Loratab 5 #200 - #30 Talwin #20 - #30 Script called in
Check chart - completely filled out

N s D

Other
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DISCHARGE CRITERIA

1. The patient is awake, and alert, and oriented to name, place, and time.

2. The patient's vital signs are stable and at levels consistent with the
patient's age, condition, surgical procedure performed, and
preanesthetic vital signs.

3. The patient's protective reflexes (i.e., cough and gag reflexes) have
returned to normal. o

4, The patient displays minimal nausea or vomiting, for example, nausea
or vomiting has not occurred within the period of 15 minutes prior to
discharge. The patient who has received an IV antiemetic medication
has been observed for at least 30 minutes for change in vital signs.

5. There are no signs of respiratory distress.

DISCHARGE PROCEDURE

Assure compliance with discharge criteria -- fill out checklist

The patient must be able to ambulate appropriately and demonstrates voiding without
difficulty when indicated.

Give appropriate medication (antibiotics--Methergine script--BC pills--)

Give written and oral instructions

Fill out (and have patients sign) appropriate consent forms for oral contraceptives and
follow-up forms

Walk patient to front desk. Dismiss to significant other

An adult must be available to escort the patient home. Patient who receive local
anesthesia do not need an escort home.

Patient does not meet discharge criteria #'s --left against medical
advice.

TIME OF DISCHARGE

SIGNATURE

f\docs\nurgi\discharge.cd



”SA 65-6701 L

.atute # 65-6701
Chapter 65.--PUBLIC HEALTH
Article 67.--ABORTION

Title Definitions. \Aﬁ(‘)\c’\/\ me v* Lt

As used 'in this act:

(a) "Abortion" means the use of any means
to intentionally terminate a pregnancy except for
the purpose of causing a live birth. Abortion g
does not include: (1) The use of any drug or
device that inhibits or prevents ovulation,
fertilization or the implantation of an embryo;
or (2) disposition of the product of in vitro
fertilization prior to implantation.

(b) "Counselor" means a person who is: (1)
Licensed to practice medicine and surgery; (2)
licensed to practice psychology; (3) licensed to
practice professional or practical nursing; (4)
registered to practice professional counseling:
(5) licensed as a social worker; (6) the holder
of a master's or doctor's degree from an
accredited graduate school of social work; (7)
registered to practice marriage and family
therapy:; (8) a registered physician's assistant;
or (9) a currently ordained member of the clergy
or religious authority of any religious
denomination or society. Counselor does not
include the physician who performs or induces the
abortion or a physician or other person who
assists in performing or inducing the abortion.

(c) "Minor" means a person less than 18
years of age.

(d) "Physician" means a person licensed to
practice medicine and surgery in this state.

{e} "Unemancipated minor" means any minor
who has never been: (1) Married; or {(2) freed, by
court order or otherwise, from the care, custody
and control of the minor's parents.

(f£) "Viable" means that stage of gestation
when, in the best medical judgment of the
attending physician, the fetus is capable of
sustained survival outside the uterus without the
application of extraordinary medical means.

History
History: L. 1992, ch. 183, s. 1; July 1.
Case Annotations
65-6701.
Case Annotations
CASE ANNOTATIONS 1. Whether trial court
erred by construing 65-6705 more restrictively
than legislature intended examined; judicial
procedure discussed. In re Doe, 19 K.A.2d 204,
208, 866 P.2d 1069 (1994).
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r[j Planned Parenthood °

Of Kansas, Inc.

House Judiciary Committee
Testimony in Opposition of HB 2269
Feb. 13, 1997

Submitted by: Monica Neff
(913)-842-6496

Honorable Chair and Distinguished Members of this Committee:

As one can see, there are numerous provisions to HB 2269. The framework from which this bill's
sponsors have described its intent has been very clever, but entirely misleading. We cannot allow
ourselves to be distracted and in any way acquiesce to the political spin of the dangerous contents
within this bill.

Planned Parenthood of Kansas strongly oppose HB 2269. We oppose this bill because
if enacted into law it will severely restrict, if not end, access to physicians and medical
services for large numbers of women seeking reproductive health care.

