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"... They will rip your bodies to shreds and you could never have another baby even

though the baby you were carrying couldn't live."
President Ciinton, as to why partial birth abortion must remain available.

The Physicians' Ad-hoc Coalition for Truth (PHACT) about partial-birth abortion brings
together experts in the fields of obstetrics and gynecology, perinatology and fetal and
maternal medicine for one purpose: to bring the medical facts to bear on the public

policy debate over partial-birth abortion.

As practitioners and teachers of a medical specialty that must, at all times, be responsible
for the well-being of two patients — mother and child — we feel compelled to take this
course of action in order to counter the very widespread and dangerous misstatements,
misperceptions and outright distortions surrounding this procedure.

The most serious such distortion is the claim, now endorsed by President Clinton, that a
partial-birth abortion can be medically necessary to protect the health of a women
carrying a child diagnosed with severe genetic disabilities, and to also protect that
woman's future fertility and ability to carry other children.

There is no medical basis for such an assertion. Given the many potential risks the
procedure entails for the mother, far from ever being medically indicated, partial-birth
abortion is actually counter-indicated. Far from ever being a medical necessity, partial-
birth abortion is not even a procedure recognized by the medical community, including
the American College of Obstetricians and Gynecologists. Statements by practitioners of
partial-birth abortion indicate that the vast majority of such procedures are elective in
nature. There is only one reason to ever consmer the partial-birth abortion procedure
"necessary:" to t'sure the delivery of a dead child rather than a living one.

Because of the dangers posed to women, the distortions regarding the so-called "medical
necessity” of partial-birth abortion must not be allowed to stand. Already we have seen
the harm done to women by other false statements made by those who defend partial-
birth abortions. Proponents of partial-birth abortion have claimed, for example, that the
anesthesia given the woman Kills the child in her womb even before the procedure
begins. Though leading experts in the field of anesthesiology have repeatedly denounced
this claim, the media have repeated it often enough to frighten some pregnant women in
need of surgery. The medical community's efforts to dispel this lie have gone largely

unreported.

As members of the Physicians' Ad-hoc Coalition for Truth (PHACT) about Partial—
Birth Abortion, we will take every opportunity presented to correct the misinformation
and educate the public as to the medical facts regarding the partial-birth abortion
procedure. We ask our fellow professionals in the field of journalism and
communications in particular to give these facts the attention they deserve by reporting

them in a clear, evenhanded and objective fashion.

7124196
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SCIENCE FACT VS. SCIENCE FICTION:

DOCTORS REPORT THE MEDICAL FACTS
ABOUT PARTIAL-BIRTH ABORTION

"People deserve to know that the partial-birth abortion is never medically
indicated either to save the health ofa woman or preserve her future fertility."
Dr, Nancy Romer, FACOG, Chairman, Dept, of Obstetrics and

Gynecology, Miami Valley Hospital, Ohio

(Following, are highlights from a July 24 Congressional Briefing by the Physicians’
Ad-hoc Coalition for Truth (PHACT) about partial-birth abortion):

On the Claimed "Medical Necessity " o fthis Procedure:

"I am insullted to be told that I am tearing women's bodies apart by not doing this

procedure. | am not. ...As physicians, we can no longer stand by while abortion

advocates, the President of the United States and newspapers and television shows

continue to repeat false medical claims to members of Congress and to the public.”
— Dr. Nancy Romer

"This procedure is currently not an accepted medical procedure. A search of
medical literature reveals no mention of this procedure and there is no critically
evaluated or peer review journal that describes this procedure. ...There is currently
also no peer review or accountability of this procedure. It is currently being
performed by a physician with no obstetric training in an outpatient facility behind

closed doors and no peer review."
— Dr. Nancy Romer

On Claims that Unborn Ckildren with Certain Disabilities MUSt be Aborted by
the Partial-Birth Method to Preserve Their Mother's Health or Fertility.

In vetoing the Part’al-Birth Abortion Ban, President Clinton showcased the stories
of 5 women who, he said "had to make a life-saving — certainly, health

saving — but still tragic decision” to have partial-birth abortions, given the severe
disabilities suffered by the children they carried. He said that "their own lives,
their health, and in some cases their capacity to have children in the future were in
danger™ on account of these children. Six weeks later, the President defended the
necessity of partial-birth abortion on the grounds that, without it, these women
would be "eviscerated,” their bodies "ripped...to shreds and you could never have
another baby, even though the baby you were carrying couldn't live."" The
conditions suffered by the aborted children included: hydrocephalus,
polyhydramnios, Trisomy 13, and anencephaly.

Responding to these specific claims, medical experts from PHACT made clear:

1. "[TJIhese are honest women who were sadly misinformed and whose decision to

have a partial birth abortion was based on a great deal of misinformation."
— Dr. Joseph DeCook



2. "[T]he presence offetal disabilities or fetal anomalies are not a reason to have a

termination of pregnancy to preserve the life of the mother.”
— Dr. Curtis Cook

3. Regarding ""a genetic abnormality where there is an extra chromosome or a Trisomy..!These
abnormalities do not pose a risk to the mother per se, do not require early delivery, and can

be safely delivered vaginally by methods that we use on a regular basis."”
— Dr. Curtis Cook

4. Regarding "hydrocephalus...excessive cerebral-spinal fluid... that causes a very large-
shaped head in proportion to the rest of the body. ...These patients can be safely delivered by
cesarean section. They can even be delivered safely vaginally. We can do that by ."irst
decompressing some of the fluid around the baby's head. ..Again, the baby can be ddivered

safely, without a risk to the mother, and without a risk to her fertility.”
— Dr. Curtis Cook

5. Regarding "polyhydramnios...an excessive amount of amniotic fluid around the baby.
...They can be delivered vaginally, safely, and in the need for it in such situations, a cesarean

section can be performed.”
— Dr. Curtis Cook

On Claimsfor the "Safety" of the Partial-Birth Abortion Procedure

— "[The procedure] sounds like science Iction. It ought to be science fiction!"

"It is a maverick medical procedure made up by maverick doctorsfor the

purpose of delivering a dead fetus."
— Dr. Joseph DeCook

1. "Dilation [forcible opening] of the cervix" — the first step — risks creating the condition
of "incompetent cervix," which is "the main cause of subsequent infertility." It also risks
"infection of the mother' given that the uterus is a ""non-steriLe environment' exposed by

dilation.
— Dr. Joseph DeCook

2. ""Podalic version™ — reaching into the uterus to pull the baby feet first through the cervix -
- the second step— is a very dangerous procedure," "frightening' because of the chance that
it might “'rupture™ or "‘tear the uterus.”” This is the "reason this was abandoned 30 or more

years ago."
There is also the danger of "perforating the uterus™ with the instrument used to grab the

baby’s leg.
— Dr. Joseph DeCook

3. The third step of partial-birth abortion — *'putting the scissors through the cortical
magnum, spread them and out comes the brain™ — is extremely dangerous given that this step
exposes '‘sharp shards of bone,” which, if scraped against the uterus, with its "“immense blood
supply" would cause "deep shock in 3 or 4 minutes" and would "totally pump out [the

mother's] blood supply in ten minutes.”
— Dr. Joseph DeCook
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A PHYSICIANS’ CONGRESSIONAL BRIEFING TODAY

HOC IN ADVANCE OF PARTIAL BIRTH ABORTION VETO OVERRIDE
Truth President Clinton has publicly endorsed the medical conclusion that women carrying children
diagnosed with certain severe genetic abnormalities have no medical choice but partial birth

abortion. He has stated that without partial birth abortion, a mother of such a child risks
having-her body-ripped "to shreds,” with the result that "you can never have another baby

even though the baby you were carrying couldn't live."

Nancy Romer, M.D. Women who've been in this situation, yet did not have the partial birth abortion, are
Fellow, American College of o . - . : .
uars&chxfogsls concerned about the President s medical misstatements and inaccurate claims, which are

Clinical Professor, Ob/Gyn  potentially dangerous to women and their children. These women will also brief
Wright State University .

Chairman. Dept ofOb/Gyn, ~ Congressional Members.

Miami Valley Hospital, OH
WHAT: Leading doctors in the fields of obstetrics and perinatology have formed the

Pamela Smith, M.D. Physicians' Ad-hoc Coalition for Truth (PHACT) about Partial Birth Abortion.

gg;“g;gggf;‘::gg';gﬁ;‘:l‘ogy Physicians from the coalition will brief members of Congress on the medical facts

M1 Sinai Medical Center, regarding the procedure: that partial birth abortion is never medically indicated for

&T&de? g—ssociatio of women, even in cases of severe fetal abnormality; it is not even a procedure

pmfesso'rs(,mb/oy'n recognized by the medical community or the American College of Obstetricians
and Gynecologists (ACOG).

James Jones, M.D.

Ezﬁeisgrr/kc&zzélgrgm . WHO: Members from PHACT who will conduct the briefing are Dr. Curtis Cook,

Chair. Ob/Gyn g Maternal Fetal Medicine, Buttersworth Hospital, Michigan State College of Human

St. Vincent's Hospital & Medicine; Dr. Nancy Romer, fellow ACC G, clinical professor in Dept, of

Medical Center. NYC Ob/Gyn at Wright State University School of Medicine, and Chair, Dept of
Ob/Gyn of Miami Valley Hospital (both in Dayton, OH); Dr. Joseph L. DeCook,

I(\:/Iuarttelingi E:;;:‘M'\ga?éme Fellow, American College of Obstetricians and Gynecologists, Grand Rapids, MI.

Bunerworth Hospital

mi,ﬁ:];aa&gé?;?n?”ege()f The physicians will be joined by five women who found they were carrying
children with conditions incompatible with life outside the womb, such as

, anacephaly, Trisomy, encephaloceles and body stalk anomaly. None of these

Pl Ao Callaseof women had an abortion, and none suffered serious health consequences or saw

Obstetricians & Gynecologists their fertility impaired. They will share their personal experiences, and release
correspondence to President Clinton seeking a meeting to correct the President's

William SL Iter, M.D. medical misstatements.

Clinical Aiiociate Professor,

\?vt??;eﬁ['éfaféﬁﬁ?iecgﬁyg,yOH Representatives Charles Canady (R-FL), author of the Partial Birth Abortion
Ban Act, and Tom Coburn (R-OK), himself a practicing ob/gyn, will host the

Bernard Nathanson. M.D. briefing.

Visiting Scholar

Center for Clinical & WHEN: Wednesday, July 24, 1996, 2 - 3 p.m

Research Ethics

Vanderbilt University
WHERE: Room 2237 Rayburn House Office Building

liso SouhWashingonstreet CONTACT Gene Tame or Michelle Powers (703) 683-5004

Suite 230
Alexandria, VA 223314
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D octors

deny health
value o fla te

abortions

President Clinton is preaching
medical nonsense by claiming that
a form of late-term abortion pro-
tects a mother's health or fertility,
three physicians said yesterday.

“So many physicians like myself
watch in disbelief as false medical
facts about partial-birth abortions
get circulated in the public
square,” Dr. Nancy Romer, a Day-
ton, Ohio, obstetrician, said at a
briefing to announce the founding
of the Physicians Ad-hoc Coalition
for Umth (Phact).

"In fact,” she said, “there’s a lot
of evidence they rray do harm to
women.”

Phact, to be bailed in Alexan-
dria, aims to counteract pro-
choice claims about partial-birth
abortion, in which, a doctor deliv-
ers an unbom chi’dfeet first up to
its neck, punctur es the skull and
sucks out the bruin.

She and two Michigan doctors
said they were most incensed by
the president’s claim that such
abortions are medically necessary
for mothers of deformed children.

Mr. Clinton made this argument
in his April 10 veto statement on
the Partial Birth Abortion Ban
Act. The ceremony featured five
women who said they underwent
such abortions for health reasons.

"These were honest women who
were sadly misinformed," said Dr.
Joseph DeCook, a Grand Rapids,
Mich., obstetrician. "There is no
literature that testifies to the
safety of partial-birth abortion. It’s
a maverick procedure devised by
maverick doctors who wish to de-
liver a dead fetus."

Instead of protecting a woman’s
fertility, such abortions endanger
it by using methods that could lead
to an infection, causing sterility,
Dr. DeCook said.

He also said that drawing out
the child in a breech position “is a
very dangerous procedure, and
you could tear the uterus.” He said
a ruptured uterus could cause the
mother to bleed to death in 10 min-
utes.

The puncturing of the child's
skull also produces bone shards
that could puncture the uterus.

"It sounds like science fiction,"
Dr. DeCook said. " It’s not taught in
any residency program in the
country."

Joining the doctors were five
women who said they elected not
to abort whenthey discovered they
were carrying deformed children.

Among them was Whitney Goin,
who was with her husband, Bruce.
The Orlando, Fla., couple arrived
holding their 10-month-old son,
Andrew, whom doctors offered to
abort when they learned he would
be bom with several vital organs
outside his body.

The child, who cooed and gur-
gled wnile Mrs. Goin spoke, has
undergone many painful surger-
ies anc eight blood transfusions,
she said, as the organs, one by one,
have been inserted into his body.

"The worst-case scenarios that
were painted by the doctors did not
come to fruition, andwe are thank-
ful that our son was allowed the
opportunity to fight,” she said.
“My ability to have more children
was not affected at all.”

Theother four women, who have
requested ameeting with the pres-
ident, displayed photos of children
who died.

Several said their conditions
were similar to those of the women
with whom Mr. Clinton spoke.



NANCY G. ROMES, M.D.

1126 South Main Street
Dayton, Ohio 45409

Telephone 222-0297

»

Douglas Johnson
National Right to Life

May 28,1996

PRl oy

Dear Mr. Johnson, -

This is in reference to our conversation in regards to the 60 Minutes program on
late term abortions. Lisa Binns of 60 Minutes called me on Friday April 26 and
we spoke for approximately 45 minytes. | made several points in regard to late
term abortions:

1. A handicapped fetus is not a threat to the mother’s life. Ms. Binns
suggested that a fetus with anencephaly has a higher risk of intrauterine death
and this presents a risk to the mother. 1told her that intrauterine fetal death
under any circumstances is not a medical emergency and can be treated ina
few days. Once the fetus dies partial birth abortion ban does not apply.

2. Ifa mother has a serious medical condition what is required is
separation of the fetus from the mother not feta! death. This can be
accomplished in several ways, either through induction of labor or cesarean

section.

3. There are safe alternatives to partial birth abortion. | FAXed her a
copy of Dr. Warren Hearn’s article where he described his method of second
trimester terminations. He inject3 the fetal heart with digoxin on day two to allow
fetal death. On day three he documents fetal death and again now that the fetus
Is dead the law no longer applies. Ican fax this article to you ifyou do not have

it.

While Iwas out of the country May 1-10 Ms. Binns called to speak to me. |
returned her call on May 14. She said she had a quick question. "Do you
personally know of any physicians who would electively terminate a healthy fetus
in a healthy mother past viability." lanswered yes that | personally had a patient
that Dr. Haskell had done an abortion on at 26 weeks. She argued that was not
really-viable and we debatad viability. She then asked "Do you personally know
of any physician who terminated a healthy fetus *ina healthy mother at term?" |
said Dr. McMahon had reported terminating babies with cleft lip and cleft palate.
She suggested these were not healthy. Isaid they were not PERFECT but
arguably healthy. Then Isaid “So what your asking is do | personally know of



any physician who has terminated a PERFECT baby in a PERFECT mother at
term? Tho answer is no."

fhope this is of some help to you and apologize for taking so long to respond. Ifl
can be of further help or answer any questions please don't hesitate to call.

Sincerely,

Nancy £ Romer, M.D.



Partial-Birth Abortion:
It'sthe, ., Correct Term

By Doughs Johnson
NRLC Federzbl/ILegtskrtve Director
0

Y ou may have reed in the paper
that President Clinton vetoed a Dill
outlawing late-term abortions” or
{'bannm_? amedical procedure called
intact difation and evacuation.” But
actuall)é,_ Congress never passed
ouch ft bill.

Bather, Con?ress assed ¢ - and
President Clinfon vetoed - - a bill to
bon partial-birth abortion (unless
neceoaazy to save a mothers rifex
The bill (HR.1833) defines partial-
birth abortion, for purpose of the
U.S. criminal code, as "an abortion
in which the person performing the
abortion partially vaginally defivers
a Buvitig fetus before k||||ng the fetus
and completing tho delivery/'
(emphasis added _

The bill does not contain any
reference to tho gestational age of
the fotuafooby. From available evi-
dence, It appears that tho partial-
birth abortion method ia generally
used after 20 weeks (4» months) -
often much latar. However, there
are Indications that the method at
timea_has boon used earlier +and
the bill bans the practice of partial-

birth abortion at any point in preg-'

nancy. _
The phrase "outlawing late-term
abortions™ Is doubly Misleading,

because, methods of "late-'
term” abortion, other than ‘the
partial-irth method, would bo un-
affected by HR 1838,

In the interests of objectivity, the
preaa should use the term that Con-
Fress has defined as a matter of
aw - - partial-birth abortion. That
to the practice that the ?roas- has
followed on other controversial
issues. For example, meet media
outlets refer to the 1999 congres-
sional ban on certain "assault
weapons,” even though manufac-
turers of auah weapons and
opponents of the ban use other ter-
minglogy to refer to some or all of
E_he firearms affected by that legisla-
ion.

