B JQ i ip + 1jltiil>

9427 HODSE STATE AFFAIRS



requirements the State can impose as a precondition to a minor’s abortion decision. The
Supreme Court has long recognized that the status of minors under the law is unique in many
respects. As Justice Frankfurter aptly put it: "[C]hildren have a very special place in life which
law should reflect. Legal theories and their phrasing in other cases readily lead to fallacious
reasoning if uncritically transferred to determination of a state’s duty towards children.” May
v, Anderson. 345 U.S. 528, 536, 73 S. Ct. 840, 844 (1953) (concurring opinion). Also, as
Justice Powell put it in Belloni. ”[t]he unique role in our society of the family, the institution
by which we inculcate and pass down many of our most cherished values, moral and cultural,

. . requires that constitutional principles be applied with sensitivity and flexibility to the special
needs of parents and children.” tr' U.S. at 634, 99 S. Ct. at 3035, quoting. Moore v. East
Cleveland, 431 U.S. 494, 503-504, 97 S. Ct. 1932, 1938, 1977 (plurality opinion). Specifically,
the Court has recognized three reasons which justify the conclusion that the constitutional rights
of children cannot be equated with those of adults: The peculiar vulnerability of children; their
inability to make critical decisions in an informed, mature manner, and the importance of the
parental role in child rearing. Belloni. 443 U.S. at 644, 99 S. Ct. at 3043. "[PJarent notice and
consent are qualifications that typically may be imposed by the State on a minor’s right to make
important decisions. As immature minors often lack the ability to make fully informed choices
that take account of both immediate and long-range consequences, a State reasonably may
determine that parental consultation often is desirable and in the best interest of a minor."
Bellotti. 443 U.S. at 640, 99 S. Ct. at 3046." Each of these reasons have amplified significance
in the case of a minor woman considering the dramatic decision of whether to abort her unborn
child. So: IcL; Casey. UsS. at , 112 S. Ct. at 2832. Accordingly, the State may
determine, as a general proposition, that such consultation is particularly desirable with respect
to the abortion decision, as it is one that for some people raises profound moral and religious
concerns. Moreover, it is widely demonstrated that parental involvement in a minor’s abortion
decision, if compassionate and supported, is highly desirable. Belloni. 443 U.S. 642, n.
20, 99 S. Ct. at 3047, n. 20.2

1 In Danforth. 428 U.S. at 75, 96 S. Ct. 2844, the Court emphasized that its holding
"[d]id not suggest that every minor, regardless of age or maturity, may give effective
consent for termination of her pregnancy.”

The State’s interest in a one-parent consent statute, such as Alaska’s, is clear: it is to
protect children from their own immaturity as well as from the possibly deficient advife
of those whose business it is to provide abortions at profit. Such statutes are plainly
constitutional provided they contain adequate judicial bypass nrovisions. Casey.
US. at , 112 S. Ct. at 2832: Ashcroft. 462 U.S. 476, 103 S. Ct. 2517. Ohio v.
Akron Center for Reproductive Health (Akron I1). 497 U.S. 502, 520, 110 S. Ct. 2972,
2984 (1990). Justice Remedy eloquently expressed the interest of the State and the
Family in requiring parental consent as a precondition to a minor’s abortion:

It is both rational and fair for the State to conclude that, in most instances,
the family will strive to give a lonely or even terrified minor advijfe that
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In the abonion context, parental involvement statutes may be divided into four groups,
in ascending order of the burden which they impose on the minor’s exercise of her limited right
to an abortion: One-parent notification statutes, two-parent notification statutes, one-parent
consent statutes, and two-parent consent statutes. The Supreme Court upheld a one-parent
notification statute in H.L. v. Matheson. 450 U.S. 398, 101 S. Ct. 1164 (1981). The Court
upheld a two-parent notification statute that includes a judicial bypass provision in Hodgson v.
Minnesota. 497 U.S. 417, 110 S. Ct. 2926 (1990) (Kennedy, J. plurality opinion).3 Finally, as
stated above, the Court upheld a one-parent consent statute with a judicial bypass in both Casey.

U.S. at 112 S. Ct. at 2832; and Ashcroft. 462 U.S. 476, 103 S. Ct. 2517. The only
unanswered question, which at least arguably was answered in Bellotti v. Baird, is whether a
two-parent consent statute with a judicial bypass impermissible crosses the line so as to impose
an undue burden on a minor woman'’s right to an abortion. See Casey, u.S., 112 S. Ct.
2791.