The gravity of this bill cannot be understated. To understand the provisions of HB
2269, one must look at the practical application of such inappropriate governmental mandates
and its impact on the practice of medicine and the delivery of services.

HB 2269 includes inappropriate governmental interference in the practice of medicine. It mandates
unnecessary requirements on a physician's time, dictates the method of medical
informed consent and debilitates clinic management in such a way that would critically
decrease a physician's ability to provide direct medical services.

e According to HB 2269 medical informed consent can only be achieved by requiring that orally
and person the physician in addition to another highly educated professional meet with a
woman eight hours prior to an abortion procedure to be performed.

o Two separate and individual private counseling sessions must occur utilizing contents of a
uniform packet of governmentally published mandated materials.

This realistically would enforce a 24 hour waiting period, demanding a 2-day
minimum process.

This creates further delays to accessing an abortion procedure for women in addition to increasing
the risks to their health. It has been estimated by clinic administrators that possibly
50% of the patients now being seen would no longer be able to see a physician or
access medical services.

/‘[C)LLSC :)“\L&iei(uy
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Clinics would no longer be able to provide for effective, efficient and affordable
medical service delivery to half of those in need of services.

« In fact, for many Kansas women, there would be no access. In r:ality the
Kansas Legislature through HB 2269 will have indirectly, but eifectively,
imposed a ban against abortion services for hundreds of women.

« Needless to say, this bill is_about hindering access and abolishing our rights to
abortion. Let us not allow religious political extremists to skillfully enact

legislation that would effectively eliminate Kansas women's rights.

Attached to these excessive mandates are exaggerated penalties for noncompliance
thus possibly hindering a physician's right to professional medical discernment
and judgment. Inherently, this increases the hostile and threatening environment these
physicians already face as they provide women health services and legal reproductive choice in
Kansas.

Fortunately Gov. Graves studied the contents of a similar bill, last year and
understood its harmful and far reaching ramifications. He_vetoed SB 352 on May 15, 1996.
As he so clearly stated in his veto message, "The United States Constitution protects a
woman's rights to access abortion, and we should therefore recognize that the
Kansas Legislature does not have the authority to ban abortions. "

Each section in HB 2269 is flawed and is truly extreme in its consequences
against women. I ask you to vote against HB 2269 in any form in order to
preserve the privacy of Kansas women and their families to access health care and
make their own reproductive decisions.

Thank you for your attention and thoughtful consideration.
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([j Planned Parenthood

of Mid-Missouri and Eastern Kansas

Testimony Opposing KS House Bill 2269
Judiciary Committee
Thursday, February 13, 1997

Ladies and Gentlemen of the Committee:

HB 2269

House Bill 2269 has been given the misleading title of the "Women's Right to Know" act.
This title is misleading in that it indicates that women are not currently receiving
information on their options before terminating a pregnancy. Additionally, the authors of
this bill mistakenly believe that the information that is required by this bill is suitable for
a doctor to distribute to a patient in order to obtain true informed consent.

In large part, this bill seeks to set a standard of informed consent that would be applied
only to abortion providers under Kansas law. There is not a single other medical
procedure for which the statute lists out what a physician must do to obtain informed
consent. This bill sets a dangerous precedent of infringing on a physician's medical
judgement within the informed consent process.

Informed Consent

The authors of this bill have a misperception of what true informed consent really is and
seem to confuse informed consent with decision counseling. This bill seeks to hold
doctors who perform abortions accountable for things that are beyond their area of
expertise, training, and experience. This bill would require informed consent to go cover
not only the medical risks of an abortion procedure, but also information not applicable to
the patient's current circumstance, information on social service agencies, and

information on availability of legal and monetary benefits--regardless of their expressed
needs or desires.