Same opponents ofHR 1883 insist
that anyone writing about the bill
should say that it tana a procedure
"known medically as Intact dilation
and oracuation,” But whsn Journal-
Ists Comﬁly with this demand, they
dosoat thé expense ofaccuracy. The
bill 1tselt makes no reference

whatever to "Intact dilation and
sevacuation” abortions. More
importantly, the term "intact
dilation and evacuation" 1s net
sequivalent to the claws of proce-
dures banned by the bin,

The term “infact dilation and
evacuation” was invented by the
Kt* Dr. James McMahon. When HR
1B33 was introduced in June, 1395,
the term did notaPpearln the stand-
ard medical textbooks and data-
bases, nor does it appear anywhere
in the standard textbook on abortion
methods, Abortion Practice by Dr.
Warren Hern.
"_Ittodearl¥_|onocuratetoe uato
intnot dilation and evacuation
Brocedures with Ac abortions

anned by HR 1833. In his v /or
logs, Dr. McMahon used the term
“intact dilation and evacuation”
to cover any procedure fed
resulted inanintactcadaver. This
included partial-birth abortion
procedures -- batitalso included
procedures to remove the bodiae
0f habiea who had dtod natural
deaths In ntaro, and procedures
to remove the bodies of babies
who had been dettberatety kODedJn
mare, neither of which fo a
gartlanfrth -bortion as defined

y the bOL o

(The term " intact dilation and
evacuation” should not be confused
with_ "dilation and evacuation”
(D&E), which to a procedure com-
monly uaed to perform Beeond-
triméster abortions, involving
dismemberment  0f tho beby whBe
stta in thf uterus. The bill dioee not
a%pl' to this method at all.] -

ocause ‘“intact dilation and
gvacuation” 10 not a standard,
clearly defined medical term, the
Housé Judiciary Canstitution Sub-
committee regal Staff (which drafted
the bill under Congressman
Canady’s SUpervision) rejected, it as
useless for purposes of defining a
criminal offense. Indeed, it”ia
worse than useless --a criminal
statute that relied on such a term
would be stricken by the federal
courts as "void for vagueness.

The %,rm chosen. b7 CoDgrees,
partial-birth abortion, to ih no
sense misleading." In sworn testl-
mony in an Ohio lawsuit on Nov. 8,
1035, Dr. Martin Hnakall - - who baa
dona over 1,000 partial-birth abor-
tions, and who authored the 1392

.colleague "described veri/

instructionallpaper that touched off
"the national cont_rovers%/ ever the
|orocedure - - explained that he finet
earned of the method when a
briefly
ever the phone to me a technique
that | later learned came bom Dr.
McMahon w'isre they internally
rab th? fetus and rotate it and
ccomplish - - be  somewhat
equivalent € a breech type af
daUvery."" (emphasis added]

Dr. Haske|l said that he “coined”
the term "dilation and extraction
(D&X) to rotor to this method of
abortion. However, Dr. Haskell also
used the same term to apply to pro-
cedure* to remove babies "alread
dead - - which are not partial-birt
abortions. The term "dilation and
extraction” does not appear in
medical dictionaries. _

SomsjournalUta dte the Nation”
Abortion Federation (NAF) as
"authority” for the assertion that
"intact dilation and evacuation” is
the "medical’ term for the proce-

. dura that HR 1883 would han. NAF

I a lobbying organisation for abor-
tionists and abortion clinks that pay
their dues. _
_NAF has a h|st,or?/ of dtpaemingt- .
ing blatant misinformation with

- respoct to partial-birth abortions. In

a tape-recorded 1993 interview with
American Medical News, Dr,
Haskell specifically rebutted several
ofthe claims that'wore being made
by NAF officials at that time (e.g.,
N'AF falsely claimed thrt the fetuses
aro dead before heing “extracted;
that the procedures were done
mainly in extreme medical cases,
etc.X Dr. Haskell explained: "Well, |
bad heard that they were giving
that information.... The people
that staff the NAF office are not
medical people.,., Here theﬁ're
rabid supporters. of abortion. They
work in the office there. And...
some of them have never aeen one
porformod..
When questioned about Dr.
Haakeil'R reoorded remarks,
Barbara Radford, at that time the
executive directorofNAF, "acknow-
ledged that the Information her
?roup was quoted os providing was
naccurate,” American M edical
Newsreported (July 5,1999).
In summariy, tt astran_gekmd
of "objectivity” that seis aside
the term for a criminal offense
that haa been adopted and expli-
citly defined by that U.8. Con-
gress, and substitutes.-a non-
equivalent, pseudo-medical term,
promoted by the very special-
Interest group that would be
"requlated” by the legislation.
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Dr. Romer is clinical professor of ob-
stetrics and gynecology at Wright state
University and chairman of obstetrics and
%irlecology at Miami Valley Hospital in

Dr. Smith is director of medical ed-
ucation in the department of obstetrics
and gynecology at Chicago's
Medical Center. Dr. Cook Is a specialist in
maternal fetal medicine at Butteruorth
Hospital. Michigan State college of Human
Medicine. Dr. DeCook. is a filloio of the
American College of Obstetricians and Gy-
necologists. _ The authors are founding
members Ofthe Physicians' Ad Hoc Oxli-
tlonfor Truth, which now has more than
300 members.
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Some Second Thoughts on Partlal-Birth Abortions

From "A New Look AtLate-term Abortion," by syndicated columnistRichard Cohen,
September 24,1996: [in aJune, 1995 column] I also was led to believe that these late-term
abortions were extremely rare and performed only when the life ofthe mother was in danger or
the fetu~ irreparably deformed. | was wrong.... my Washington Post colleague David Brown
looked behind the purported figures and purported rationale for these abortions and found
something other than medical crises of one sort or another. After interviewing doctors who
performed late-term abortions and surveying the literature, Brown- a physician

himself—wrote: '"These doctors say that while a significant number of their patients have late
abortions for medical reasons, many others—perhaps the majority—do not".... In the latter stages
ofpregnancy, the word abortion does not quite suffice; we arc talking about the killing ofthe
fetus- and, too often, not for any urgent medical reason....Late-term abortions once seemed to be
the choice ofwomenwho, really, had no other choice. The facts now are different. |1fthat's the

case, then so should be the law.

From a column by Newsweek Senior Editor Jonathan Alter, "The Fight Over Partinl-Birth
Abortion Illustrates the Practical Limits o f Unflinching Principle,” October 7,1996: When the
paxtial-birth-abortion debate took shape last year, pro-choice groups insisted the procedure was
extremely rare. The number 500 to 600 was tossed around, with the president and others
explaining that it was reserved for heart-wrenching cases involving women whose tests show
severely deformed fetuses or whose health was at risk. Notso. When deemed medically
appropriate, it is used much more commonly- perhaps several thousand times a year... The
Washington P ost surveyed physicians and found that most ofthose patients receiving partial-birth
abortions were young, poor, single women without health problems. They simply wanted
abortions, and in the second trimester it is sometimes the recommended procedure, though pro-life
former surgeon "yeneral C. Everett Koop says this type of abortion is never truly medically
necessary. |fprogressives listen raptly to Koop on tobacco, they at least owe him a hearing on

obstetrics.

From "Sustaining Partlal-Birth Abortion," an editorial In the WallStreetJournalfor
September26,1996i Partial-birth abortion is about pregnancies ft  the fifth month onward, and
as such puts us into a different realm of political, medical and cultural concerns.... When the
partial-birth abortion matter fir3t arose in the House, choice advocates such as Planned Parenthood
asserted that the procedure- making an incision or punctured hole in the skull and withdrawing
the contents so that the collapsed head can be pulled through the cervix—was "extremely rare and
done only when the woman's life is in danger or in cases of extreme fetal abnormality.” That
turns out to be untrue. No official records are kept on later-term abortions. But to their credit
some newspapers have produced stories on a little-discussed area of the abortion business without
the heavy reporter bias that normally attends this subject. Last week Ruth Padawer ofthe Record
uewspaper of Bergen County, N.J., reported that a clinic in Englewood said it used the method in
about halfthe 3,000 abortions it did between weeks 20 and 24.,,. We entirely doubt that most
Americans would support abortions past 20 weeks for no better purpose than birth control.
Releasing a baby for adoption is always an honored alternative, especially given the disgusting
nature ofsuch abortion procedures. +
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Partial-Birth Abortions: A Closer Look
By Douglas Johnson
NRLC Federal Legislative Director

September 11, 1996

The final version of the Partial-Birth Abortion Ban Act (HR 1833) was approved by
the U.S. Senate by a vote of 54-44 on December 7,1995, and by the U.S. House of
Representatives on March 27,1996, by a vote 0f286-129. On April 10,1996, President
Clinton vetoed the bill. The House is expected to vote on whether to override the veto
on or about Sei)tember 19,1996. If two-thirds of the House votes to override, the
Senate also will vote on whether to override.

Opponents ofthe bill, including President Clinton and his subordinates, have
Bropa ated a number of m?;ths regarding the partial-birth abortion procedure and the
ill. These myths include the assertions that partial-birth abortions are very rare and
are performed only in extreme circumstances involving serious fetal deformities or
threat to the life ot the mother; that the bill would Leopardize the lives or health of
some women; and that anesthesia given to the mother kills the fetus/baby or renders
her pain-free before the procedure is performed. Some of this misinformation —
especially the claim that the procedure is used mostly in cases of severe “fetal
deformity" -- has been uncritically adopted as factual by some journalists, columnists,

and editorialists.

Vet, these claims are contradicted by the past writings and recorded statements of
doctors who have performed thousands of partial-birth abortions, and by other
available documentation, including authoritative medical information gathered by the
House Judiciary Committee and the Senate Judiciary Committee. This factshcet relies
heavily upon such primary sources. For cogles of documents cited here, contact the
NRLC Federal Legislative Office at (202) 626-8820, fax (202) 347-3668.

Table of Contents
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* W hatisapartial-birth abortion,*and whatisthe Fartial-Birth Abortion
Ban Act (HR 1833)?

The Partial-Birth Abortion Ban Act (HR 1833) would prohibit performance of a partial-
hirth abortion, except in cases (if there are any) in which the procedure is necessary to save
the life of a mother. The complete text of the bill is attached to this factsheet.

The bill defines a "partial-birth abortion" as "an abortion in which the person
performing the abortion partially vaginally delivers a tiving fetus before killing the
fetus and completing the delivery." [emphasis added] Abortionists who violate the law
would be subject to both criminal and civil penalties, but no penalty could be applied to the
woman who obtained such an abortion.

This procedure is generally used beginning at 20 weeks (4/2 months) into pregnancy, and

"routinely™ to at least 24 weeks (5'/2 months). It has often been used much later-- even into
the ninth month. The Los Angeles Times accurately and succinctly described this abortion

method in a June 16, 1995 news story:

The procedure requires a physician to extract a fetus, feet first, from the womb and
through the birth canal until all but its head is exposed. Then the tips ofsurgical
scissors are thrust into the base of the fetus' skull, and a suction catheter is inserted
through the opening and the brain is removed.

In 1992, Dr. Martin Haskell of Dayton, Ohio, wrote a paper that described in detail, step-by-
step, how to perform the procedure. ["Dilation and Extraction for Late Second Trimester
Abortion.”] Dr. Haskell is a family practitioner who has performed over 1,000 such
procedures in his walk-in abortion clinics. Anyone who is seriously seeking the truth
behind the conflicting claims regarding partial-birth abortions would do well to start
by reading Dr. Haskell's paper, and the transcripts of the explanatory interviews that
Dr. Haskell gave in 1993 to two medical publications, American Medical News (the
official AMA newspaper) and Cincinnati Medicine. [All are available from NRLC.J

Here is how Dr. Haskell explained a key part of the abortion method:

With a lov/er [fetal] extremity in the vagina, the surgeon uses his fingers to deliver
the opposite lower extremity, then the torso, the shoulders and the upper extremities.
The skull lodges at the internal cervical os [the opening to the uterus]. Usually there
is not enough dilation for it to pass through. The fetus is oriented dorsum or spine up.
At this point, the right-handed surgeon slides the fingers of the left hand along the
back of the fetus and "hooks' the shoulders of the fetus with the index and ring
fingers (palm down).... [T]he surgeon takes a pair of blunt curved Metzenbaum
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scissors in the right hand. He carefully advances the tip, curved down, along the
spine and under his middle finger until he feels it contact the base of the skull under
the tip of his middle finger.... [T]he surgeon then forces the scissors into the base of
the skull or into the foramen magnum. Having safely entered the skull, he spreads
the scissors to enlarge the opening. The surgeon removes the scissors and introduces
a suction catheter into this hole and evacuates the skull contents.” ["Dilation and
Extraction for Late Second Trimester Abortion,” pages 30-31.]

Dr. Haskell also wrote that he "routinely performs this procedure on all patients 20
through 24 weeks LMP [i.e., from 4 to's » ;months after the last menstrual period]
with certain exceptions,” these “exceptions” involving complicating factors such as
being more than 20 2pounds overweight. Dr. Haskell also wrote that he used the
procedure through 26 weeks [six months| “on selected patients.” [p.28] He added,
"Among its advantages are that it is a quick, sur%mal, outpatient method that can be
performed on a schéduled basis under local anesthesia.”" (. 33).

In sworn testimony in an Ohio lawsuit on Nov. 8, 1995, Dr. Haskell explained that he first
learned of the method when a colleague

described very briefly over the phone to me a technique that | later learned came from
Dr. [James] McMahon where they internally grab the fetus and rotate it and
accomplish-- be somewhat equivalentto a breech type ofdelivery. [emphasis
added]

Dr. James McMahon, who died in 1995, used essentially the same procedure thousands of
times, and to a much later point in pregnancy-- even into the ninth month. Other
abortionists also employ the procedure, as discussed below.

« Aren’t ’third trimester"” abortions rare? At what stage in pregnancy do
partial-birth abortions occur? Are these babies "viable"?

It appears that the substantial majority of partial-birth abortions are performed late in the
second trimester -- that is, before the 27-week mark -- but usually after 20 weeks (414
months). There is compelling evidence that the overwhelming majority of these pre-week-
27 partial-birth abortions are performed for purely "social” reasons.

In an attempt to "filter out™ this documentation, many opponents of the bill attempt to
narrow the debate to only third-trimester partial-birth abortions procedures -- that is, to
abortions performed beginning in the 27th week [seventh month] of pregnancy. Some
journalists and commentators have readily adopted this "filter.”” However, there is really
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no non-ideologicaljustification foradopting this "third trimester*demarcation. Ttfcas
no basis in the text ofthe Partial-Birth Abortion Ban Act (HR 1833), which bans
partial-birth abortion atanypointin pregnancy. Nor, contrary to some popular
misconceptions, is there any basis in current Supreme Court constitutional doctrine or
in neo-natal medical practice for adopting a "third trimester" demarcation.

Under the Supreme Court's doctrine, "viability™ is regarded as the constitutionally significant
demarcation. In Planned Parenthood v. Casey (1992), the Supreme Court explicitly
disavowed the "trimester framework™ of Roe v. Wade (1973), and reaffirmed that "viability"
is (in the Court's view) the constitutionally significant demarcation. "Viability" is the point
atwhich a baby bom prematurely can be sustained by good medical assistance. Currently,
many babies are "viable" a full three weeks before the "third trimester." Therefore,
most partial-birth abortions kill babies who are already "viable," or who are at most a
few days or weeks short of viability.1

(Even at 20 weeks, the baby is seven inches long on average. And, as discussed below, at a
March 21 congressional hearing leading medical authorities testified that the baby by this
point is very sensitive to painful stimuli.)

At least one partial-birth abortion specialist, the late Dr. James McMahon, regularly
performed the procedure even after 26 weeks-- even into the ninth month. In 1995, Dr.
McMahon submitted to the House Judiciary Constitution Subcommittee a graph and
explanation that explicitly showed that he aborted healthy (*'not flawed") babies even in the
third trimester (after 26 weeks ofpregnancy). Dr. McMahon's own graph showed, for
example, that at 29 or 30 weeks, one-fourth of the aborted babies had no "flaw"™ however

slight. Underneath the graph, Dr. McMahon offered this explanation:

After 26 weeks, those Bregnancies that are not flawed are still non-elective.
They are interrupted because of maternal risk, rape, incest, psychiatric or
pedlatrlc IndICatIOHS, [chart and caption reproduced in June 15 hearing record,
page 109]

In an interview with Constitution Subcommittee Counsel Keri Harrison, Dr. McMahon

‘According to the landmark survey of neonatal units in the National Institute of
Child Health and Human Development Neonatal Research Network, conducted in 1987
and 1988 by Dr. Maureen Heck, et al, babies bom at 23 weeks had on average a 23%
chance of survival, rising to 34% at 24 weeks, and 54% at 25 weeks. See "Very Low
Birth Weight Outcomes of the National Institute of Child Health and Human
Development Neonatal Network,” Pediatrics, May 1991.
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explained that "pediatric indication™ referret M underage mothers, not to any medical
condition ofthe mother or the baby.

e Is the baby alive when she is pulled feet-flrst from the womb?

American Medical News reported in 1993, after conducting interviews with Drs. Haskell and
McMahon, that the doctors "told AM News that the majority of fetuses aborted this way are
alive until the end of the procedure.” On July 11, 1995, American Medical News submitted
the transcript of the tape-recorded interview with Dr. Haskell to the House Judiciary
Committee. The transcript contains the following exchange:

American Medical News: Let's talk first about whether OF not the fetus is dead
beforehand.

Dr. Haskell: No it's not. No, it's really not. A percentage are for various numbers of
reasons. Some just because of the stress-- intrauterine stress during, you know, the
two days that the cervix is being dilated [to permit extraction ofthe fetus].
Sometimes the membranes rupture and it takes a very small superficial infection to
kill a fetus in utero when the membranes are broken. ANnd S0 In My Case, | would
think Frobably about a third of those are definitely are [sic| dead before |
actually start to remove the fetus. And probably the other two-thirds are not.

In an interview quoted in the Dec. 10, 1989 Dayton News, Dr. Haskell conveyed that the
scissors thrust is usually the lethal act: ""When | do the instrumentation on the skull... it
destroys the brain tissue sufficiently so that even if it (the fetus) falls out at that point, it's
definitely not alive,” Dr. Haskell said. [For further evidence on this issue, see the next

section.]

Brenda Pratt Shafer, a registered nurse from Dayton, Ohio, stood at Dr. Haskell's side while
he performed three partial-birth abortions in 1993. In testimony before the Senate Judiciary
Committee (Nov. 17, 1995), Shafer described in detail the first of the three procedures--
which involved, she said, a baby boy at 2614 weeks (over 6 months). According to Mrs.
Shafer, the baby was alive and moving as the abortionist

delivered the baby's body and the arms-- everything but the head. The doctor kept
the baby’'s head just inside the uterus. The baby’s little fingers were clasping and
unclasping, and his feet were kicking. Then the doctor stuck the scissors through the
back of his head, and the baby's arms jerked out in a flinch, a startle reaction, like a
baby does when he thinks that he might fall. The doctor opened up the scissors,
stuck a high-powered suction tube into the opening and sucked the baby's brains out.