In analyzing parental consultation statutes, the Court scrutinizes consent statutes more
closely than it does notification statutes, and two-parent laws more closely than one-parent laws
(simply because parental consent is viewed as being a greater burden on the right to choose an
abortion from parental notification). Thus, a two-parent consent statute arguably raises more
serious questions than the other parental involvement statutes. In Bellotti v. Baird. 443 U.S. at
636, 99 S. Ct. at 3045, a fractured court struck down a state law that required minors to obtain
the consent of both parents before an abortion could be performed. The plurality opinion struck
the law down on the grounds that the statute’s judicial bypass provision was constitutionally
inadequate. Bellotti. 443 U.S. at 645, 99 S. Ct. at 3049. However, the opinion clearly stated:
"We are not persuaded that, as a general rule, the requirement of obtaining both parents’ consent
unconstitutionally burdens a minor’s right to seek an abortion.” Id. at 649, S. Ct. at 3051. In
outlining the constitutional requirements for such a statute, the Court said: We therefore
conclude that if the State decides to require a pregnant minor to obtain one or both parents’
consent to an abortion, it also must provide an alternative procedure whereby authorization for
the abortion can be obtained.” IdL at 643, 99 U.S. at 3048 (emphasis added). Thus, if the
two-parent consent statute at issue in Bellotti had contained an adequate judicial bypass, the four
members of the plurality opinion stood ready to uphold it. A fifth, Justice White, was prepared

is both compassionate and mature. The statute in issue here is a rational
way to further those ends. It would deny all dignity to the family m ‘'ay
that the State cannot take this reasonable step in regulating its i. ath
professions to insure that, in most cases, a young woman will receive
guidance and understanding from a parent.

1 In Akron Il. decided in tandem with Hodgson, the Supreme Court left open the precise
question of whether parental notification statutes even require alternative judicial bypass
provisions. 497 U S. 502, 110 S. Ct. 2972.
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to uphold the nvo-parent onsent statute in Bellotti. even without a judicial bypass. Id" at 657,
99 S. Ct. at 3055 (White J., dissenting).

Although the Court in Bellotti did not uphold the two-parent consent statute at issue, it
did indicate that it would do so under different circumstances. The indication given in Bellotti.
that even a two-parent consent statute with an appropriate judicial bypass would be
constitutionally permissible, is particularly persuasive in light of Justice Kennedy’s plurality
opinion in Hodgson. 497 U.S. at 498, 110 S. Ct. at 2970. There, Justice Kennedy relied on
Bellotti to uphold a two-parent notice requirement. Justice Kennedy argued that since Bellotti
approved a two-parent consent statute with a judicial bypass, it follows that the less onerous
two-parent notice statute must be constitutional. Id, at 498, 110 S. Ct. at 2970. (Bellotti
"requires us to sustain this statute before us here"). Justice O’Connor, also citing Bellotti.
joined the plurality in Hodgson on the broad grounds that a bypass provision tailors "a
parental-consent provision so as to avoid unduly burdening the minor’s limited right to obtain
an abortion." Id at 461, 110 S. Ct. at 2950. (O’Connor, J., concurring). Thus, in Hodgson
five justices (Rehnquist, White, O’Connor. Scalia, and Kennedy) viewed Bellotti. as settling the
question in favor of the constitutionality of the two-parent consent/judicial bypass statute. See
e.g.. Bams. 992 F.2d at 1338-39.

For purposes of analyzing the constitutionality of the legislation which you propose to
introduce to the Alaska Legislature, however, even if Bellotti is not directly controlling to
approve a two-parent consent/judicial bypass statute, a one-parent consent statute (such as
Alaska’s current statute, AS 18.16.010 et. seq.) with a judicial bypass is unquestionably
constitutional. Sre Casey. U.S. at , 112 S. Ct. at 2832. The reason that a one-parent
consent provision, with an adequate judicial bypass provision, is constitutional is because (1) the
state is viewed as having an important interest at stake in encouraging or requiring parental
involvement in a minor’s abortion decision, and (2) the consent requirement, with an alternative
judicial bypass, does not place an undue burden on the woman’s right to choose an abortion.
See Casev. U.S. at , 112 S. Ct. at 2832.