True informed consent is a well-established legal and medical doctrine. Doctors who
provide abortions belong to many different professional organizations which all have
guidelines for their members on informed consent. The National Abortion Federation
(NAF) states "it is the responsibility of each abortion provider to ascertain prior to the
performance of an abortion that the patient understands and has freely chosen to terminate
her pregnancy." The American College of Obstetrics and Gynecologists (ACOG)
requires physicians treating a patient with an unwanted pregnancy to counsel her "about
her options of continuing the pregnancy to term and keeping the infant, continuing the
pregnancy to term and offering the infant for legal adoption, or aborting the pregnancy."
Planned Parenthood Federation of America requires of it's doctors that "informed consent
must be obtained in writing from all women...prior to the procedure. Hous e Tid e iav

_ Machmen+ i
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sur >s of their clinical impressions or diagnosis; alternative treatments and consequences of treatments,
incluuing the consequences of no treatment; and recommendations for treatment. Full disclosure is appropriate
in all cases, except rare situations in which such information would, in the opinion of the health care
professional, cause serious harm to the patient."

As noted by the AMA standard, informed consent is a flexible doctrine, which depends on the discretion
of the health care professional, the circumstances of the patient and the risks of the procedure.

Consistent with this principle, abortion providers obtain the valid consent of every woman before a procedure is
performed. This bill changes informed consent from a discussion of the risks and benefits of a specific
procedure to a litany of the social services available in the state of Kansas.

In the 1982 report of the President's Commission for the Study of Ethical Problems in Medicine and Biomedical
Behavioral Research, four major principles of informed consent were enunciated:

> Patients "are entitled to accept or reject a health care intervention on the basis of their own personal
values and in furtherance of their own personal goals."

> Truly informed consent "is a process of shared decision making based upon mutual respect and
participation, not a ritual to be equated with reciting the contents of a form."

> Physicians must discuss all alternative treatments, "including those he or she does not provide or favor,
so long as they are supported by respectable medical opinion."

> Patients should be provided with complete and unbiased information. "Manipulation has more and less
extreme forms...Of particular concern in health care contexts is the withholding or distortion of
information in order to affect the patient's beliefs and decision."

Decision Counseling

In addition to establishing informed consent, abortion providers also offer decision counseling. The National
Abortion Federation's Standards for Abortion Care describes decision counseling in the following way: [it]
"seeks no pre-determined outcome, but encourages exploration of all possible alternatives, the final choice
resting entirely with the woman." The process should explore the woman's feelings about her pregnancy, her
circumstances and her options, and should assist with implementing her final choice.

The content of decision counseling and informed consent may overlap, but the two processes are distinct--

the first assists with decision-making, while the second informs about the medical procedure selected.
This bill would seem to confuse the two.

Conclusion

These requirements for informed consent are currently followed by doctors who provide abortions. "Informed
consent" as it is detailed in this bill goes well beyond the scope of true "informed consent." The authors of this
bill are operating under a false sense of the nature of "informed consent" in general and are unaware of the

efforts made by abortion providers to ensure that a woman's decision to abort is made of her own free will and is
aware of her alternatives.

Requiring physicians to give all patients a specific litany of information like that required in this bill does
nothing to foster the goal of informed consent. For example, nine in ten abortions are performed in the first
trimester of pregnancy. There is no reason to subject a woman seeking an early abortion to a lengthy discussion
of the risks entailed in an abortion later in pregnancy. These risks are irrelevant to her situation. Similarly, fetal
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development changes as pregnancy progresses; a discussion of fetal development in the later stages of
pregnancy is irrelevant to the medical treatment of a woman seeking an abortion at eight or nine weeks.

There are many different reasons why this bill should be defeated. However, the erroneous concept of
"informed consent" is the most glaring. This bill would hold doctors who perform abortions to standards of
informed consent that go well beyond what is currently contained in Kansas law for doctors who perform other
procedures. The information that doctors are required to give their patients goes well beyond the scope of their
training, expertise, and experience. It is nothing short of harassment to force doctors to be responsible for such

information under threat of malpractice suits and loss of license. Especially when the information is disturbing,
insulting, or irrelevant for the woman forced to receive it.

Ellen W. Brown
Public Affairs Coordinator
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(¢ AMERICAN CrviL, LIBERTIES UNION

OF KANSAS AND WESTERN MISSOURI
1010 West 39th Street, Kansas City, Missouri 64111 (816) 756-3113

Testimony in Opposition to HB 2269
House Judiciary Committee -- February 13, 1997

Members of the Committee: The bill before you is an aftack on the fundamental and
constitutionally protected right of women to have access to safe and legal abortion services in this
state. HB 2269 represents a significant step toward the ballyhooed goal of anti-choice extremists to
ban all abortions in Kansas, no matter the risk to the lives and health of women.