Now the baby was completely limp.
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Under HR 1833, in any case in which a baby dies hefore being partly removed from the
uterus -- whether of natural causes or by an action of an abortionist —the subsequent
removal of that baby is Ol a partial-birth abortion as defined by the bill.

 Does anesthesia given to the mother kill the baby?

Many prominent defenders of partial-birth abortion have publicly insisted that the unborn
babies are killed by anesthesia given to the mother, P10 {0 being "extracted" from the
womb. For example, syndicated columnist Ellen Goodman wrote in November, 1995, that
if you listened to supporters of the ban, "You wouldn't even know that anesthesia ends the
life of such a fetus before it comes down the birth canal." NARAL President Kate
Michelman said, "The fetus, is, before the procedure begins, the anesthesia that they give
the woman already causes the demise ofthe fetus. That is, it is not true that they're bom
partially. That is a gross distortion, and it's really a disservice to the public to say this."
[KMOX-AM, St. Louis, Nov. 2, 1995]

Likewise, Planned Parenthood distributed to Congress a "fact sheet” signed by Dr. Mary
Campbell, Medical Director of Planned Parenthood of Metropolitan Washington, which
stated, "The fetus dies of an overdose of anesthesia given to the mother intravenously....This
induces brain death in a fetus in a matter of minutes. Fetal demise therefore occurs at the
beginning ofthe procedure while the fetus is still in the womb."

However, when this statement was read to Dr. Norig Ellison, the president of the 34,000-
member American Society of Anesthesiologists (ASA), he testified, "There is absolutely no
basis in scientific fact for that statement....l think the suggestion that the anesthesia given to
the mother, be it regional or general, is going to cause brain death of the fetus is without
basis of fact.” [Senate Judiciary Committee hearing record J-104-54, Nov. 17,1995, p. 153]

Subsequently, in attempting to defend their "'fetal demise' claims, pro-abortion advocacy
groups disseminated new claims that the late Dr. James McMahon had utilized exceptionally
massive doses of narcotic anesthesia before performing his abortions, and that these massive
doses would indeed kill a fetus. But in testimony before the House Judiciary Constitution
Subcommittee on March 21, 1996, Dr. David J. Bimbach, president-elect of the Society for

Obstetric Anesthesia and Perinatology, testified:

In order to cause fetal demise, it would be necessary to give the mother dangerous
and life-threatening doses of anesthesia.” [...] Although there is no evidence that this
massive dose will cause feta! demise, there is clear evidence that this excessive dose
could cause maternal death. [House Judiciary Committee hearing record no. 73,

pages 140, 142]
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e Since the baby is still alive when "extracted"” from the womb, does she

feel pain?

Dr. Norig Ellison, president of the American Society of Anesthesiologists (ASA), wrote to
the Senate Judiciary Committee:

Drugs administered to the mother, either local anesthesia administered in the
paracervical area or sedatives/analgesics administered intramuscularly or
intravenously, will provide little-to-no analgesia [pain relief] to the fetus.
[Senate Judiciary Committee, Nov. 17, 1995 hearing record, page 226]

On March 21, 1996, the House Judiciary Subcommittee on the Constitution conducted a
public hearing on "The Effects of Anesthesia During a Partial-Birth Abortion.”" Four leading
experts in the field testified that the fetuses/babies who are old enough to be "candidates™ for
partial-birth abortion possess the neurological equipment to respond to painful stimuli,
whether or not the mother has been anesthetized. Opponents of the bill were unable to
produce asingle medical witness willing to testify in support of the claims that anesthesia
kills the fetus or renders the fetus insensible to pain. [See House Judiciary Committee
Hearing Record No. 73, March 21, 1996.)

Dr. Jean A. Wright, associate professor of pediatrics and anesthesia at the Emory University
School of Medicine in Atlanta, testified that recent research shows that by the stage of
development that a fetus could be a "candidate” for a partial-birth abortion (20 weeks), the
fetus "'is more sensitive to pain than a full-term infant would be if subjected to the same
procedures,” Prof. Wright testified. These fetuses have "the anatomical and functional
processes responsible for the perception of pain,” and have "a much higher density of Opioid
(pain) receptors™ than older humans, she said.

Dr. David Bimbach, president-elect of the Society for Obstetric Anesthesia and
Perinatology, testified, ""Having administered anesthesia for fetal surgery, I know that on
occasion we need to administer anesthesia directly to the fetus because even at these early
ages the fetus moves away from the pain of the stimulation.” [hearing record, page 288]

At a hearing before the same panel on June 15, 1995, Professor Robert White, Director of
the Ejivision of Neurosurgery and Brain Research Laboratory at Case Western Reserve
School of Medicine, testified, "The fetus within this time frame o f gestation, 20 weeks and
beyond, is fully capable of experiencing pain.”” After analyzing the partial-birth procedure
step-by-step for the subcommittee, Prof. White concluded: "Without question, all of this is a
dreadfully painful experience for any infant subjected to such asurgical procedure.” [House
Judiciary Committee hearing No. 31, June 15, 1995, page 70.]
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Prof. Jean Wright concluded, "This procedure, if it were done on an animal in my institution,
would not make it through the institutional review process. The animal would be more
protected than this child is." [hearing record, page 286]

e« Does the bill contain an exception for life-of-the-mother cases?

HR 1833 explicitly provides that the ban "shall not apply to a partial-birth abortion that is
necessary to save the life of a mother whose life is endangered by a physical disorder,
illness, or injury,” if ""'no other medical procedure would suffice for that purpose.”

[Some pro-abortion advocacy groups have insisted that exception does not apply to disorders
associated with pregnancy, since "pregnancy' per se is not a disorder or disease. House
Judiciary Committee Chairman Henry J. Hyde (R-1l.) commented that this reading "is
absurdly convoluted, and violates standard principles of statutory construction.” In a June 7
letter, even President Clinton has acknowledged that the bill "provides an exception to the
ban on this procedure only when a doctor is convinced that awoman’s life is at risk.”]

Under HR 1833, an abortionist could not be convicted of a violation of the law unless the
governmentproved, beyond a reasonable doubt, that the abortion was tw | covered by this
exception. (In addition, of course, the government would have to prove, beyond a
reasonable doubt, all of the other elements of the offense- that the abortionist ""knowingly"
partly removed a baby from the womb, that the baby was still alive, and that the abortionist

then killed the baby.)

It is noteworthy that none of the five women who appeared with President Clinton at his
April 10 veto ceremony required a partial-birth abortion because ofdanger to her life. As
one ofthe women, Claudia Crown Ades, said in a tape-recorded April 12 radio interview on
WNTM (Mobile, AL):

"My procedure was elective. That is considered an elective procedure, as were the
procedures of Coreen Costello and Tammy Watts and Mary-Dorothy Line and all the
other women who were at the White House yesterday. All of our procedures were
considered elective." [Complete tape recording available on request.]

[Two ofthe women said that iftheir babies had died natural deaths within their wombs, it
could have placed them at risk. Butthe removal ofa baby who dies a natural death, whether
by foot-first extraction dr in any other manner, is not an abortion and has nothing to do with
the bill. Professor Watson Bowes, Jr., ofthe University of North Carolina, co-editor of the
Obstetrical and Gynecological Survey, has stated that weeks would pass between the baby's
natural demise and the development of any resulting risk to the mother.]
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W hatreasons has President Clinton given forvetoing HR 18337

On December 7,1995, before the Senate had even voted on final passage of the bill, chief
opponent Sen. Barbara Boxer (D-Ca.) took the floor to make an unqualified statement that
President Clinton would veto the bill. On December 8, White House Press Secretary
Michael McCurry said unequivocally that the President would veto the bill because "it
would represent an erosion of a woman's right to choose."

However, when President Clinton next publicly addressed the issue in a February 28 letter to
key members of Congress (after a national poll found 71% support for the ban), he took
different tone, although the legal bottom line was unchanged. Mr. Clinton wrote of having
"studied and prayed about this issue... for many months,” of finding the procedure "very
disturbing,” and ofseeking ""common ground... that respects the views ofthose-including
myself—who object to this particular procedure,” while defending Roe v. Wade. But the
"common ground" that Mr. Clinton proposed tracked the language offered by Sen. Boxer on
December 7, and endorsed by the National Abortion and Reproductive Rights Action
League (NARAL) as a "pro-choice vcte." The Boxer/NARAL amendment would have
allowed partial-birth abortion to be performed without any limitation whatever until
"viability,” and also "after viability where, in the medical judgment of the attending
physician, the abortion is necessary to preserve the life of the woman or avert serious
adverse health consequences to the woman.”™ (The Senate rejected this gutting amendment.)

The Boxer/Clinton language must be read in the light of Doe v. Bolton, the 1973 companion
case to Roe v. Wade, in which the Supreme Court said that "health” must encompass "all
factors—physical, emotional, psychological, familial and the woman's age- relevant to the
well-being of the patient.”” Given this expansive definition of ""health,” adding the word
"serious' has no legal effect, since Mr. Clinton proposes to leave entirely up to each
abortionist to decide whether "depression'™ or some other "health™ concern is "'serious."

In a June 7 letter to leaders of the Southern Baptist Convention, Mr. Clinton said that he
favored banning the procedure with an exception for ""cases where a woman risks death or
serious damage to her health.” but not for cases involving "youth™ or "emotional stress.” But
in his formal veto message on the bill. Mr. Clinton referred to a ""health” exception as
required by Roe v. Wade. Mr. Clinton, a former teacher of constitutional law, knows full
well that these two positions are inconsistent, because if Roe/D'oe applies to partial-birth
abortions, then even after "viability,” the exception must indeed cover "emotional™ health.

In his June 7 letter, President Clinton asserted that ""the medical community... broadly
supports the continued availability of this procedure where a woman's serious health
interests are at stake.” However, the American Medical Association (AMA) Legislative
Council voted unanimously to recommend endorsement of the bill, with one member
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explaining that the procedure was ""not a recognized medical technique.” (The full AMA
Board of Trustees was divided on the bill and ultimately took "no position."”) O fthe five
medical doctors who serve in Congress, four voted for the bill, including the only family

practitioner/gynecologist.

e« How often are partial-birth abortions performed?

There are at least 164,000 abortions a year after the first three months of pregnancy,
and 13,000 abortions annually after 4% months, according to the Alan Guttmacher
Institute (New York Times, July 5 and November 6,1995), which is an arm of Planned
Parenthood. These numbers should be regarded as minimums, since they are hased on
voluntary reporting t0 the AGI. (The Centers for Disease Control reported that in
1993, over 17,000 abortions were performed at 21 weeks and later—and the CDC
acknowledges that the reparts that it receives are incomplete.)

No one really knows how many late abortions are done by the partial-birth procedure. The
Center for Reproductive Law and Policy told The New York Times, "The number of
procedures that clearly meet the definition of partial birth abortion is very small, probably
only 500 to 1,000 a year.” (March 28, 1996) EVen ifsuch figures were accurate, the
Ie?islation would be urgently needed. Ifa new virus swept through neo-natal units and
killed 500 or 1,000 premature babies, it would be a top news story —not dismissed as
too "rare” to be of consequence. For each human being at the pointed end of the
scissors, a partial-birth abortion isa 100% proposition.

Moreover, the numbers may be considerably higher—perhaps thousands per year. Dr.
Martin Haskell and the late Dr. James McMahon spent years trying to convince other
abortionists of the merits of the procedure - that was the purpose of Dr. Haskell's 1992
instructional paper (see page 3), which was distributed by the National Abortion Federation,
a lobbying group for abortion clinics. For years. Dr. McMahon was director of abortion
instruction at the Cedar-Sinai Medical Center in Los Angeles. In addition, he invited other
doctors to visit his abortion clinic for a period of days to learn the procedure. Also. The
New York Times reported on Nov. 6, 1995:

"Ofcourse luse it, and I've taught it for the last 10 years,” said a gynecologist at a
New York teaching hospital who spoke on condition of anonymity. "So do doctors in
other cities."

It is not known how many other abortionists have adopted the method, but a few have made
themselves known. On March 19, 1996, Dr. William Rashbaum of New York City wrote a
letter to Congressman Charles Canady (R-Fl.), stating that he has performed 19,000 late-
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term "pocedures,” and that he has performed the procedure that HR 1833 would ban
"routinely since 1979. This procedure is only performed in cases of later gestational age."

In 1995, Dr. Martin Haskell filed a lawsuit challenging a state abortion-regulation law. In
that proceeding, two other doctors filed affidavits affirming that they perform the same
procedure as Dr. Haskell ~ and that's just in Ohio.

e Forwhatreasons are late-term abortions usually performed?

There is no evidence that the reasons for which late-term abortions are performed by the
partial-birth abortion method are any different, in general, than the reasons for which late-
term abortions are performed by other methods —and it is well established that the great
majority of late-term abortions do not involve any illness of the mother or the baby. They
are purely "elective" procedures- that is, they are performed for purely "social™ reasons.

In 1987, the Alan Guttmacher Institute cSAGD’ an affiliate of the Planned Parenthood
Federation of America (PPFA), collected questionnaires from 1,900 women who were
at abortion clinics procuring abortions. Ofthe 1,900, "420 had been pregnant for 16
or more weeks." These 420 women were asked to choose among a menu of reasons
why they had not obtained the abortions earlier in their pregnancies. Only two percent
(2%) said "a fetal problem was diagnosed late in pregnancy,” compared to 71% who
responded "did not recognize that she was pregnant or misjudged gestation," 48%
who said “found it hard to make arrangements," and 33% who said "was afraid to tell
her partner or parents." The report did not indicate that any of the 420 [ate abortions
were performed because of maternal health problems. ("Why Do Women Have
Abortions?," Family Planning Perspectives, July/August 1988]

Also illuminating is an 1993 internal memo by Barbara Radford, then the executive director
ofthe National Abortion Federation, a "trade association"” for abortion clinics:

There are many reasons why women have late abortions: life endangerment, fetal
indications, lack ofmoney or health insurance,social-psychological crises, lack of
knowledge about human reproduction, etc." [emphasis added]

Likewise, a June 12, 1995, National Abortion Federation letter to members ofthe House of
Representatives noted that late abortions are sought by, among others, "very young
teenagers...who have not recognized the signs of their pregnancies until too late,"” and by
"women in poverty, who have tried desperately to act responsibly and to end an unplanned
pregnancy in the early stages, only to face insurmountable financial barriers."
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In her article about late-term abortions, based in part on extensive interviews with Dr.
McMahon and on direct observation of his practice (Los Angeles Times Magazine, January

7,1990), reporter Karen Tumulty concluded:

If there is any other single factor that inflates the number of late abortions, it is
youth. Often, teen-agers do not recognize the first signs of pregnancy. Just as
frequently, they put off telling anyone as long as they can.

According to Peggy Jarman, spokeswoman for Dr. George Tiller, who specializes in late-
term abortions in Wichita, Kansas:

About three-fourths of Tiller’s late- erm patients, Jarman said, are teen-agers who
have denied to themselves or their families they were pregnant until it was too late to

hide it. [Kansas City Star]

e Forwhatreasons are partial-birth abortions usually performed?

Some opponents of HR 1833, such as NARAL and the Planned Parenthood Federation of
America (PPFA), have persistently disseminated claims that the partial-birth abortion
procedure is employed only in cases involving extraordinary threats to the mother or grave
fetal disorders. For example, NARAL President Kate Michelman wrote in a Scripps
Howard News Service op ed published June 16, 1996, "Late-term abortions are only used
under the most compelling of circumstances- to protect a woman's health or life or because
of grave fetal abnormality....nearly all abortions are performed in the first trimester.” PPFA
said in a press release that the partial-birth abortion procedure is "done only in cases when
the woman's life is in danger or in cases of extreme fetal abnormality.” (Nov. 1, 1995)

However, claims such as these are inconsistent with the writings and recorded statements of
the three doctors who are most closely identified with the procedure: Dr. Martin Haskell,
Dr. James McMahon, and Dr. David Grundmann.

Reasons for Partial-Birth Abortions: Dr. Martin Haskell

In his 1992 paper, Dr. Martin Haskell, who has performed over 1,000 partial-birth abortions,
described the procedure as "a quick, surgical outpatient method that can be performed on a
scheduled basis under local anesthesia.” Dr. Haskell, a family practitioner who operates
three abortion clinics, wrote that he "routinely performs this procedure on all patients 20
through 24 weeks" (4'/2 to 514 months) pregnant [emphasis added], except on women who
are more than 20 pounds overweight, have twins, or have certain other complicating factors.
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For information on why Dr. Haskell adopted the method, the 1993 interview in Cincinnati
Medicine is very instructive. Dr. Haskell explained that he had been performing
dismemberment abortions (D&ES) to 24 weeks:

But they were very tough. Sometimes it was a 45-minute operation. | noticed that
some ofthe later D&Es were very, very easy. So | asked myselfwhy can't they all
happen this way. You see the easy ones would have a foot length presentation, you'd
reach up and grab the foot of the fetus, pull the fetus down and the head would hang
up and then you would collapse the head and take it out. Itwas easy Then 1 said,
"Well gee, if ljust put the ultrasound up there I could see it all and | wouldn’'t have to
feel around for it."" 1 did that and sure enough, | found it 99 percent of the time. Kind

of serendipity.

In 1993, the American Medical News-- the official newspaper ofthe AMA—conducted a
tape-recorded interview with Dr. Haskell concerning this specific abortion method, in which

he said:

And I'll be quite frank: most of my abortions are elective in that 20-24 week
range.... In my/fartlcular case, probably 20% [ofthis procedure] are for
genetlc reasons. And the other 80% are purely elective.