The United States Supreme Court, and lower federal appellate courts, have both routinely
recognized that the State does have an important interest at stake in parental involvement
statutes. The State’s interest, in part, is insuring that someone other than the immature minor
and the abortion provider has a hand in making an important decision that fundamentally affects
the minor’s health and welfare. The Supreme Court has recognized that "the guiding role of
parents in the upbringing of their children justifies limitations on the freedom of minors.
Bellotti. 443 U.S. at 637, 99 S. Ct. at 3045. The Supreme Court has described the "belief that
the parental role implies a substantial measure of authority over ones children" as being "deeply
rooted in our nation’s history and tradition." Id, at 638, 99 S. Ct. at 3045. "Legal restrictions
on minors especially those supported by the parental role, may be important to the child’s
chances for the full growth and manirity that make eventual participation in our free society
meaningful and rewarding. Id, at 638-39, 99 S. Ct. at 3046. Parental consultation is
particularly important on the abortion decision, "one that for some people raises profound moral
and religious concerns.” Id at 640, 99 S. Ct. at 3047. The child herself may be too immature
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to make the decision. And the abortion provider cannot be counted on to provide "adequate
counsel and support ... at an abortion clinic, where abortions for pregnant minors frequently
take place." IcL at 641, 99 S. Ct. at 3047,

The remaining consideration involves a determination of what constitutes an adequate
judicial bypass procedure. Bellotti establishes four criteria which must be satisfied in any
judicial bypass procedure:

1. The procedure must allow the minor to show that she possesses the
maturity and information to make her abortion decision, and in
consultation with her physician, without regard to her parents’ wishes;

2. The procedure must allow the minor to show that, even if she
cannot make the abortion decision by herself, the desired abortion would
be In her best interest;

3. The procedure must insure the minor’s anonymity; and

4, The Courts must conduct a bypass procedure with expediency to
allow the minor an effective opportunity to obtain an abortion.

443 U.S. at 643-44, 99 S. Ct. at 3048; accord Akron Il. __ U.S. J110S. Ct. at
2979-80.4

With respect to the first Belloni requirement, the Supreme Court has ruled that every
minor must have the opportunity, if she so desires, to go directly to a Court to request judicial
approval of her abortion decision without first consulting or notifying her parents. If the minor
satisfies the Court that she is mature and well enough informed to intelligently make the abortion
decision on her own, the Court must authorize her to act without parent consultation or consent.
If the minor fails to satisfy the Court that she is mature or competent enough to make the

4 Justice Powell stated specifically in Bellotti that: "A pregnant minor is entitled in such
a proceeding to show either: (1) that she is mature enough and well enough informed
to make her abortion decision, in consultation with her physician, independently of her
parents’ wishes; or (2) that even is she is not able to make this decision independently,
the desired abortion would be in her best interest. The proceeding in which this showing
is made must assure that a resolution of the issue, and any appeals that may follow, will
be completed with anonymity and sufficient expedition to provide an effect opportunity
for an abortion to be obtained. In sum, the procedure must insure that the provision
requiring parental consent does not in fact amount to the absolute, and possibly arbitrary,
veto that was found impermissible in Danforth." 443 U.S. at 644, 99 S. Ct. at 3048.



abortion decision independently, she must be permitted to show that an abortion, nevertheless,
would be in her best interest. This leads, in essence, to the second Bellotti requirement.

With respect to the second Bellotti requirement, the Supreme Court has recognized that
there is an important State interest in encouraging a family rather than a judicial resolution of
a minor’s abortion decision. Furthermore, the Court has observed that parents naturally take
an interest in the welfare of their children, an interest that is particularly strong where a normal
family relationship exists and where the child is living with one or both of the parents. With
respect to the second Bellotti criteria, the Court’s independent determination of whether an
abortion is in the best interest ¢: me minor child regardless of her immaturity or lack of
information, the Supreme Court has specifically ruled that it is proper for a Court to take into
account the importance of family involvement in such an important decision for the minor.
Under the second Belloni criteria if, all things considered, the Court determines that an abortion
is in the minor’s best interest, she is entitled to Court authorization without any parental
involvement." However, the Supreme Court has indicated that a Court may deny the abortion
request of an immature minor in the absence of parental consultation if it concludes that her best
interests would be served through parental consultation. It is also permissible, in such a case,
for the Court to defer its decision until there is parental consultation in which the Court may
participate. According to the Supreme Court in Bellotti. "this is the full extent in which parental
involvement may be required." 44™ U.S. at 648, 99 S. Ct. at 3051.