The specific focus of ACLU’s testimony is on the two-visit requirement, separated by eight
hours (in practical application, hardly different from an outright 18-hour or 24-hour requirement).
Other provisions of the bill are equally onerous and will be addressed in other testimony.

A similar two-visit requirement is part of a challenge to a 1995 Indiana law now advancing
through the courts. The U.S. District Court order granting a preliminary injunction in the Indiana case,
A Woman's Choice v. Newman, reviewed the two-visit (“in the presence”) requirement in detail and
found, based on a factual analysis of Mississippi's documented experience with an in-place two-visit
requirement, that Indiana also would be likely to prove it creates an unconstitutional undue burden.

The difficulties encountered by women traveling from the far westem corners of Kansas to
Wichita, for example, are already more burdensome than in some other states. The sparse
availability of abortion services in Kansas argue strongly against any additional burdens of time or
expense beyond those found in the current law.

Please consider whether the following statement, by the U.S. District Court in Indiana, could
be applied to Kansas if HB 2269 were passed:

The evidence before the court, which goes well beyond the evidence presented in
Casey on this issue, shows that the [two-visit] requirement of the Indiana law is likely
to have effects in Indiana comparable to the effects of the similar law in Mississippi.
That is, the number of Indiana women obtaining abortions is likely to drop by
approximately 11 to 14 percent, and_this effect is likely to be the result of the burdens
of the law rather than the persuasive effect of the required information and delay. That
effect means that for a large fraction of women seeking abortions, the law is likely to
operate as a substantial obstacle to a woman's choice to undergo an abortion. Under
Casey, therefore, the “in the presence” requirement of the Indiana law appears
reasonably likely to impose an undue burden that is unconstitutional. [emphasis added]

In other words, although the Pennsylvania case, Planned Parenthood v. Casey, found that
two-wsnt requirements are not necessarily unconstitutional, this provision can be found by a court to
be unconstitutional based on the preponderance of the burden it causes to women in a specific state.
ACLU contends that the demographics of Kansas are such that a constitutionally significant “undue
burden” would be demonstrated if HB 2269 were enacted.

Kansas already has a law on the books, passed in 1992, which mandates a waiting period
after a woman receives written information about her altematives to abortion, the procedure,
community resources available and the gestational age of her fetus. This bill is another attempt by
extremists to prevent as much access to abortion services as possible. Please oppose this legislation
‘and all other attempts to restrict women's constitutionally protected | right to full reproductive choice.

Written ond. Swbwitred by Carla Mahoney House Tediciary
A aghmeni— /5
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COMPREHENSIVE
health for women

Testimony in Oppesition to HB 2269
House Judiciary Committee

February 13, 1997

Comprehensive Health for Women, a provider of abortion services in Overland Park, is op-
posed to HB 2269 as it is an attempt to limit access to abertion by placing undue burdens on
women. Itis not about “a woman's right to know."

All women at Comprehensive Health recelve complete and personal information and counsel-
ing and no woman recelves an abortion until the counselor and medical staft determine she

Is absolutely sure of her geclslon. Patients are sent home every day to reconsider because
of ambivalence.

To mandate a woman to have this meeting with the physician 8 hours before her appointment
would require all women from out-of-town 1o spend a night or additional night in Kansas City,
therefore increasing the cost to her of lodging, meals, babysitting, time off work or school, ete.
The 8-hour requirement is no Improvement over the 24-hour bill last year. It remains an undue
burden t6 women.

The state does not mandate to physicians performing any other surgical procedure what they
must say to patlents and in what time frame, and to fail to do so “intentionally or by neglect"
face civil penalties.