In a lawsuit in 1995, Dr. Haskell testified that women come to him for partial-birth abortions
with "a variety of conditions. Some medical, some not so medical.”” Among the "medical”
examples he cited was "agoraphobia'™ (fear of open places). Moreover, in testimony
presented to the Senate Judiciary Committee on November 17, 1995, ob/gyn Dr. Nancy
Romer of Dayton (the city in which Dr. Haskell operates one of LIs abortion clinics) testified
that three of her own patients had gone to Haskell's clinic for abortions "well beyond™ AVi
months into pregnancy, and that ""'none of these women had any medical illness, and all three

had normal fetuses."

Brenda Pratt Shafer, a registered nurse who observed Dr. Haskell use the procedure to abort
three babies in 1993, testified that one little boy had Down Syndrome, while the other two
babies were completely normal and their mothers were healthy. [Nurse Shafer’s testimony
before the House Judiciary subcommittee, with associated documentation, is available on

request to NRLC.]

Reasons for Partial-Birth Abortions: Dr. James McMahon

The late Dr. James McMahon performed thousands of partial-birth abortions, including the
third-trimester abortions performed on the five women who appeared with President Clinton
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at his April 10 veto ceremony. Dr. McMahon's general approach is illustrated by this
illuminating statement in the July 5, 1993 editio.i of American Medical News:

"[AJdfter 20 weeks where it frankly is a child to me, I really agonize over it because
the potential is so imminently there. 1 think, 'Gee, it's too bad that this child couldn't
be adopted.” On the other hand, | have another position, which I think is superior in
the hierarchy of questions, and that is: "Who owns the child?' It's got to be the

mother.

In June, 1995, Dr. McMahon submitted to Con?ress a detailed breakdown ofa "series”
of over 2,000 ofthese ahortions that he had performed. He classified only 9% (175
cases) as involving "maternal [health] indications," of which the most common was

"depression.”

Dr. Pamela E. Smith, director of Medical Education, Department of Obstetrics and
Gynecology, Mt. Sinai Hospital, Chicago, gave the Senate Judiciary Committee her analysis
of Dr. McMahon's 175 "maternal indication™ cases. Ofthis sample, 39 cases (22%) were for
maternal ""depression,” while another 16% were "for conditions consistent with the birth ofa
normal child (e.g., sickle cell trait, prolapsed uterus, small pelvis),” Dr. Smith noted. She
added that in one-third of the cases, the conditions listed as ""maternal indications™ by Dr.
McMahon really indicated that the procedure itselfwould be seriously risky to the mother.

OfDr. McMahon's series, another 1,183 cases (about 56%) were for "'fetal flaws," but these
included a great many non-lethal disorders, such as cleft palate and Down Syndrome. 1In an
op ed piece written for the Los Angeles Times, Dr. Katherine Dowling, a family physician at
the University of Southern California School of Medicine, examined Dr. McMahon's report

on this "fetal flaws'"™ group. She wrote:

Twenty-four were done for cystic hydroma (a benign lymphatic mass, usually
treatable in a child of normal intelligence). Nine were done for cleft lip-palate
syndrome (a friend of mine, mother of five, and a colleague who is a pulmonary
specialist were bom with this problem). Other reasons included cystic fibrosis (my
daughter went through high school with a classmate with cystic fibrosis) and
duodenal atresia (surgically correctable, but many children with this problem are
moderately mentally retarded). Guess they can't enjoy life, can they? In fact, most
o f the partial-birth abortions in that [McMahon] survey were done for problems that
were either surgically correctable or would result in some degree of neurologic or
mental impairment, but would not harm the mother. Or they were done for reasons
that were pretty skimpy: depression, chicken pox, diabetes, vomiting. ["What
Constitutes A Quality Life?,” Los Angeles Times, Aug. 28, 1996]
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Over one-third ofMcM ahon's 2,000-abortion "series" involved neitherfetal nor maternal
health problems, however trivial.

In Dr. McMahon's interviews with American Medical News and with Keri Harrison, counsel
to the House Judiciary Subcommittee on the Constitution, Dr. McMahon freely
acknowledged that he performed late second trimester procedures that were "elective" even
by his definition ("elective"™ meaning without fetal or maternal medical justification).

After 26 weeks, Dr. McMahon claimed that all of his abortions were ""non-elective™ - but
his definition of ""non-elective™ was very expansive. His written submission stated:

"After 26 weeks /six months], those pregnancies that are not flawed are still non-
elective. They are interrupted because of maternal risk, rape, incest, psychiatric or
pediatric indications.” [emphasis added] [""Pediatric indications' was Dr.
McMahon's terminology for young teenagers.]

Reasons for Partial-Birfh Abortions: Dr. David Grundmann

Dr. David Grundmann, the medical director for Planned Parenthood of Australia, has written
a paper in which he explicitly states that he uses the partial-birth abortion procedure (he calls
it ""dilatation and extraction™) as his ""method of choice™ for abortions done after 20 weeks
(4'/2months), and that he performs such abortions for a broad variety of social reasons.

[This paper, "Abortion After Twenty Weeks in Clinical Practice: Practical, Ethical and
Legal Issues,” and associated documentation, is available from NRLC.]

Dr. Grundmann himself described the procedure in a television interview as "essentially a
breech delivery where the fetus is delivered feet first and then when the head of the fetus is
brought down into the top of the cervical canal, it is decompressed with a puncturing
instrument so that it fits through the cervical opening."

In the 1994 paper, Dr. Grundmann listed several "advantages' of this method, such as thai it
"can be performed under local and/or twi-light anesthetic™ with ""no need for narcotic
analgesics,” '‘can be performed as an ambulatory out-patient procedure,” and there is "'no
chance of delivering a live fetus." Among the ""disadvantages,” Dr. Grundmann wrote, is
"the aesthetics of the procedure are difficult for some people; and therefore it may be
difficult to get staff.”” (Dr. Grundmann also wrote that "abortion is an integral part of family
planning. Theoretically this means abortions at any stage of gestation. Therefore | favor the

availability of abortion beyond 20 weeks.™)

Dr. Grundmann wrote that in Australia, late-second-trimester abortion is available "in many
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major hospitals, in most capital cities and large provincial centres” in cases of “lethal fetal
abnormalities” or “gross fetal abnormalities,” or "risk to maternal life," includin
"nsychotic/suicidal behavior." However, Dr. Grundmann said, his Planned Parenthood
clinic aiso offers the procedure after 20 weeks for women who fall into five additional
"categories”: (1) "minor or doubtful fetal abnormalities," (2) "extreme maternal
immaturity i.e. girls in the 11 to 14 year age group,” (3) women "who do not know
they are pregnant,” for example because of amenorrhea [irregular menstruation] “in
women who are very active such as athletes or those under extreme forms of stress i.e.
exam stress, relationship breakup...," (4) "intellectually impaired women, who are
unaware of hasic biology...," (5) "major life crises or major changes in socio-economic
circumstances. The most common example of this is a planned or wanted pre?nancy
Lollmaved_by the sudden death or desertion of the partner who is in all probability the
read winner.”

e Is a partial-birth abortion ever the only way to preserve a mother’s

physical health?

President Clinton and pro-abortion advocacy groups have made strenuous efforts to
persuade the public that parti&.'-birth abortions are necessary to protect the lives or health of
pregnant women, and many journalists have uncritically accepted this claim at face value.
However, these claims are coming under increasingly sharp challenge from prestigious
medical experts, and from women who have given birth to babies in circumstances such as
those cited by President Clinton.

The sort o f cases highlighted by President Clinton-- third-trimester abortions of babies with
disorders incompatible with sustained life outside the womb- account for a small fraction of
all the partial-birth abortions. Confronted with identical cases, most specialists would never
consider executing a breech extraction and puncturing the skull. Instead, most would deliver
the baby alive, sometimes early, without jeopardy to the mother- usually vaginally—and
make the baby as comfortable as possible for whatever time the child has allotted to her.

In an interview published in the August 19 edition of American Medical News, former
Surgeon General C. Everett Koop said, "I believe that Mr. Clinton was misled by his
medical advisors on what is fact and what is fiction in reference to late-term abortions.
Because in no way can | twist my mind to see that the late-term abortions as
described—you know, partial birth, and then destruction of the unborn child before -
the head is born—is a medical necessity for the mother. It certainly can't be a necessity

for the baby."

Dr. Koop, a world-renown pediatric surgeon, was asked by the American Medical News
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reporters whether he had ever *treated children with any of the disabilities cited in this
debate? For example, have you operated on children bom with organs outside o f their
bodies?" Dr. Koop replied, "Oh, yes indeed. I've done that many times. The prognosis
usually is good. There are two common ways that children are bom with organs outside of
their body. One is an omphalocele, where the organs are out but still contained in the sac...
the first child I ever did, with a huge omphalocele much bigger than her head, went on to
develop well and become the head nurse in my intensive care unit many years later.”

In addition, in the summer of 1996, an organization called Physicians' Ad Hoc Coalition for
Truth (PHACT) began circulating material directly challenging President Clinton's claims.
As ofearly September, PHACT reportedly consisted of over 230 physicians, mostly
professors and other specialists in obstetrics, gynecology, and fetal medicine. In an
advertisement published in August, the PHACT physicians said:

Congress, the public- but most importantly women- need to know that partial-birth
abortion is never medically indicated to protect a mother’s health or her future

fertility.

The PHACT doctors also referred directly to the specific medical conditions that affected
some ofthe women who appeared with President Clinton at his April 10 veto ceremony,
such as hydrocephalus (excessive fluid in the head), and commented:

We, and many other doctors across the United States, regularly treat women whose
unborn children suffer these and other serious conditions. Never is the partial-birth
procedure medically indicated. Rather, such infants are regularly and safely
delivered live, vaginally, with no threat to the mother's health or fertility.

At a July 24 briefing on Capitol Hill, PHACT member Dr. Curtis Cook, an ob/gyn
perinatologist with the West Michigan Perinatal and Genetic Diagnostic Center (616-391-

3681). said that partial-birth abortion

is never necessary to preserve the life or the fertility of the mother, and may in fact
threaten her health or well-being or future fertility. In my practice, | see these rare,
unusual cases that come to most generalists' offices once in a lifetime- they all come
into our office. We see these every day....The presence offetal disabilities or fetal
anomalies are nd a reason to have a termination of pregnancy to preserve the life of
the mother—they Jo not threaten the life of the mother in any way....[and] where
these rare instances do occur, they do not require the death of the baby or the fetus

prior to the completion of the delivery.

Also present at the July 24 briefing were several women who, while pregnant, had learned
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that their unborn babies were afflicted with conditions similar or identical to those cited by
President Clinton, but who gave birth to their babies alive. One ofthe women, Jeannie
French of Oak Park, Illinois, distributed a July 17 letter that she and several other women
sent to President Clinton, asking for a meeting so that he could learn about the medical
alternatives to partial-birth abortion. Ms. French wrote:

In recent months, | have had the opportunity to get to know many women who've
carried and given birth to children with fatal conditions from anacephaly,
encepaloceles, Trisomy 18, hydrocephaly, and even a rare disease called body stalk
anomaly, in which internal organs develop outside a baby's body. We gave birth to
our children knowing that their serious physical disabilities might not allow them to
live long.... You say that partial-birth abortion has to be legal for cases like ours,
because women's bodies would be ripped to shreds' by carrying their veiy sick
children to term. By your repeated statements, you imply that partial-birth abortion is
the only or the most desirable response to children suffering severe disabilities like
our children... This message is so wrong!... Will you meet with us personally, and

hear our stories?

Ms. French got a brief letter of response from two White House scheduling aides, who said
that ""the tremendous demands on the President will not give him the opportunity to speak
with you and your group.... Your continued interest and support are deeply appreciated.”

e W hat about President Clinton’s statement that for some women, the
only alternative to partial-birth abortion isto ”rip your body to shreds"?

President Clinton has repeatedly justified his veto by referring to cases in which the baby
suffers from advanced hydrocephaly (head enlargement). Speaking in Milwaukee on May
23, President Clinton suggested that Bob Dole or others who would deny a partial-birth
abortion in such cases are saying "it's okay with me if they ripped your body to shreds and

you could never have another baby.”

But this is medical nonsense. Medical specialists commonly deal with cases ofsevere
hydrocephaly by a procedure called cephalocentesis, in which a needle is used to withdraw
the excess fluid (but not the brain), reducing the head size so that normal delivery of a live
baby can occur. An eminent authority on such matters, Dr. Watson A. Bowes, Jr., professor
ofob/gyn (maternal and fetal medicine) at the University of North Carolina, who is co-editor
of the Obstetrical and Gynecological Survey, wrote to Congressman Charles Canady:
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E)N

Critics of your bill who say that this legislation will prevent doctors from performing
certain procedures which are standard of care, such as cephalocentesis (removal of
fluid from the enlarged head of a fetus with the most severe form of hydrocephalus)
are mistaken. Insuch a procedure a needle is inserted with ultrasound guidance
through the mother's abdomen into the uterus and then into the enlarged ventricle of
the brain (the space containing cerebrospinal fluid). Fluid is then withdrawn which
results in reduction of the size in the head so that delivery can occur. This procedure
is not intended to kill the fetus, and, in fact, is usually associated with the birth of a

live infant.

(ote: Cases of hydrocephaly accounted for less than 4% of Dr. McMahon's partial-
irth abortions, according to his submission to the House Judiciary Committee.)

® W hataboutthe small minority of cases that do involve "serious fetal

deformity"?

It is true that some partial-birth abortions -- a small minority — involve babies who have
grave disorders that will result in death soon after birth. But these unfortunate members of
the human family deserve compassion and the best comfort-care that medical science can
offer-- not a scissors in the back of the head. In some such situations there are good medical
reasons to deliver such a child early, after which natural death will follow quickly.

Dr. Harlan Giles, a professor of "high-risk' obstetrics and perinatology at the Medical
College of Pennsylvania, performs abortions by a variety of procedures up until "viability."
However, in sworn testimony in the U.S. Federal District Court for the Southern District of

Ohio (Nov. 13, 1995), Prof. Giles said:

[After 23 weeks] I do not think there are any maternal conditions that I'm aware of
that mandate ending the pregnancy that also require that the fetus be dead or that the
fetal life be terminated. In my experience for 20 years, one can deliver these fetuses
either vaginally, or by Cesarean section for that matter, depending on the choice of
the parents with informed consent... But there's no reason these fetuses cannot be
delivered intact vaginally after a miniature labor, if you will, and be at least assessed
at birth and given the benefit of the doubt, [transcript, page 240]
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In a partial-birth abortion, the abortionist dilates a woman's cervix for three days, until it is
open enough to deliver the entire baby breech, except for the head. When American
Medical News asked Dr. Martin Haskell why he could not simply dilate the woman a little
more and remove the baby without killing him, Dr. Haskell responded:

The point here is you're attempting to do an abortion... not to see how do | manipulate
the situation so that.l get a live birth instead. [American Medical News transcript]

Under closer examination, it becomes clear that in some cases, the primary reason for
performing the procedure is not concern that the baby will die in utero, but rather, that
he/she will be born alive, either with disorders incompatible with sustained life outside the
womb, or with a non-lethal disability. (Again, in Dr. McMahon's table of partial-birth
abortions performed for *'fetal indications," the largest category was for Down Syndrome.)

Viki Wilson, whose daughter Abigail died at the hands of Dr. McMahon at 38 weeks, said:

I knew that | could go ahead and carry the baby until full term, but knowing, you
know, that this was futile, you know, that she was going to die... I felt like I needed to
be a little more in control in terms of her life and my life, instead ofjust sort of
leaving it up to nature, because look where nature had gotten me up to this point.

[NAF video transcript, page 4.]
Tammy Watts, whose baby was aborted by Dr. McMahon in the 7th month, said:

| had a choice. | could have carried this pregnancy to term, knowing everything
that was wrong. [Testimony before Senate Judiciary Committee, Nov. 17. 1995]

Claudia Crown Ades, who appeared with President Clinton at the April 10 veto, said:

My procedure was elective. That is considered an elective procedure, as were the
procedures ofCoreen Costello and Tammy Watts and Mary Dorothy-Line and all the
other women who were at the White House yesterday. All of our procedures were
considered elective. [Quotes from taped appearance on WNTM, April 12, 1996]

In a letter opposing HR 1833, one of Dr. McMahon's colleagues at Cedar-Sinai Medical
Center, Dr. Jeffrey S. Greenspoon, wrote:

As a volunteer speaker to the National Spina Bifida Association of America and the
Canadian National Spina Bifida Organization, | am familiar with the burden of
raising a significantly handicapped child.... The burden ofraising one or two
abnormal children is realistically unbearable. [Letter to Rep. Hyde, July 19, 1995]
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* Is there a more "objective” term for the procedure than "partial-birth

abortion"?

Some opponents ofthe Partial-Birth Abortion Ban Act (HR 1833) insist that anyone writing
about the bill should say that it bans a procedure ""known medically as intact dilation and
evacuation.” But when journalists comply with this demand, they do so at the expense of
accuracy. The bill itself makes no reference whatever to "intact dilation and evacuation™
abortions. More importantly, the term "intact dilation and evacuation® is not equivalent to
the class of procedures banned by the bill.

The bill would make it a criminal offense (except to save awoman’s life) to perform a
"partial-birth abortion,” which the bill would define—as a matter o flaw—as "an abortion in
which the person performing the abortion partially vaginally delivers a living fetus before
killing the fetus and completing the delivery.” [emphasis added]

In contrast, the term “intact dilation and evacuation™ was invented by the late Dr. James
McMahon, and until recently, was idiosyncratic to him. It appeared in no standard medical
textbook or database, nor anywhere in the standard textbook on abortion methods, Abortion
Practice by Dr. Warren Hern. Because "intact dilation and evacuation™2is not a standard,
clearly defined medical term, the House Judiciary Constitution Subcommittee staff (which
drafted the bill under Congressman Canady's supervision) rejected it as useless for purposes
of defining a criminal offense. Indeed, it is worse than useless-- a criminal statute that relied
on such a term would be stricken by the federal courts as "void for vagueness."

Although there is no clear definition of the term, we know enough to say that it is inaccurate
to equate “intact dilation and evacuation' abortions with the procedures banned by HR
1833, since in his writings Dr. McMahon clearly used the term "intact dilation and
evacuation™ so broadly as to cover certain procedures which would not be affected at all by
HR 1833 (e.g., removal of babies who are killed entirely in utero, and removal of babies
who have died entirely natural deaths in utero). Indeed, at least one of the specific women
highlighted by opponents of HR 1833 had various types of "intact D&E" abortion
procedures that were not covered by HR 1833's definition of "partial-birth abortion."”

ZThe term "intact dilation and evacuation' should not be confused with *dilation
and evacuation,”™ which is a procedure commonly used in second-trimester abortions,
involving dismemberment of the fetus/baby while still in the uterus. The bill does not
apply to "dilation and evacuation' abortions at all.
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[In his 1992 instructional paper, Dr. Haskell referred to the method as "dilation and
extraction'™ or "D&X'- noting th?t he ""coined the term.”” When the bill was drafted, the
term "dilation and extraction" did not appear in medical dictionaries or databases.]

The term chosen by Congress, partial-birth abortion, is in no sense misleading. Insworn
testimony in an Ohio lawsuit on Nov. 8, 1995, Dr. Martin Haskell—who has done over
1,000 partial-birth abortions, and who authored the instructional paper that touched off the
controversy over the procedure—explained that he first learned o f the method when a

colleague

described very briefly over the phone to me a technique that I later learned came from
Dr. McMahon where they internally grab the fetus and rotate it and accomplish- be
somewhat equivalent to a breech type ofdelivery, [emphasis added]

e Avre the five line drawings ofthe procedure circulated by NRLC

accurate, or misleading?

The AMA newspaper American Medical News (July 5, 1993) interviewed Dr. Martin
Haskell and reported:

Dr. Haskell said the drawings were accurate "from a technical point ofview." But he
took issue with the implication that the fetuses were "aware and resisting."

Professor Watson Bowes of the University of North Carolina at Chapel Hill, co-editor of the
Obstetrical and Gynecological Survey, wrote in a letter to Congressman Canady:

Having read Dr. Haskell's paper, | can assure you that these drawings accurately
represent the procedure described therein.... Firsthand renditions by a professional
medical illustrator, or photographs or a video recording of the procedure would no
doubt be more vivid, but not necessarily more instructive for a non-medical person
who is trying to understand how the procedure is performed.

On Nov. 1, 1995, Congresswoman Patricia Schroeder and her allies actually tried to prevent
Congressman Canady from displaying the line drawings during the debate on HR 1833 on
the floor of the House of Representatives. But the House voted by nearly a 4-to-1 margin

(332 to 86) to permit the drawings to be used.
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e Does the bill contradict U.S. Supreme Court decisions?

The Supreme Court has never said that there is a constitutional right to kill human beings

who are mostly bom.

In its official report on HR 1833, the House Judiciary Committee makes the very plausible
argument that HR 1833 could be upheld by the Supreme Court without disturbing Roe. In
Roe, the Supreme Court said that ""the word 'person,” as used in the Fourteenth Amendment,
does not include the unborn.” Thus, under the Supreme Court's doctrine, a human being
becomes a legal "person” upon emerging from the uterus. But a partial-birth abortion does
not involve an "unborn fetus.” A partial-birth abortion, by the very definition in the bill,
kills a human being who is partly bom. Indeed, a partial-birth abortion kills a human being
who is four-fifths across the 'line-of-personhood’ established by the Supreme Court.

Moreover, in Roe v. wade itself, the Supreme Court took note ofa Texas law that made
it a felony to kill a baby "in a state of being born and before actual birth," and the

Court did not disturb that law.

Thus, the Supreme Court could very well decide that the killing of a mostly bom baby, even
if done by a physician, is not protected by Roe v. Wade.

FACTS.91196



STEP 5

: ‘T]he sur(,?eon then forces the scissors into the hase
of the skull... [H]e spreads the scissors to enlarge
the opening. The surgeon removes the scissors and
introduces a suction catheter into this hole and
evacuates the skull contents. With the catheter still
in place, he applies traction to the fetus, removing it
completely from the patient.”

Text from Martin Haskell, M.D.
Dilation and Extraction for Late Second Trimester Abortion
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Regarding House Bill N0.65 Partial Birth Abortion.

February 6, 1997

My name is Sharylee Zachary.
My husband, Dan, our three daughters, and I hold life very dearly.

Every conceived baby, whether two cells old or full term, has a God given

right to life.

Itis not rightthat they should receive the 'death penalty' as the result of
someone who does not wantto live up to the consequences of their

irresponsibility.

Itis not rightthat they should receive the 'death penalty’as the result of
someone else's abusive behavior on the mother, - which created that little

life.

Itis particularly horrifying and horrible that someone would ever perform a
partial-birth abortion on a beautiful, vital baby. Or even on a baby that is
not "perfect”. Alllife is sacred.

Mostly, partial-birth abortions are done for the ‘convenience' of the
aborting mother who does notwant the child. Itis extremely rare that a
medical situation exists to preserve the life of the mother through the
partial-birth abortion procedure. Ifthe mother's life were truly in danger,
than having her go through the doctors manipulations to 'turn’ the baby into
the abnormal and undesirable position of 'feet first' birth presentation,
having the mother go through all the labor that isinvolved to get all of the
baby out exceptit's head, and then the horrible procedure of jabbing a
scissors into the viable infants skull, sucking its brains out, having the head
collapse and then giving birth to what's left of the head, - if all that didn't
kill her or cause severe physical and/or emotional problems, then delivering
just 'the head' is not going to kill her or cause other problems, - but it will

give the baby a chance at life.

We, and thousands of other people, are against any kinda of abortion, - but
we are especially AGAINST PARTIAL BERTH ABORTION.
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And we VOTE accordingly. We DO NOT vote for anyone who is pro-choice
because that Isthe same as 'pro-death’. And we know many, many, many
people who feel the same way even though they do not express itin this
manner, they do express it at the voters booth. And more and more voters

are gaining this conviction all the time.

I thank you for all the hard work you go through in evaluating all the things
you need to in making our Alaska state laws.

Alaska has made many wise pro-famllv. pro-nation choices in it's laws.andl
am very proud of that.

Alaska has to stand strong, notto.qp the route of many of the lower48
states that are falling apart because of their unwise, anfi-familu choices in

their living styles and laws.

Alaska needs to be the North Star state pointing the, way to stronaiamilies,
strong communities, strong states, and a strong nation founded_and built on
absolute values and taking responsibility for personalactions and the
consequences thereof so that the innocent no longer suffer.

Very Sincerely and Respectfully,

Sharylee Zachary

Box 1531
Petersburg,AK 99833
(907)772-3681
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FORMER SURGEON GENERAL KOOP SEPARATES MEDICAL
FACT FROM FICTION ON PARTIAL-BIRTH ABORTIONS

KOOP: THE PARTIAL-BIRTH ABORTION
IS "IN NO WAY. A MEDICAL NECESSITY"

ALEXANDRIA, VA — In a wide ranging interview with the American Medical
News, former Surgeon General C. Everett Koop expressed his opposition to partial-
birth abortions and declared that they are not medically necessary.

The former Surgeon General was asked about President Clinton's recent veto of a bill
to ban partial-birth abortions and claims regarding the medical need for them.
Following is Dr. Koop's response, reported in the August 19th issue of American
Medical News:

"l believe that Mr. Clinton was misled by his medical advisers on what is fact
and what is fiction in reference to late-term abortions. Because in no way
can | tHist my mind to see that the late-term abortion as described — you
know, partial-birth, and then destruction of the unborn child before the head
is bom — is a medical necessity for the mother. It certainly can't be a
necessity for the baby. So | am opposed to ... partial birth abortions.”

Asked "have you ever treated children with any of the disabilities cited in the debate?
For example, have you operated on children with organs outside of their bodies,"”
Koop responded:

"Oh, yes indeed. I've done that many times. The prognosis is usually
good. [With an] omphalocele...organs are out but still contained in the sac
composed of the tissues of the umbilical cord. | have been repairing those
since 1946...In fact, the first child | ever did, with a huge omphalocele
much bigger than her head, went on to develop well and become the head
nurse in my intensive care unit many years later."

Dr. Koop's remarks echo over three hundred other medical professionals — leaders
in the fields of obstetrics, gynecology and perinatology — who have joined the
Physicians' Ad-hoc Coalition for Truth to help Americans and Congress understand
that partial—birth abortion is never medically necessary, and in fact can threaten a
mother's health and safctv.

The Physicians' Ad-hoc Coalition for Truth (PHACT), with over three hundred
members drawn from the medical community nationwide, exists to bring the medical
facts to bear on the public policy debate regarding partial birth abortions. Members
of the coalition arc available to speak to public policy makers and the media. If you
would like to speak with a member of PHACT, please contact Gene Tame or Michelle
Powers at 703-683-5004.



@] [i_the %C television show
his Week on November 24,
columnist George Will suggested
that there is a close relationship
between reported cases involving
the murder of newborns, such as a
case in Delaware that recently
received national media coverage,
and society’ tolerance of practices
such as partial- brrth |ﬁortron.
In response, ABC NEWS corre-
spondent Sam Donaldson assert-
ed:
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Unfortunately, Mr. Donaldson%
assertion - - like similar state-
ments by many other journalists -
- cannot be reconciled with the
statements of doctors who have
themselves performed thousapds
of partial-birth abortiong.
For example, the Iiecord of
Bergen County, New Jersey, on
September 15 published an inves-
tigative report by “women’ issues”
staff writer (and Columbia jour-
nalism professor) Ruth Padawer,
who found that at a single abortion
clinic in Englewood, New Jersey - -
only a few miles away from the
homes of the young couple in ques-'

Nationi

lon - - doctors ackno 6 dged .t at
Bts perform QVEr 1?)/ 6 artia
{h""abortions” ear

Moreover, the story quotes doctors
at the clinic as stating that “only a
‘minuscule amount’are for medical
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ehSeptember 17 edition of the
snington Post contained the

results of an investigation con-

ducted by staff writers Barbara
Vobejda and David M. Brown,
M.D., who interviewed several
abortionists (N0t those in New
Jersey), and concluded:
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Dr. Martin Haskell of Dayton,
Ohio, has performed over 1,000
partial-birth abortions. In a tape-
recorded intervie F Haskell
told American Medical News, = v
be quite frank: most of my
abortions are elective in that
20-24 week range. ... In my
particular case, probably 20&
are for genetic reasons. And
the other 80% are purely elec-
tive.”

Dr. Haskell also wrote a paper in
which he said he uses the method
“routinely” in his walk-in abortion
clinic, adding, “Among its advan-
tages are that it is a quick, surgi-
cal outpatient method that can be
performed on a scheduled basis
under local anesthesia.”

The late Dr. James McMahon of
Los Angeles developed the partial-
birth technique, and used it thou-
sands of times. In a written sub-
mission to the House Judiciary
Committee in 1095, he ad
ted using.the method EVEN (TU

the Tinal three months of
pr gnancy on babies with no
“flaw,” for such reasons as
mere youth of the mother, or

“psychiatric” difficulties. .
In an mtervrew with American
Medical News, pr. McMahon
explained that "after 20 weeks
where it frankly is a child to me, |
really agonize over it,” but added,
“Who owns the child? It’s got to be
the mother.”

In short, anyone who 'will set
aside wishful thinking and the
manufactured claims of abortion-
industry lobbyists, and examine
documentation such as that cited

above - - and there is much more
of the same sort - - can only con-
clude that the overwhelming

majority of these late-term proce-
dures are performed for entirely
non-medical, “personal” reasons.
A small subset of partial-birth
abortions involve babies with
severe abnormalities, but medical
specialists regularly deliver such
babies alive, usually vaginally,
wiLhoul jeopardy to their mothers.
In September over 300 physi-
cian-specialists - - including
former Surgeon General C.
Everett Koop -- issued a state-
ment “partial-birth abortion is
never medicully necessary to
protect a mother’s health or
her future fertility.”

chied CO%'SteOfJPe Sddto]

reorrre'ajfoh%.astva i
ommrttee 6(%8 258



D espite

The admission by a promi-
nent abortion advocate that
he lied about the number of
babies killed during the pro-
cedure called “partial-birth
abortion” is surprising only
in its candor. Ron Fitzsim-
mons, executive director of
the National Coalition of
Abortion Providers, said he
misled the public because he
feared the truth would dam-
age the abortion rights cause.

Recalling a November
1995 appearance on ABC’s
“Nightline,"” Fitzsimmons
said, "3tte(tSrthrough*-my
te«s*w”claimiiig.U le.pi:o-
cete s 'mSSSk’ used*and
thatnmy~women who sought
such” tflrstiQjas*vvere those
whose ifves were in danger,
or whose unborn children
were severely damaged.
President Clinton used nearly
identical language in explain-
ing his veto of a bill that
would have outlawed the pro-
cedure.

The White House says it
will take another look at the
matter in light of Fitzsim-

mons’s comments. But the
administration is lock-step
with the abortion rights

movement, so look for more
doublespeak. President Clin-
ton frequently says he wants
to make abortions “safe, legal
and rare," but has done noth-
ing to limit the procedure
even in the most extreme of
circumstances, such as
partial-birth abortion.

Legal abortion was con-
ceiv™rjijrfictrm_an
CTrvey, “Jane Roe, claThrda
to hyj~beenffaped. She later
adtnitte<nymjg”m order to
make™her-cSse more com-
pelling to the Supreme Court.
The justices who made abor-

abortion

lie s,

CAL
THOMAS

that thousands of women
were dying from illegal abor-
tions, a "fact" asserted by the
National Abortion Rights Ac-
tion League (NARAL), but

1> rperprd;N”*hansQ«”*vh9
was-at the time operating the
natior " frffe'Sfabortion clin-
icin NewTork.

To maintain a policy of
abortion on demand, propo-
nents have had to continue
telling lies. Planned Parent-
hood, which consistently ar-
gues for maintaining the
abortion status quo, onaflbtold
a different story. Inp963ta
Planned Parenthood pam-
phlet called “Plan Your Chil-
dren" said pffam ilv~i5Tan-
ningT"Is-irabortion? Defi-
nitely_noL.An abortion kills
the life.of p babv after ft"has
begug”It is dangerous to
your life and~healthT"It may
make vou sterile so that
when you~want a child you
cannbThave-rr MilJJfFcontrol
WSES/X postpones,the begin-
ijlur o f life;/,u-Was-Planned
Tirenthood-Jying then, or is it

tion legal believed testimony”~™Jjdng

d oublespeak

Also

goes on

lastyear, pro-abortion groups

claimed that anesthesia takes the

life of the unborn child before the

.procedure in which its brains are

sucked out.

On Dec. 11, 1993, NARAL’s
Kate Michelman was quoted
in the Philadelphia Inquirer
as saying, “We think abortion
is a bad thing. No woman
wants to have an abortion.”
Five days later a NARAL
statement  claimed that
Michelman “has never said
— and would never say —
that ‘abortion is a bad thing.”
But reporter Jodi Enda taped
the interview and stood by
the quote.

Sandra Cano, the “Mary
Doe" in Roe’s companion
case, .Doe vs. Bolton, stated
that sy T~vanhy an
abortion and signed paper-
work she thought was related
to a divorce she sougfit"froln
an abusive'- huslTartd'. ~Jtie
ftAroeuca»«™ Ciyil_.Lij2erties

lieved was helping with her
divorce claimed that her
client applied for an abortion
but was turned down. Cano
w8ai'*hfi,AVLiSdifidUo. 4H3~ihat
the lawyers handling the case
'‘did riof'eSpiS'ih 'fo' her what
was happening and why.
During the partial-birth
abortion debate last year, in
which proponents claimed it
is rarely done, the Bergen
County Record reported that
doctors in one New Jersey
clinic perform 3,000 abor-
tions annually, half of tftem

the partial birth variety
Rather than admit the truth
abortion proponents attackei
the professionalism of the re
porter.

Also last year, pro-abor-
tion groupsElaim&cL..thai

ol
the unborn child before tlu-
procedure in which iD
brains are sucked out
Thougja-.oiany physicians de-
nigfMhq -claim.. *ba«naefUa
corfftued - tOil-spr-eatL tile

"fSTsehood as if it were true,
as if that would somehow
make the procedure more
ethically tolerable.

Then there are the dajh
lies told to women that tneii
M.gjfrpm-nhild is not a baby,
just tissue, and IKariRavi'ng
an abortion will solve the
problems that lead them to
seek one. And let’s not forget
the lie about no one being
available to care for the child
or the woman after birth.

Another bill needs to be
introduced immediately that
would outlaw partial-birth
abortions before the public
forgets thflt Fitzsimmons
ftaTJETfItlpd his~_nama. to a
gi5~iiaa_lini..aLpxa-abori on

1 Cal Thomas is a nationally syndi-
cated columnist.
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Dilation and E xtraction
for Late Second Trimester Abortion

Marti.) Haskell,

Presented at the National Abortion Federation
Risk Management Seminar. September 13. 1992

INTRODUCTION

The surgical method described in this paper differs from classic D&E in that it
does not rely upon dismemberment to remove the fetus. Nor are inductions or
infusions used to erpel the intact fetus.

Rather, the surgeon grasps and removes a nearly intact fetus through an
adequately dilated cervix. The author has coined the term Dilation and Extraction or
D&Xto distinguish it from dismemberment-type D&E's.

This procedure can be performed in a properly equipped- physician's office
under local anesthesia. It can be used successfully in patients 20-26 weeks in
pregnancy.

The author has performed over 700 of these procedures with a low rate of

complications.
BACKGROUND

D&E evolved as an alternative to induction or instillation methods for second
trimester abortion in the raid 1970%. This happened in part because of lack of
hospital facilities allowing second trimester abortions in some geographic areas, in
part because surgeons needed a ‘right now* solution to complete suction abortions

inadvertently started in the second trimester and in part to provide a means of early

27
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second tnnestcr abortion to avoid necessary delays for instillation methods.* The

North Carolina Conference in 2978 established D&E as the preferred method for early
second trimester abortions 5nthe U.S/\ 3, 4
Classic D&E is accomplished by dismembering the fetus inside the uterus with
instruments and removing the pieces through an adequately dilated cervix.3
However, most surgeons Dnd dismemberment at twenty weeks and beyond to
A be difficult due to the toughness of fetal tissues at this stage of development.