The declslon to end a pregnancy is always a difficull and personal one and should be left
to the familles involved, not the government,
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To: . House Judiciary Committee

Submitted By: Jana L. E. Gryder
Kansas National Organization for Women

working for equality for women Date: Febr“ary 139 1997

Re: Testimony in Opposition to HB 2269
PO Box 15531

Lenexa, KS 66285-55531

The Kansas Chapter of the National Organization for Women stands in opposition to HB
2269. This is a redundant and unduly confining bill that is disguised under the “woman’s
right to know.”

Kansas already has a narrow informed consent law that places obstructive barriers to a
woman’s right to make a very personal and private decision. HB 2269 places even more
mandated restrictions that require a generic form that is state prepared and enforced upon
doctors. This results in the state telling doctors how to practice medicine. It constricts
doctors from reading their patients and knowing what that patient needs to hear. Each
patient, [ am sure, varies in their needs and doctors are trained and should be allowed to
provide to those needs. Under this bill, if a doctor varies from the guidelines at all, he or
she faces serious consequences. This bill places doctors in the position of practicing
defensive medicine.

The information mandated is hypocritical and deceptive. It does not follow with welfare
reform. It misinforms women about the sufficiency of assistance to support children.
State programs have been seriously restricted and reduced by current legislation and child
support payments are almost impossible to recover.

I truly believe that the proponents of this bill could care less about a woman’s right to
know. They are trying to enforce their political and religious beliefs upon others through
legislation. Politicians decide what should and should not be told to a patient in no other
medical procedure. Women have the ability to decide who they want to consult with and
what information that they need on every other medical procedure. They do not need
legislated information from the state to make a personal medical decision.

Woman are not ignorant. They know what an abortion is and do not make an impulsive
decision about having one. It is a difficult decision with much time spent on thought and
consideration of all options. We all can make an informed choice without government
intervention. All people are capable of deciding their own health options ethically,

/“ /06( S«W\ijéml el l\a‘f‘y
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knowledgeably, emotionally, and spiritually - according to their own ethical, moral and
spiritual beliefs - not the Legislature’s.

The right to an abortion is a Constitution right that can not be placed under an undue
burden. Planned Parenthood v. Casey. The intent of HB 2269 is not to fully inform the
woman of her current options. It’s purpose is to even more fully harass women who are
seeking to exercise their Constitutional right. Do not try to demean women by disguising
restrictions under a protective “right to know.”




A

Amend HB 2269 on page 2 by striking lines 20 through 43 and on page 3 by striking
lines 1 through 5, and then add the following:

Sec. 3. K.S.A. 65-6701 is hereby amended to read as follows:
65-6701. Definitions. As used in this act:

(a) “Abortion” (strike existing language and insert the following:) means the use or
prescription of any instrument, medicine, drug or any other substance or device with
the intent to terminate the pregnancy of a woman. Such use or prescription is not an
abortion if done with the intent to (1) save the life or preserve the health of an unborn
child, (2) remove a dead unborn child, or (3) deliver an unborn child prematurely in
order to preserve the health of both the mother and her unborn child.

(b) “Conception” means the fusion of a human spermatozoon with a human ovum.

(c) “Counselor” (old (b), same as current law)

(d) “Department” means the department of health and environment.

(e) “Gestational age” means the time that has elapsed since the first day of the woman’s
last menstrual period.

(f) “Medical emergency” means that condition which, on the basis of the physician’s
good faith clinical judgment, so complicates the medical condition of a pregnant
woman s to necessitate the immediate abortion of her pregnancy to overt her death or
for which a delay will create serious risk of substantial and irreversible impairment of
a major bodily function.

(g) “Minor” (old (c), same as current law)

(h) “Physician” (old (d), same as current law) ’

() “Pregnant” or “pregnancy” means that female reproductive condition of having an
unborn child in the mother’s body.

() “Qualified person” means an agent of the physician who is a psychologist, licensed
social worker, registered professional counselor, registered nurse or physician.

(k) “Unborn child” means the offspring of human beings from conception until birth.

() “Unemancipated minor” (old (e), same as current law)

(m) “Viable” (old (f), same as current law)

(n) “Aggrieved party” means any woman who obtains, seeks to obtain, or believes she
has obtained, an abortion, and includes her personal representative.
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ABORTION

65-6702

f such payment and proof is received more
han one year after the date of expiration of
‘he registration.