Consequently, most late second trimester abortions are performed by an induction

method.®, ”, 8
Two techniques of late second trimester D&E's have been described at previous

NAF meetings. The first reiies on sterile urea intra-amniotic infusion to cause fetai
demise and lysis (or softening) of fetal tissues prior to surgery.®

The second technique is to rupture the membranes 24 hours prior to surgery
and cut the umbilical cord. Fetal death and ensuing autolysis soften the tissues.

There are attendant risks of infection with this method.
In summary, approaches to late second trimester D&E's rely upon some means

to induce, early fetal demise to soften the fetal tissues making dismembermont easier.

PATIENT SELECTION
%
The author routinely performs this procedure on all patients 20 through 24

i
weeks LMP with certain exceptions. The author performs the procedure on selected

patients 25 through 2G weeks LM?.
The author refers for induction patients falling into the following categories:

Previous C-section ovdr 22 weeks
Obese patients (more than 20 pounds over large frame ideal weight)

Twin pregnancy over 21 weeks
Patients 2P weeks and over

28
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DESCRIPTION Or DILATION AND EXTRACTION METHOD

Dilation and extraction takes place over three days. In a nutshell, D&X can be

described as follows:

Dilation

MORE DILATION

Real-nme ultrasound visualization
. Version (as needed)

Intact extraction

Fetal skull decompression

Removal

Cleaivup

Recovery

P-HY-L-HilfltiED
The patient is evaluated with an ultrasound, hemoglobin and Rh. Hadlock

scales are used to interpret all ultrasound measurements. 3
In the operating room, the cervix is prepped, anesthesized and dilated to 9*11
mm. Five, Six or seven large Dilapan hydroscopic dilators are placed in the cervix.

The patient goes home or to a motel overnight

RaY-g-zMMprs Dilation

'The patient returns to the operating room where the previous day’s Dilapan
are removed. The cervix is scrubbed and anestheaized. Between 15 and 25 Dilapan *

are placed in the cervical canal. The patient returns home or to a motel overnight.

fli&aaen

The patient returns to the operating room where the previous day’s Dilapan
are removed. The surgical assistant administer? 10 IU Pitodn intramuscularly. The

cervix ia scrubbed, anesthetized and gresped with a tenaculum. The membranes are

ruptured, ifthey are not already.

29
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The surgical assistant places an ultrasound probe on the patient's abdomen
and scans the fetus, locating the lower extremities. This scan provides the surgeon
information about the orientation of the fetus and approximate location of the lower
extremities. The tranducer is then held in position over the lower extremities.

The surgeon introduces a large grasping forcep, such as a Bierer or Hern,
through the vaginal and cervical canals into the corpus of the uterus. Based upon his
knowledge of fetal orientation, he moves the tip of the instrument carefully towards
the fetal lower extremities. When the instrument appears on the sonogram screen,
the surgeon is able to open apd dose its jaws to firmly and reliably grasp a lower
extremity. The surgeon then applies firm traction to the instrument causing a version
of the fetus (ifnecessary) and pulls the extremity into the vagina.

By observing the movement of the lower extremity and version of the fetus on

the ultrasound screen, the surgeon is assured that his instrument has not

inappropriately grasped a maternal structure. A

With a lower extremity in the vagina, the surgeon uses his* fingers to deliver
the opposite lower extremity, then the torso, the shoulders and the upper extremities.

The skull lodges at the internal cervical os. Usually there is not enough
dilation for it to pass through. The fetus is oriented dorsum or spine up.

At this point, the right-handed surgeon slides the fingers of the left had along
the back of the fetus and "hooks* the shoulders of the fetus with the index and ring
fingers (palm down). Next he slides the tip of the middle finger along the spine
towards the skull while applying traction to the shoulders and lower extremities. The
middle finger lifts and pushes the anterior cervical lip out of the way.

While maintaining this tension, lifting the cervix and applying traction to the
shoulders with the fingers of the left hand, the surgeon takes a pair of blunt curved

Metzenbaum scissors in the right hand. He carefully advances the tip, curved down,

S
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along the spine and under his middle finger until he feels it contact the base of the
skull under the tip of his middle finger.

Reassessing proper placement of the closed scissors tip and safe elevation of the
cervix, the surgeon then forces the scissors into the base of the skull or into the
foramen magnum. Having safely entered the skull, he spreads the scissors to enlarge
the opening.

The surgeon removes the scissors and introduces a suction catheter into this
hole and evacuates the skull contents. With the catheter still in place, he applies
traction to the fetus, removing it completely from the patient.

The surgeon finally removes the placenta with forceps and scrapes the uterine

walls with alarge Evans and a 14 mm suction curette. The procedure ends.

Recovery

Patients are observed a minimum of 2 hours following surgery. A pad check
and vital signs are performed every 30 minutes. Patients with minimal bleeding after
30 minutes are encouraged to walk about the building or outside between checks.

Intravenous fluids, pitocin and antibiotics are available for the exceptional

times they are needed.
ANESTHESIA

Lidocaine 1% with epinephrine administered intra-cervically is the standard
anesthesia. Nitrous-oxide/oxygen analgesia is administered nasally as an adjunct.
For the Dilapan insert and Dilapan change, 12cc’s is used in 3 equidistant locations
around the cervix. For the surgery. 24cc's is used at 6 equidistant spots.

Carbocaine 1%is substituted for lidocaine for patients who expressed lidocaine

sensitivity.

L012
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MEDICATIONS

All patients not allergic to tetracycline analogues receive doxycycline 200 mgm

by mouth daily for 3 days beginning Day 1

Patients with sny history of gonorrhea, chlamydia or pelvic inilammatoiy
disease receive additional doxycycline, IOOmgm by mouth twice daily for six

additional days.
Patients allergic to tetracyclines are not given proplylactic antibiotics.
Ergotrate 0.2 mgm by mouth four times daily for three days is dispensed to

each patient.
Pitocin 10 IU intramuscularly is administered upon removal of the Dilapan on

Day 3.
Rhogam intramuscalarly is provided to all Rh negative patients on Day 3.

Ibuprofen orally is provided liberally at a rate of 100 mgm per hour from Day 1

onward.
Patients with severe cramps with Dilapan dilation are provided Pbenergan 25

mgm suppositories rectaly every A hours as needed.
Rare patients require Synalogos DC in order to sleep durir g Dilapan dilation.

Patients with a her., globin less than 10 g/dl prior to surgery receive packed

red blood cell transfusions.

32
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FOLLOW-UP

All patients are given a 24 hour physician's number to call in case of a problem
or concemn.

At least three attempts to contact each patient by pbone one week after
surgery are made by the dffice staff.

All patients are asked to return for check-up three weeks following their

surgery.

THIRD TRIMESTER

The author is aware of one other surgeon who uses a conceptually similar
technique. He adds additional changes of Dilapan and/or I?mineria in the 48 hour
dilation period. Coupled with other refinements and a slower operating time, he

performs these procedures up to 32 weeks or more.*®

SUMMARY

In conclusion. Dilation and Extraction is an alternative method for achieving
late second trimester abortions to 26 weeks. It can be used in the third trimester.

Among its advantages are that it is a quick, surgical outpatient method that
can be performed on a scheduled basis under local anesthesia.

Among its disadvantages are that it requires a high degree of surgical skill,

and may not be appropriate for a few patients.
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NATIONAL ASSOCIATION OF SOCIAL WORKERS

ALASKA CHAPTER

525 Main Street, Juneau AK 99801
586-4438 1-800-478-6279 Fax:586-4439
naswak@ciaska.ne:

The National Association of Social Workers (NASIV) is the world's largest organization ofprofessional social workers. NASW's
155,000 members nationwide and 460 in Alaska work in a wide range of settings at all levels in the public and private sectors.
Professional social workers focus on vulnerable populations and promote stale andfederal policies which enhance the lives of the

people we serve.
Thank you for the opportunity to address the Committee on HB 65 - Late Term Abortion.

NASW strongly opposes HB 65 and does not recommend its passage.

Abortion late in pregnancy is rare. 99% of all abortions are performed in the first half of pregnancy and only
four one-hundredths of one percent (.04%) of abortions are performed after 26 weeks. Opponents of choice are
exploiting a rare and tragic occurrence to further their goal of making all abortion illegal.

Abortion late in pregnancy is needed when a woman'’s life or health is endangered, and in cases of severe
fetal abnormality. The bill as written would allow late-term abortion if it were necessary to save the life of a
mother endangered by a physical disorder, illness, or injury and no other medical procedure would suffice for
that purpose. We suggest late term abortion is needed when severe abnormality makes the fetus incompatible
with life. Such cases include fetus that have developed without a spinal cord, brain, or with underdeveloped and
non functional organs, or who have devastating genetic or chromosomal disorders.

A ban on latc-term abortion will jeopardize women'’s health and future fertility. The D&X (dilation and
extraction) method is the safest late-term abortion method for many women. An Ohio court compared the D&X
procedure to other procedures such as C-section and induced labor and found that these methods constitute
“major, traumatic surgeries,” are more likely to result in uterine and cervical lacerations and pose risks inherent
in undergoing labor. Moreover, late term abortion preserves the mother’s body and therefore her future fertility.
By prohibiting a physician form using the procedure except in some cases in which a woman’s life is
endangered, this bill will prevent physicians’ exercise of discretion in determining the best course of treatment
for their patients.

A ban on late-term abortion would be an unacceptable intrusion into the life of the family. Families and
their physicians, not legislatures, must be permitted to make the difficult decisions posed by the rare and
heartbreaking circumstances of wanted pregnancies gone tragically wrong.

The debate highlights an extreme situation and uses it opportunistically to further curtail a woman's
right to choose. Professional social workers who believe in access to safe and legal abortion are looking for
ways to end the standoff advocates find themselves in, and work toward our common goal - prevention. This
legislation works to cloud the issue, and ultimately complicates the real problem of unwanted pregnancies. This
legislation forces us to continue skirmishing, instead of learning to work collaboratively.

Thank you for the opportunity to testify. 1’m available at any time for questions.


mailto:naswak@ciaska.ne
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FACTS ON ABORTION

Safety of Abortion

97% of women who obtain abortions before 13 weeks of pregnancy report no complications.
(American Medical Association Council Report, Induced Termination ofPregnancy Before and After

Roe v. Wade, 1992).

Abortion is 11 times safer than carrying a pregnancy to term. (Gold, R. B, Abortion and Women's
Health: A Turning Pointfor America?, 1990).

Teenage girls are more than 24 times more likely to die from childbirth that from a first
trimester, legal abortion. (Ory, H W, “Mortality Associated with Fertility and Fertility Control,”

Family Planning Perspectives, vol. 15, no. 2).

Ofthe 3.4 million woman who become pregnant unintentionally in the U.S. each year, approximately
1.6 million terminate their pregnancies by medically safe, legal abortion. (Gold, R. B, Abortion and
Women’ Health: A Turning Pointfor America?, 1990).

Health Risks to Women

Legislation mandating parental involvement in decisions about abortion does increase the risk of
harm to the adolescent by delaying access to appropriate medical care. (American Academy of
Pediatrics, Committee on Adolescence, “The Adolescent’s Right to Confidential Care When
Considering Abortion,” Pediatrics, vol. 97, no 3).

Complication rates increase for abortions performed between 13 and 24 weeks. (American Medical
Association Council Report, Induced Termination o fPregnancy Before and After Roe v. Wade, 1992).

The American Medical Association noted that “because the need for privacy may be compelling,
minors may be driven to desperate measures to maintain the confidentiality of their pregnancies. They
may run away from home, obtain a “back alley” abortion, or resort to self-induced abortion. The
desire to maintain secrecy has been one of the leading reasons for illegal abortion deaths
sincc..,1973. (AMA, “Mandatory Parental Consent,” 83.).

Possible Links Between Abortion and Breast Cancer

Only about 20 studies have examined the risk of developing breast cancer for women who have has
abortions.  (National Women’s Health Netv/ork Fact Sheet: “Abortion and Breast Cancer: The

Unproven Link.” January, 1994).
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Cancer researchers at the National Cancer Institute, the American Cancer Society, and major

universities say that the most reliable studies show no increased risk, and they call the entire body of
research inconclusive.

Harvard School of Public Health researchers concluded in the January issue of Cancer Causes and
Control, that abortion does not appreciably increase or decrease a woman's risk for breast cancer.

Long-Term Effects of Abortion

Anti-choice groups are circulating unfounded claims that a majority of American women who choose
to terminate their pregnancies suffer severe and long-lasting emotional trauma as a result. They call
this largely nonexistent phenomenon “post-abortion trauma,” or “post-abortion syndrome.” They
hope that terms like these will gain v/ide currency and credibility despite the fact that neither the
American Psychological Association nor the American Psychiatric Association recognizes their

existence.

For most women who have had abortions, the procedure represents a maturing experience, a
successftil coping with a personal crisis situation. In fact, the most prominent emotional response
of most women to first-trimester abortion is relief. (Zabin, L.S. et al. “When Urban Adolescents
Choose Abortion: Effects on Education, Psychological Status and Subsequent Pregnancy.” Family
Planning Perspectives, 21(6), Nov/Dec 1989; Adler, N. et al. “Psychological Responses After
Abortion.” Science, April 6, 1990; Lazarus, A. “Psychiatric Sequelae of Legalized Elective First
Trimester Abortion.” Journal of Psychosomatic Obstetrics & Gynecology, 43(3), September 19f5;
Russo, N.F. and Zierk, K.L. “Abortion, Childbearing, and Women’s Well-Being.” Professional
Psychology: Research and Practice, 23(4), 1992; Armsworth, M.W. “Psychological Response to
Abortion.” Journal of Counseling and Development, 69, March/April 1991.).

A study of a group of teenage black women who obtained pregnancy tests at one of two Baltimore
clinics found that the young women who choose to have abortions were are more likely to graduate
from high school than those of similar socioeconomic status who carried their pregnancies to term or
who were not pregnant. They showed no greater levels of stress at the time of the pregnancy and
abortion and no greater rate of psychological problems two years after the abortion that did the other
women. (Zabin, L.S. et al. *“When Urban Adolescents Choose Abortion: Effects on Education,
Psychological Status and Subsequent Piegnancy.” Family Planning Perspectives, 21(6)).

Up to 98% of the women who have abortions have no regrets and would make the same choice
again in similar circumstances. (Dagg, P.K.B., MD “The Psychological Sequelae of Therapeutic
Abortion - Denied and Completed.” American Journal ofPsychiatry, 148(5), May 1991).

In July 1987, President Ronald Regan directed Surgeon General C. Everett Koop to provide the
administration with a report on the health effects of induced abortion. In a letter to the president dated
January 8, 1989, Dr. Koop stated that he could not form a conclusion with the available data. (Koop,
C. Everett, letter to President Regan, January 9, 1989. Reproduced in “A Measured Response: Koop
on Abortion,” Family Planning Perspectives, 21(1), Jan/Feb, 1989.

In a 1988 closed meeting, Surgeon General Koop told representatives from several anti-abortion
organizations that the risk of significant emotional problems following abortion was “ minuscule”
from a public health perspective. (House Committee on Government Operations. ' The Federal Role

2



in Determining the Medical and Psychological Impact ofAbortions on Women, H.R. Rep. No. 329,
101st Congress, 2d Sess. 14 (1989)).

In 1989, a panel of experts assembled by the American Psychological Association concluded
unanimously that legal abortion “does not create psychological hazards for most women
undergoing the procedure.” The panel noted that, since approximately 21% of all U.S. women have
had an abortion, if severe emotional reactions were common there would be an epidemic of women
seeking psychological treatment. There is no evidence of such an epidemic. (Adler, N., University of
California at San Francisco, statement on behalf of the American Psychological Association before the
Human Resources and Intergovernmental Relations Subcommittee of the Committee on Government
Operations, U.S. House of Representatives, March 16, 1989.)
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R®p. Jeannette James

February 3, 1997

Representative Jeanette James
716 West 4th Avenue
Anchorage, Alaska 99501

Dear Representative J-'mes:

I wanted to take a few minutes to give you my views on House Bill 65, banning the so-called partial
birth abortions. | have been doing abortions in Alaska for approximately 13 years, and am quite
familiar with the abortion process and the controversy surrounding abortions.

Please read the text of the bill. Since the term "partial birth abortion™ is a term which is not defined
in the medical literature, a definition had to be adopted to write this bill. The text of the bill has one
sentence which describes what the term "partial birth abortion” would mean. Please notice that in
this case the legislature is defining "partial birth abortion”, not medical literature. As such, when
the legislature defines this procedure, it may have far reaching consequences in the field of medicine

than was originally intended.

First, gestational age is not included in the description of the partial birth abortion. If literally
interpreted, partial birth abortion can be interpreted to include the first, second and third trimester
abortions. There is nothing in the bill that speaks of viability of the fetus. Again, broad
interpretation of the bill could allow to apply to fiist, second and third trimesters.

The procedure that this bill would eliminate is actually a procedure referred to as dilation and
evacuation. In Alaska, | am often called upon to do a dilation and evacuation for a number of
medical indications. For instance, in a mother who is carrying an anencephalic fetus, which is a
fetus with no brain, the D&E procedure is one that is most commonly used to terminate the
pregnancy. In fetuses with genetic abnormalities, such as trisomy-11,13, and a host of other genetic
disorders, the D&E is the procedure that is used to terminate these pregnancies. Unfortunately, the
women who are most often at risk for genetic abnormalities, are women who have chosen to become
educated and establish work careers prior to establishing a family. Thus, many of the women who
are in their 30's and have been in the work force for some time, find themselves in the unfortunate
position of having a genetically abnormal child and dealing with this issue. These are not elective
abortions, they are often family tragedies inflicted upon couples who want very much to have
children. The D&E process has been used for years in Alaska as the most humane way to terminate
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Representative Jeanette James
February 3, 1997
Page 2

these pregnancies. The CDC has actually run a study looking at different methods of pregnancy
termination and has been able to demonstrate that the dilation and evacuation procedure, when
applied prior to certain points in gestation, is actually the safest procedure to the mother.

We do not have laws governing how gall bladder surgery might be performed, or how prostatic
cancer surgery might be performed, and it seems unreasonable to pass a law to address how
pregnancy terminations are performed. The CDC data clearly shows that at certain points in

gestation the D&E procedure, or dilation and evacuation, is the safest procedure to the mother.
Medical science should guide us on how to do specific procedures, not the legislature.

Thank you for taking time to read this letter.

Sincerely,

Jan WhitefieldrM.D.
Alaska Women's Health Services

JW:FasTvpe,jlb



2806 John Street #2
Juneau, Alaska 99801
February 14, 1997

Representative Jeannette James
Alaska State Legislature
Juneau, Alaska 99801-1182

Dear Representative James:

Last week | sent a letter via FAX to members ofthe House State Affairs Committee
relating to House Bill 37. 1 made the mistake of using the FAX machine at my place of
employment, Catholic Community Service (CCS), which has created some confusion.
Since the FAX received indicates “Catholic Community Service” at the top, some folks
wondered if my message reflected the opinion of CCS. | wish to emphasize that the
contents of the faxed material in no way was related to or reflected the views of
CCS. Should this issue come up among your colleagues, please let them know that.

I apologize for any confusion my FAX may have caused.

Sincerely,

Marianne Mills
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1 Am\ricsn mednat. Al and Public Broadesisiiug v "
matters |ndependently Repc#]t that Pro-Abortion Groups
bpcJly Misled the Press and |he Public About Partial-Birt ~ >* o =
S ’ | Ui
"Tjcpro-choice movetmmlhas osta lotofcredibility during (his debai tlest With"th Rl 1M T

' generalpublic, but with imrpn choicefriends in Gongress. Even theJ-1j Ilouse isitidr, itn m
1 questioning the accuracy ofsonh ofthe information given to iton thisis u  .J.i thjitfc  *iS.-i
\ should till them the tn th, let mem vote and move on. " . ijlil 1f

' —-.Ron Fi zsiritmom, executive <\rector, National Coalition ofAbortion H/ ers e i m

Readers g~ rromi icnt abortion iniustry  isotaimns and othier pro-sbamtion group5 Cbadly mis \\ \{i. J

the press ai d the rublic regarding the kt) issues surrounding!partial-birth abortion ij| i"Q IeW li
iftvjestigatwe sports by the AMAj newsj pet American Medical News and by Med  (({ttfcrs, 11 | !m -
raedia-t'cvfew program funded in part b) he Corporation for jPublic Broadcasting « b s-l;iii
L:'ﬂh!:_r'gh iljin t_hilc, week's (Martjh 3) c< tion of American Medical News coutaih  rotations S. )
tfagiliin i#?m@iﬁ'u\ﬂ%ﬂﬁ - Ky ROH Biftjimmons, the execltive director ofthe  lonp! Coalitu R
of Abprtip”i Providers (NCAP),ja maj i*"trade associatiob"of abortion provi | JyCcCAP t 1
rcjrrescnkji®boiit 220 independently olined abortion clinics. Fitzsimmons s Lit lcadj™rjic ¢ m
tjre! " i|boflion-ri{»hts" movement tried i o defeat tbe Parti*l-Birth Abortion B i Ac o
ithcjpress and the public that tho proc<* ures were done ve\y rarely and only; ij C | b :ll '
4 cces, eyen though he s'nd soir e others in the pro-abortion movemei t /je'V that thjci ]
nl3were untrue. it IID<t
jhit
'Rvg-alpiiadA spekr?spersons shaul i drop fficir "spins” and "ha f-truths," and stop a iizjng for j m
pp~iahbirtji abortions, soys Fitzsi; nmom | - who now believe” that the disinformat s|hurt ti(] W
v?ryl/ atiaorti(i)}nists vjrhom he represents. fiuii'il
o e L : . L i
AWhcii you're a doctor who dogjs these! ibortions and the leaders o';your mov liu " sSjtppet r|
rpfyrelCoinMss and go on network nej" sand say these procedures are done if Inj “hemosjt  iiri S

tagic of cireunisjances, how do [you th)ik it makes you fe’? You know thcy’j-J pi iijhjuitty dpiro
)li ~calthy wotnen aud healthy fetusc ipd it makes you feel like a dirty little! rhionist with !
rty littleVecfctjil Fitzsimmons said | think we should SHlthem the truth, icgt vote tjn

r 3
}?ﬂ A



’[Il | jit;rt
It W

/Sl : eseassertions by the pro-abor}:jlon ad\vjt cates were adopted as simple fact by nur imallLts. j -

LI
i>

It

»il

I
PJRO-A.E"ORTI'ON GROUPS MISL 1) PRESS, publ:C, 2 1

b I
" New Reports Vali' | tte Early Statemer ts by Bon Support h

Since intjr*ducliin ofthe Partial-Birth ~bortion Ban Act in June, 1995, bill auth > ,Char es e
i.0nnady (R-PI.) tnd NRLC have eenphi  ized that partial-birth abortions are perfo I-routinely- o .
ijigalthy babies a'healthy mothers duriih; the fifth and sixth months of pregnancy  losy aboftiprys tﬂj i f#

We also UOrfomeed more rarely in the si* 'enth montli and later; these "third-trimc>  cases S 1$$g]
«Sometimes involve women or babies w mmedical difficulties, sometimes not. sreleaseifUlljijfefc
jfecisheeis issued by NRLC and by Mr.  anady's office froir June, 1995 onward rilablc ofj i. i ®
Wtil| t

!|A so fron’ ijthe start, abortion-industry g roups such as the Na ionaJ Abortion Fedei ("AF>ajM 1% »

jPlimiled Parenthood federation pf Arot"r ca (PPFA) insisted jthat the method was vcry raijcly, W ] m

jiily or nearly only in cases where the ri rther's life was endangered or the baby h  tt ml anoniali O<_ Kk
1\s lire American Medical N ew report <cncludes, "Abortion rights activists... h nsistet|t(\V :[IJ' Wnl
pltjintcd i( is done only when the woma ’ slife is at risk or the fetus has a condition djipatiblel v _—
Jjifk And,tne numbers are small, they  d, only 500 to <5001, year." I it
P ¢j(many such claims was aNoy 1,1995 PPFA pe<srelease: "Theproi ed  dilation'ar I'N p
yxjratjtionj (D&X), is extremely rare axc done only in cases v'hen the woman’ danger 0f Ir l.ij -..' t 5 s
cases..of exjrepte fetal abnormality.” Es p today, the home rage of the Nationa ~ )Hjon ¥ i T
L i " S : . 1 h"'w
ycderatip'rj, u "’'trade Association” of z oition clinics, informs journalists ant :r web vis™to
jiThi” particular procedure is ujsed or rin about 500 cases per year, general! fcr jow ief«  j:q04i:M
land most often when thcr is a severe fetal anomaly or maternal problem Mi-
ifef in pregnancy.”] u
IV .
‘Some on Pro-,?\bortRn Side Knew Their Claims Were Untrue M K'-m
: liS :
IR

'Iflijty have been repeatedly transmitted gs fact or as information from authoritativi 'sby ipzyoP

television'betworks, wire serviced, and rigjwspapars.  Yet, at least some promincn S abortion j

leaders kn™ v all along that these Mairns Syere untrue. iai
o

j Fitzsimmons admits that when jic was interviewed in Novpruber, 1995, for aj Me prdgrar I III

It

j ob partial-ljrirth abortion, he (in his ov'b words) "lied" by saying women hav in Ahortlojar
jojply in thkjoiost jxtretne circumstance sof life endangerm :nt or fetal anomal  ~/simmobs ' P
t~Icjiftieritan Medical News thgt he k)j :w this was untrue because when the LBirth | if
‘Abortion Ban Act was first introduced in June, 1995), hecalled doctors who hc.metlto ij-_
"I leaded fight away that this was being done for the most part in cases ppf gid not f m _"
ijvolvethi ic extreme circumstances." hi i
i-i
Kathryn Kolbtrt Counsels Strategy of Evasion
lir xcAmeric'on Medical News story also [ otes from a 1996 m :eling of tlie Nationall iftjou
~dpration, ! jit \Whidh a public relations st| &gy for dealing wim the bill wes laid oi  Kathryn b f
Apljjcrt, viep-president of tlie New York-|jaed Center for ﬁéprbductive Latv and ' who is
- n - . . ' o o A , ' | 1 !
Ir"xs{:nb.ed aﬁ or\e cjfthe chief architects cf #he movement's opposition to the bill. 4 gessiog, [ MB
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J: Kolbcrt j'urged those attending the ses  on not to get 'sidetracked' by their oppo :i| efforts tog

'J: them to discusslke specifics of the pn edure," American Medical N e report; 1 ¥ r«l\§
)

1]
| urge hcredible restraint ere, to fogqus on your message and stick to it, becaa bt tcrwisc vip] i i i f |

vy  CreamedfyKiaibert toid the group. "If ¢ debate is whether the fetus feels pain, Jftlie-dL

in the public arginais what's the effect  anesthesia, we'll lose. |f thedebateis vl er or no \po.nen. jS il

bpglit to be entitled to late abortion, wi probably will lose. Butif the debateis  mcircunferjnb 1\

of indiviojlgal worlnen then 1think we anwin these fightsj .

_ i

b CP‘IIB Media Mailers Invcstigati r Finds Press Adopted Pro-abortion Xjti*fprmadlibi ;. ®

;i; 0 7 - -
that Fitzsimmons agrees that the vastn  rity ofpariial- Ll
range [Jatejsecond trimestex] or: ;i|t ly fctu.U| an
abortion rights folks know it, th 'in u-aborfion fol 1 ijelM

ku,ow it, qjjd so, probably, does cveryor flse." \
m

IInVVRLC"SI,ju'élgnjient, however, "everyohe else” clearly does not know thatpartia abortions i il
_ _ ; _ _ |
~fohneathdusEjnds of limes annually pi healthy babies of realthy mothers in hy . h and sixth

rjpontlis of pregnancy. They have repea tdly been told just tl e opposite by reportj::**.id editors feri <m Kk
many oftne tip broadcasi and print out Lk

1., "
by journalists,

t, »f(r

That pssc]gsmcnqby NRLC is cdnfirm | by the findings o an investigative rt

! for Media Matters, a quarterly TV m» azine funded in part by the Corporate  or Publip | :: H-;S#I*
Br ladcasjing. In an edition now airi ; on some PBS affiliates, the Media M jrj$ v journalist! w !
cottcJpded that much qf the major me ( a coverage of the Partial-Birth Abort ~ Un Act hgs It
ljetn ridd||d witli misinformation tha ournalists uncritically adopted from ibortior

i I grhanizaturns.

itV

The? 2.(j)-iniq\rte report, titled "Partjal Tru | i s part of a one-hour Media Matters edit  -that Wi m
released to'j' BS affiliates beginning Jamijiry 24. Media Matters describes itselfas_fufies that ; k|*A-1?
looks critically at tews media performar c," The program is hosted by executive b

ujPyJilzer Ppze-w;, mtingjournalist who i ;0 hosts National Public Radio's weekly I
fyedia. Tlig investigation of partial-birth abortion coverage wes reported by Terry — IIFRISSIHrfrf 112
ijt'orbes Mc”taCritic Online, and producefl by two-time Emm) documentary nomir >Q|&]1t Spua

| ilI'WMedia'MatterS team's investigation <n the partial-birth abortion story found tl ijty jouriiili s 1
£\ i '(liq little original pporting and vullmgh icccptod information from pro-choicc sgi -4which nil
g1, |untled out jq be inaccuraie.”" say the prod u:ers. From the time the Partlal-Birth A., rtion Ban

jAct.wjs in|[foduc”d in June, 1995, unti the final votes on | resident Clinton's vpt'c n
&gpienibciV 1996, most "reporters tended to accept as true the assertions of tho", r'Fullou-rj ght

hie, despite evidence calling into quest] >ntheir claims."

'mfit
he prograijn fejcused on three specific diluted issues. From the beginning, Eastltjrjiji Aes, | |f*
JiMb(>rtion opponents claimed that the pro ;edure was used thoi salids oftimes ayea j* jily in te
Second trimester of pregnancy, and mostl; on the heafthy fetuses ofhealthy mothers;!  Aintcrino m
ttgtvcampa gnjahdrtion-rights groups sa< that the procedure vas used only seven Adrcd tinted fei
Al !Jllf*'Ar
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|y|eanIc malinly' in tlhe third trimester, and ; Imost always in cases of severe fetal de aii ty and to p« c§
illje I"callji or thej life of the mother." / fter displaying press releases in which N. VIARAL and
IPjPFA that niadc just such claims regax ng the number and circumstances ofthij) p  :edurcs,
ljplog'rairi.shows jiow the pro-abortion s de's assertions were Idopted as fact by ti: shinglob Post,
jtlie LiGB"hgeles jTimes, and many othej

j"|In repb'Airig tljiesc claims, joilrnalis  tended to accepti sfact assertions proVid id oy abort
sgroups, "Eastland concludes, i iring that the matt stream press did n independent
lii-.u_ pro-abortion claims or 14 months after .the bill was introdu 1 thim; jh.t
die céverlife 'of the partial-birth abortio debate has been abysmal," Time inagaz Karen Twini Lty
j(od Medlj Matters. "By and large, mu news organization™ have been far more ng to accept
jMijiat fact” figures and examples are of aed by the abortion-jrights side, and to ( :jhe et:
fekde's argijjneJit." i ' r
A jlune 2,Ii|1996 60 Minutes program on artial-birth abortion receives particularly sha p criticis
j-ljie piecsjjthat 60 Minutes did really fc | into all the traps thpt this whole debate p p :ijted,"
cotwpent™d Tfme s Tumulty. "They used these incredibly tragic examples, but e es that duly
fioj-traycd “asicaljy one side of the deba  Eastland adds thit 60 Minutes “mede effortt) !
ijoyvey thjr,view of abortion opponents  at tlie procedure is most often used on ] iVfetusc! in
El econd trimester." [A detailed cr tique ¢ the 60 Minutes pro Zramis available fro ILC.]

Bergen Record aid Washington Belat dly Investigate Ch}i

| : _
(pally, in"cptcmber, 1996, the Bergen ecord and then the Washington Post pu 4l articles,;

« i based in part on iiitervigws with multiph ibonion doctors wi”o regularly perform 1-birth j
ibortibns- jpn each of the three key disp cd issues examine” by Media Matters- >flen the'
il procedure  performed, at what point in  regnancy, and for vjhat typical reasons-

Record repcrts o ffAd support for the as irtions of NRLC ani other key bill supgj>ir

lia Matt{l[?’lyintervievved Ruth Padawt] aBergen Record reporter who interview
ipcitors at ajingle New Jersey clihic. The doctors independer tly told herthatove | partia -"irl
labortions are performed annually at that iiogle clinic  “close to three limesthe nt  lyjthat
jibotlion-rigiits advocate's had claimed for' the entire country- and the procedure Vdis  ijnly doio,ir
i jjhe fecund trimester op healthy fetuses,” | astland notes. The abonion doctors at t "say (in
a jmjinUsculoamount’ are for medical rea’j ns" the Record rep >ited. One abortion E)ld
mtfadawcr, "Most arc Medicaid patients, blh  and white, and n ost arc for elective, ical,
Amsontj: pijople wjio didn't realize, or dejr't care, how far alor g they were. Most gr tigers,
11'ljl”hic ojfthE unsettling things of what | fo hid of the reporting, mesthe discovery thej .
tiide was pllying fajst and °°se with the f i 15, and there's acredibility gap there tha t - PrnehOtC
"* before for inc/' Paijawer told Media Mortis.
1 et . . N . d
(M fl Mattérs also interviewed Washington Post medical writer David Brown, M.D.  ho was
mashifingji to do an in-deptjh report bn the sp )ject "af’ r complaints from anti-abortio| ups" about
N paper's repeited adoption of the pro-ab >rtion line in news stories. Brown wote} lengthy
cles on i.\e subject, published September 17, which included information from (rea |fetors whij
y form par jal-birth abortions (not those  terviewed by the Record). "Cases in w licl i the 1

L
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. Il
I b tnolthe'rlé life V\llere at risk were extresmely rare,” Brown told Media Matters pstpeo r>Ic'v)
dotthis, procedure were really not  ry different from most people who goi  tions."
i
i 1 1 ) I Misin orniation Persistsii the Press
'] I |
Despite*ese reports, and similar info  lation available in__ uch earlier intcrvic h parti alrlbiﬁi
aportionijjls in American Medical New  the pro-abortion deinformation has cor .dtobe
presented to the'’American people as ft |t by manyjoumalis|s. For example: CE 'his Kohij.ii}’
[Sept. 20 Correspondent Linda Douglai , “[The bill would pan] rare, late-term aiprti ps, usuilly
dpne only]in! cases where the fetus is < erely deformed.” pme, Sept, 30, "Exp ngEstimate hut
jpmtiaUbirth abortion accounts fpr perh is 600 of the 1.5 million abortions perfo jntheU|. me
| Jyearj" and, “innjianysuchabortions,th fetus is so severely|deformed orthepre j  yso j j
* 'complicated that carrying the child tot  would threaten the life or healthoft 1] jier." LB
jl '|[Angeles 7/nr.r, Sept. 27: "The [partial- irth abortion] procedure is generally usp enthe :
*sH\e fatgj pirth defects or when {he mot .er's health is in jeopardy."

m Media Distortions j egarding tbe dim on-Daschlc Propos i
he can Aedical News report o serves that the "ut ortion rights" side tegyis  try
I'»najrrov|" the fopus of the debate tot rd-tnniester abortions, which are far in num

§|n|u }hos?- done}n the late secqnd tri  ester and more frequently done for r« gof feta)
anpinjaly.j] But this diversionary stn egy depends hcaviy on the continuatit|F prclcss aj<
llible coyeragij of the issue by the n !'vs media, which persists to this day.
| I
In:ecpnt months, hvc at NRLC have see  many highly misle; ding press reports, s >ling that j
President £|intonjand Senate Derjiocrati Loader Tom Dasch e have indicated aw Jiess to occc
abpn on paptial-b rth abortions ifa "nan w"' exception were idded for various "g| pealth” !
qir nstar,]_oes. Ip fact, however, pie Cli ; bn-Daschle propos:j 1hardly overlaps at[hil [With the Partin
Birth Abortjon Bpn Act, which would prt hibit partial-birth abortions (except to sa life of ffle
tpo ,hcf) regardless of the exact age of thi baby. The substantial majority of parti;} lj abortions
tho jsginds ijinually - are performed on lji althy babies ofhcaltliy mothers in the fi id sixth
" onillis of ijregnai ey, but the Clinlon-D; i chle proposal would apply absolutely n actions
i | hatever k til xhe-seventh month,
lirtliedm Ollt, the Clinton-Daschle propoi  1would allow partial-birth ubortions evi the scve Tth
obthand ater itlan abortionist inserts | at the procedure will somehow protect; hg-'s future

oltjlity -- jpcdicahnonscnse, but elastic er ough to allow any abortion at all. The | ians Au Hoc
f over 400 physiciaa-specialisvs, includi rixicr Surgec )
abortion is lever medically nooc to protocja

M>t'ier(s health or future fertility. On thekontrary, this procedure... canpose asigr  4nt threat to
vQl her immediatp health and futiire ferl 1ty."