“(d): A duplicate registration shall be issued
the board upon receipt of a $20 fee.
History: L. 1992, ch. 184, § 3; July L.

.6604. Refusal to issue or renew, sus-
, limitation or revocation of registra-
tion; grounds; applicability of Kansas
sdministrative procedure act. (a) The board
may deny, refuse to renew, suspend, limit or
revoke any registration pursuant to this act if
registrant or applicant: _
). Has obtained or attempted to obtain
registration by means of fraud, misrepresen-
fation or concealment of material facts;
* (2) . has been convicted of a crime found by
the board to have a direct bearing on whether
the registrant or applicant can be entrusted to
serve the public in the position of alcohol and
other drug abuse counselor;
#(3) has used any advertisement or solici-
tation which is false, misleading or deceptive
to the general public or persons to whom the
advertisement or solicitation is primarily di-
rected; or
1(4) has violated any lawful order or rule and
regulation of the board.

_(b) Suspension, limitation, revocation or re-
fusal to issue or renew registration pursuant to
this section shall be in accordance with the
Kansas administrative procedure act.
_History: L. 1992, ch. 184, § 4; July 1.

.65:6605. Advisory committee; purpose;
composition; expenses; expiration. The board
shall appoint an advisory committee for the
purpose of assistance in adopting rules and reg-
ulations pursuant to this act. The advisory com-
mittee shall be composed of 3 members who
are registered alcohol and other drug abuse
counselors under this act or are qualified for
registration as alcohol and other drug abuse
counselors under this act. Members of the ad-
visory committee shall receive amounts pro-
vided for in subsection (e) of K.S.A. 75-3223
and amendments thereto for each day of actual
attendance at any meeting of the advisory com-
mittee or any subcommittee meeting author-
ized by the advisory committee, and such
amounts shall be paid from the behavioral sci-
ences regulatory board fee fund. The provi-
sions of this section shall expire on the date
the. original permanent rules and regulations
of the board become effective.

i History: L. 1982,.ch. 184, § 5 July 1.

65-6606. Citation of act. K.S.A. 65-6601
to 65-6605, inclusive, and amendments
thereto, shall be known and may be cited as
the alcohol and other drug abuse counselor

registration act.
History: L. 1992, ch. 184, § §; July 1.

Article 67.—ABORTION

65-6701. Definitions. As used in this act:

(a) “Abortion” means the use of any means
to intentionally terminate a pregnancy except
for the purpose of causing a live birth. Abortion
does not include: (1) The use of any drug or
device that inhibits or prevents ovulation, fer-
tilization or the implantation of an embryo; or
(2) disposition of the product of in vitro fer-
tilization prior to implantation.

(b) “Counselor” means a person who is: 1)
Licensed to practice medicine and surgery; (2)
licensed to practice psychology; (3) licensed to
practice professional or practical nursing; (4)
registered to practice professional counseling;
(5) licensed as a social worker; (6) the holder
of a master's or doctor’s degree from an ac-
credited graduate school of social work; (7) reg-
istered to practice marriage and family therapy;
(8) a registered physician’s assistant; or ©9) a
currently ordained member of the clergy or
religious authority of any religious denomina-
tion or society. Counselor does not include the
physician who performs or induces the abortion
or a physician or other person who assists in
performing or inducing the abortion. :

(c) “Minor” means a person less than 18
years of age. :

(d) “Physician” means a person licensed to
practice medicine and surgery in this state.

(e) “Unemancipated minor” means any mi-
nor who has never been: (1) Married; or (2)
freed, by court order or otherwise, from the
care, custody and control of the minor’s
parents.

() “Viable” means that stage of gestation
when, in the best medical judgment of the
attending physician, the fetus is capable of sus-
tained survival outside the uterus without the
application of extraordinary medical means.

History: L. 1992, ch. 183, § 1; July 1.

65:6702. Drugs or devices for birth con-
trol or fertilization lawful; political subdivi-
sions prohibited from limiting abortion. (a)
The use of any drug or device that inhibits or
prevents ovulation, fertilization or implantation
of an embryo and disposition of the product of
in vitro fertilization prior to implantation are
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