F

WI\”I/.C haslr%libtisttipil a number o’FdetaiI idcritiques o fmedUI"ampllified misinform ngaripi'
[ pirliaVbirtli abortions, which are available on requestfrom {he NRLC Federal ijt five Office

62 G-Hiw o,fck (202) 347-3668, e-mfjl: DouglasSK&toUconu ' &
R 2/26/970770
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AFFIDAVIT

I, John W. Scanlon, M.D., do hereby swear and affirm the following:

1. |1 am a physician licensed to practice in the state of Maryland. My medical training and
qualifications are contained in my Curriculum Vitae, which is attached hereto and made a

part of this affidavit.

2. In 1991 an article written by me was published in the medical journal, Advances in
Pediatrics, 38:317-33. The article is titled "Appreciating Neonatal Pain" and addresses
indepth the fact that, contrary to earlier beliefs, it has now been proven and is widely

accepted that premature neonates are capable of feeling pain from at or before the 24th

gestational week.

3. As written in the above referenced article, it was and still is my considered medical
judgment that there numerous situations in which neonates will regularly feel pain including
but not limited to surgical procedures, chest tube instrtion, lumbar puncture, venous or
arterial puncture, removal of supernumerary digits, intramuscular injection, dressing or
electrode removal, heel sticks, and endotracheal intubation. In addition, excessive handling,
environmental noise or light, and various diseases may produce noxious, at times painful,
stimuli, (at page 327.) The article discusses each of the above in detail and also explains
the anatomy and physiology of pain, how pain can be measured in neonates, other sources of
acute pain for some neonates, chronic pain in neonates, and inappropriate infant stimulation.
I concluded in 1991 and continue to believe that "It should no longer be controversial that
newborns, in manner similar to other infants, have the ability to recognize painful (i.e.,
tissue damaging) insults and respond to them. Further, such responses may be
physiologically deleterious and impede recovery. ...one of the physician’s preeminent tasks,
to alleviate suffering, can now be accomplished safely, humanely, and with precision in the

neonatal period.” (at 330.)

4. Extensive research has been undertaken by the medical and nursing community on
neonatal pain since my 1991 article was published. The overwhelming weight of medical
evidence continues to support the understanding that neonates, even extremely premature
infants, can and do feel pain and suffer. Sophisticated tools are available to determine
whether the patient is in pain and pharmaceutical and nursing interventions are routinely
recommended and utilized to alleviate the infant’s suffering.

5. It is my expert medical opinion that the understanding that premature infants can and do
feel pain is no longer considered controversial in the medical, community.



The article described above in numbers 2-4 is also attached hereto and made part of
this affidavit.

| swear that the foregoing is true and correct to the best of my knowledge and belief.

State of Maryland )
) ss

I, HEREBY CERTIFY that before me, a Notary Public in and for the State and
County aforesaid, personally appeared, John W. Scanlon, M.D., known to me to be the
person whose name is subscribed to within instrument, who, after being sworn, made oath in
due form of law that the matters and facts set forth in the foregoing affidavit are true and

correct to the best of his knowledge.

I WITNESS my hand and official seal this ] 3 day of Z'Z/? , 1996.



An Abortion Rights Advocate Says He Lied About Procedure
DAVID STOUT

New York Times, Late Edition - Final ED, COL 01, P 12
Wednesday February 26 1997

WASHINGTON. Feb. 25 - A prominent member of the abortion rights
movement said today that he lied in earlier staterments when he said a
controversial form of late-term abortion is rare and performed primarily to
save the lives or fertility of women bearing severely malformed babies.

He now says the procedure is performed far more often than his
colleagues have acknowedged, and on healthy women bearing healthy fetuses.

Ron Fitzsimmons, the executive director of the National Coalition of
Abortion Providers, said he intentionally misled in previous remarks auout
the procedure, called intact dilation and evacuation by those who believe

it should remain legal and "partial-birth abortion™ by those who believe it
should be outlawed, because he feared that the truth would damage the cause
of abortion rights.

But he is now convinced, he said, that the issue of whether the
procedure remains legal, like the overall debate about abortion, must be

based on the truth.

In an article in American Medical News, to be published March 3, and an

interview today, Mr. Fitzsimmons recalled the night in November 1995, when
he appeared on "Nightline" on ABC and "lied through my teeth” when he said
the procedure was used rarely and only on women whose lives were in danger

or whose fetuses were damaged.

"It made me physically ill," Mr. Fitzsimmons said in an interview. "
told my wife the next day, 'l can't do this again.’ "

Mr. Fitzsmmons said that after that interview he stayed on the

sidelines of the debate for awhile, but with growing unease. As much as he

disagreed with the National Right to Life Committee and others who oppose
abortion under any circumstances, he said he knew they were accurate when

they said the procedure was common.

In the procedure, afetus is partly extracted from the birth canal,
feet first, and the brain is then suctioned out.

Last fall, Congress failed to override aPresidential veto of alaw

that would have banned the procedure, which abortion opponents insist
borders on infanticide and some abortion rights advocates also believe
should be outlawed as particularly gruesome. Polls have shown that such a

ban has popular support.

Senator Tom Daschle of South Dakota, tlie Democratic leader, has



suggested a compromise that would prohibit all third-trimester abortions,
except in cases involving the "life of the mother and severe impairment of

her health."

The Right to Life Committee and its allies have complained repeatedly
that abortion-rights supporters have misled politicians, journalists and
the general public about the frequency and the usual circumstances of the

procedure.

"The abortion lobby manufactures disinformation,” Douglas Johnson, the
committee's legislative director, said today. He said Mr. Fitzsimmon's
account would clarify the debate on this procedure, which is expected to be
renewed in Congress.

Mr. Fitzsimmons predicted today that the controversial procedure would
be considered by the courts no matter what lawmakers decide.

Last April, President Clinton vetoed a bill that would have outlawed

the controversial procedure. There were enough opponents in the House to
override his veto but not in the Senate. In explaining the veto, Mr.

Clinton echoed the argument of Mr. Fitzsimmons and his colleagues.

"There are afew hundred women every year who have personally agonizing
situations where their children are bom or are about to be bom with

terrible deformities, which will cause them to die either just before,

during orjust after childbirth,” the President said. "And these women,
among other things, cannot preserve the ability to have further children
unless tlie enormity - the enormous size of the baby's head -- is reduced
before being extracted from their bodies.” A spokeswoman for Mr. Clinton
said tonight that the White House knew nothing of Mr. Fitzsimmons's
announcement and would not comment further.

In the vast majority of cases, the procedure is performed on ahealthy

mother with a healthy fetus that is 20 weeks or more along. Mr. Fitzsimmons
said. "The abortion-rights folks know it, the anti-abortion folks knowv it,

and so, probably, does everyone else,” he said in the article in the

Medical News, an American Medical Association publication.

Mr. Fitzsimmons, whose Alexandria, Va., coalition represents about 200
independently owned clinics, said coalition members were being notified of
his announcement.

One of the facts of abortion, he said, is that women enter abortion
clinics to kill their fetuses. "It is aform of killing," he said. "You're

ending alife.”

And while he said that troubled him, Mr. Fitzsimmons said he continued
to support this procedure and abortion rights in general.

Copyrigit © 1997 The New York Times. All ngis resened.
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;Zyl‘:'c'ans THE CASE OF COKEEN COSTELLO

0cC Partial-hirth abortion was not a medical necessity for the most visible
Coalition for "personal case " proponent of procedure.

Truth

Coreen Costello is one of five women who appeared with President Clinton when he
vetoed the Panial-Birth Abortion Ban Act (4/10/96). She has probably been the most
FOUNDING MEMBERS active and the most visible of those women who have chosen to share with the public
Hon. Tom A. Coburn, sz the very tragic circumstances of their pregnancies which, they say, made the partial-
Family Pr tloner giclan  birth abortion procedure their only medical option to protect their health and future

emoer. House 0 i
Representatlves (OK ) fertility.
E&?O\)/\I Amen Colle eof But based on what Ms. Costello has publicly said so far, her abortion was not, in
Obstetrici éan 0?1%0% fact, medically necessary.
C|n|ca Pro eLstor
\(%a rman ﬁemv rs'}Y Gurt. In addition to appearing with the President at the veto ceremony, Ms. Costello has
Miami VaJ ﬂHOSpltal OH twice recounted her story in testimony before both the House and Senate; the New
Pamela Smith. MD. York Times published an op-ed by Ms. Costello based on this testimony; she was
Direrar r?l\/bomalEucatlon featured in a full page ad in the Washington Post sponsored by several abortion

ensl%l &%etcg& gneco ogy advocacy groups; and, most recently (7/29/96) she has recounted her st'ry for a "Dear
gltca 0. 1L taof Colleague™ letter being circulated to House members by Rep. Peter Deutsch (FL).
etnder. Association 0

ssors ofOtvGvn

Unless she were to decide otherwise. Ms. Costello's full medical records remain, of
.atnes Jons. M.D,

olosr Ob/ course, unavailable to the public, being a matter between her and her doctors.
K[ H}%d eg, However, Ms. Costello has voluntarily chosen to share significant pans of her very
alfme il S tragic story with the general public and in very highly visible venues. Based on what
(Yca] &ncr ﬁ% Ms. Costello has revealed of her medical history — of her own accord and for the
cunts R Coo stated purpose of defeating the Panial-Birth Abortion Ban Act — doctors with
leirt]e?nal Feta\(!\/b(Pune PHACT can only conclude that Ms. Costello and ethers who have publicly
tterwortr] 00l acknowledged undergoing this procedure "arc honest women who were sadly
Hucmrgneans E%%O egeof misinformed and whose decision to have a paniai-birth abortion was based on a great

deal of misinformation” (Dr. Joseph DeCook, Ob/Gyn, PHACT Congressional

'05 el DeCOOk Nhe ” Briefing, 7/24/96). Ms. Costello's experience does not change the reality that a partial

C%strtncunsStGynecooglsts birth abortion is never medically indicated — in fact, there are available several
alternative, standard medical procedures to treat women confronting unfortunate

lm%glnggjég{al,wgofessor situations like Ms. Costello had to face.

Obsttnna St Gvnecoiogv

Whnt Stale University. OH e following analysis is based on Ms. Costello's public statements regarding events

Bemard Nl}l ii\nson M.D. leading up to her abortion performed by the late Dr. James McMahon. This anab sis

CIeSnfpef} or CIInlcaISt was done by Dr. Curtis Cook, a perinatologist with the Michigan State College of

66 Em Human Medicine and member of PHACT.
anaerollf Univetsirv

"Ms. Costello’s child suffered from ’polyhydramnios secondary to fetal swallowing
defect.' In other words, the child could not swallow the amniotic fluid, and an excess

1150358 th Weshuigon Steet o the fluid therefore collected in the mother's uterus. Because of the swallowing
0 éjgag)alﬁ 22314 defect, the child's lungs were not properly stimulated, and an underdevelopment of the
Communications Coungel:

Gene Tome. Micnetle Powers



lungs would likely be the cause of death if abortion had not intervened. The child had no
significant chance of survival,.but also would not likely die as soon as the umbilical cord was cut.

"The usual approach in such a case would be to reduce the amount of amniotic fluid collecting
in the mother's uterus by serial amniocentesis. Excess fluid in the fetal ventricles could also be
drained. Ordinarily, the draining would occur ‘'transabdominally.” Then the child would be
vaginally delivered, after attempts were made to move the child into the usual, head-down
position. Dr. McMahon, who performed the draining of cerebral fluid on Ms. Costello's child,
did so ‘transvaginally, most likely because he had no significant expertise in
obstetrics/gynecology. In other words, he would not be able to do it well transabdominally -
- the standard method used by ob/gyns — because that takes a degree of expertise he did not

possess.

Ms. Costello's statement that she was unable to have a vaginal delivery, or, as she called it,
‘natural birth or an induced labor,' is contradicted by the fact that she did indeed have a vaginal
delivery, conducted by Dr. McMahon. What Ms. Costello had was a breech vaginal delivery for
puiposes of aborting the child, however, as opposed to a vaginal delivery intended to result in a
live birth. A cesarean section in this case would not be medically indicated — not because of
any inherent danger — but because the baby could be safely delivered vaginally.”

The Physicians' Ad-hoc Coalition for Truth (PHACT), with over three hundred members drawn
from the medical community nationwide, exists to bring the medical facts to bear on the public
policy debate regarding partial birth abortions. Members of the coalition arc available to speak
to public policy makers and the media. If you would like to speak with a member of PHACT,
please contact Gene Tame or Michelle Powers at 703-683-5004.
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Dear Member of Congress:

We write to you as founding members of the Physicians’ Ad-hoc Coalition for Truth
(PHACT). an organization of over three hundred members drawn from the medical
community nationwide - most ob/gyns. perinatologist and pediatricians — concerned
and disturbed over the medical misinformation driving the partial-birth abortion debate.
As doctors, we cannot remember another issue of public policy so directly related to
the medical community that has been subject to such distortions and outright

falsehoods.

The most damaging piece of medical disinformation that seems to be driving this debate
is that the partial-birth abortion procedure may be necessary to protect the lives, health
and future fertility of women You have heard this claim most dramatically not from
doctors, but ffom a handful of women who chose to have a partial-birth abortion when
their children were diagnosed with some form of fetal abnormality.

As physicians who specialize in the care of pregnant women and their children, we have
all treated women confronting the same tragic circumstances as the women who have
publicly sharod their experiences to justify this abortion procedure. So as doctors
intimately familiar with such cases, let us be very clear: the partial-birth abortion
procedure, as described by Dr. Martin Haskell (the nation's leading practitioner of the
procedure) and defined tn the Partial-Birth Abortion Ban Act. is never medically
indicated and can itselfpose serious risks to the health andfuturefertility of women.

There are simply no obstetrical situations encountered in this country which require a
partially-delivered human fetus to be destroyed to preserve the life, health or future
fertility of the mother. Not for hydrocephaly (excessive cerebrospinal fluid in the
head); not for polyhydramnios (an excess of amnictic fluid collecting in the woman);
and not for trisomy (genetic abnormalities characterized by an extra chromosome).

Our members concur with former Surgeon General C. Everett Koop's recent statement
that "in no way can 1ltwist my mind to see that [partial-birth abortion] is a medical

necessity for the mother."

As case in point would be that of Ms. Coreen Costello, who has appeared several times
before Congress to recount her personal experience in defense of this procedure . Her
unbom child suffered from at least two conditions: "polyhydramnios secondary to
abnormal fetal swallowing,” which causes amniotic fluid to coller't in the uterus, and
"hydrocephalus”, a condition that causes an excessive amount of fluid to accumulate in

the fetal head

The usual treatment for removing the large amount of fluid in the uterus is a procedure
called amniocentesis The usual treatment for draining excess fluid from the fetal head
is a procedure called cephalocentesis. In both cases the excess fluid is drained by using
a thin needle that can be placed inside the womb through the abdomen
("transabdominally”-the preferred route) or through the vagina (“"transvaginally.") The
transvaginal approach however, as performed by Dr. McMahon on Ms. Costello, puts
the woman at an increased risk o f infection because of the non-sterile environment of



the vagina. Dr. McMahon used this approach most likely because he had no significant expertise
in obstetrics and gynecology.* After the fluid lias been drained, and the head decreased in size,
labor would be induced and attempts made to deliver the child vaginally. Given these medical
realities, the partial-birth abortion procedure can in no way be considered the standard, medically
necessary or appropriate procedure appropriate to address the medical complications described by
Ms. Costello or any of the other women who were tragically misled into believing they had no

other options.

Indeed, the partial-birth abortion procedure itself can pose both an immediate and significant risk
to awoman’s health and future fertility To take just one example, to forcibly dilate a woman's
cervix over the course of several days, as this procedure requires, risks creating an "incompetent
cervix," a leading cause of future premature deliveries. It seems to have escaped anyone's
attention that one of the five women who appeared at President Clinton's veto ceremony who had
a partial-birth abortion subsequently had five miscarriages.

The medical evidence is clear and argues overwhelmingly against the paitial-birth abortion
procedure. Given the medical realities, atruly pro-woman vote would be to end the availability of
a procedure that is so potentially dangerous to women. The health status of women and children
in this country can only be enhanced by your unequivocal support ofHJR. 1833.

Thank you for your consideration.

Sincerely,

[¥m £, Cry
Nancv G. Romer, M.D Curtis R. Cook, M.D.
FACOG Maternal Fetal Medicine
Clinical Professor Butterworth Hospital
Department of Obstetrics and Gynecology Michigan State College of Human
Wright State University; Medicine
Chairman, Dept, of Ob/Gyn
Miami Valley Hospital. OH
Pamela E. Smith, M.D. Joseph L. DeCook, M.D.
Director of Medical Education FACOG
Dept, of Obstetrics and Gynecology Holland, Ml
Mt. Sinai Medical Center
Chicago, IL;

Member, Association of Professors of Ob/Gyn
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