1. Alaska’s Constitutional Right to Privacy.

In Breese v. Smith. 501 P.2d 159 (Alaska 1972), the Alaska Supreme Court stated the
tests which are to be applied when a claim is made that state action encroaches upon an
individual’s constitution rights. In Breese. the Court had before it a "hairlength" regulation
which encroached on what the Court determined to be the individual’s fundamental right to
determine his own personal appearance. In that case, the Court stated:

Once a fundament right under the Constitution of Alaska has been shown
to be involved and it has been further shown that this constitutionally
protected right has been impaired by governmental action, then the
government must come forward and meet its substantial burden of
establishing that the abridgement in question was justified by a compelling
government interest.

501 P.2d at 171.5 This standard, established in Breese. is similar to the federal protection for

the U.S. Constitutional Implied Right of Privacy existing prior to Casey. Uu.sS. 112
S. Ct. at 2821.

5 See also State - -16 P.2d 142 (Alaska 1973): State v. Van Port. 502 P.2d 453

(Alaska 1972). m State. 525 P.2d 524, 527 (Alaska 1974); Gilbert v. State. 526

P.2d 1131, 1153 ~Alaska 1974); State v. Adams. 522 P.2d 1125 (Alaska 1974).



In 1972, the Alaska Constitution was amended to add Article I. § 22. which states an
express right of privacy to Alaska citizens. Article |. § 22 reads:

The right of the people to privacy is recognized and shall not be infringed.
The legislature shall implement this section.

In Ravin v. State. 537 P.2d 494 (Alaska 1975), the Alaska Supreme Court ruled that "[tjhe
effect of this amendment is to place privacy among the specifically enumerated rights in Alaska’s
Constitution." Accordingly, in Ravin, the Alaska Supreme Court determined that the right of
privacy guaranteed by Article 1, § 22 of the Alaska Constitution is a fundamental right which
can only be infringed by the state upon a showing of a compelling government interest.
Although in Ravin the Alaska Court determined that private marijuana use outside the home did
not fall within the scope of the privacy interests protected by Article I, § 22, there is little doubt
that the Alaska Supreme Court, consistent with the United States Supreme Court’s decision in
Roe v. Wade, would determine that the right of a woman to choose to have an abortion is a
privacy right protected by Article I, 8 22. As a result, there is little doubt that the Alaska
Supreme Court would recognize a woman'’s right to choose to have an abortion as a fundamental
right protected by the Alaska Constitution, principally Article I, § 22.

Since 1975, the Alaska Supreme Court has consistently ruled that the government must
demonstrate a convincing and compelling interest, which the government must seek to implement
through the least restrictive means available, in order to justify infringement upon the
fundamental right to privacy guaranteed by Article I, § 22, of the Alaska Constitution. For
example. In Matter of A.B.. 791 P.2d 615 (Alaska 1990), the Alaska Court ruled as follows:

Although neither federal nor state rights of privacy are absolute, it is parT]j
of the judicial function to insure the governmental infringements of /
privacy are supported by sufficientjustification. Under federal precedent, >
it must be found that the privacy invasion is necessary to a compelling f
state interest, and that the government regulation does not sweep too J
broadly.

See, e.g.. Griswold. 381 U.S. at 4f.5, 85 S. Ct. at 1682; Roe v. Wade.
410 U.S. 113, 155, 93 S. Ct. 705, 727, 35 L. Ed. 2d 147 (1973); Carev.
431 U.S. at 687, 97 S. Ct. at 2016. Under the Alaska Constitution, the
required level of justification turns on the precise nature of the privacy
interest involved. In absence of a suspect classificafon or impairment of
a fundamental right, we liave required that there be a fair and substantial
relation between the means chosen for a legitimate governmental purpose.
Issakson v. Rickey. 550 P.2d 359, 363 ~Alaska 1976). Where
fundamental rights are at stake, die State’s interest invading privacy must
be compelling. IcL. Thus, to determine the validity of the release work,
we must consider both the nature and the extent of the privacy invasion,
and the strength of the State interest or requiring disclosure. See
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generally Falcon v. Alaska Public Offices Commission. 570 P.2d 469,

475 (Alaska 1977).
Id. at 621. Accord Luedtke .-..bors Alaska Drilling. Inc.. 768 P.2d 1123, 1129 (Alaska
1989).

Consistent with the United States Supreme Court precedent addressed above, it should
be recognized by the Alaska Supreme Court that the State has a compelling interest to insure the
protection of minor children in the context of their making important decisions, such as the
decision to abort an unborn child. The key to guaranteeing the enforceability of a parental
consent statute under Alaska’s Constitutional Privacy Provision, therefore, would seem to be in
drafting the parental consent provisions so as to implement the state’s compelling interest in the
least restrictive means possible to the minor woman'’s right to choose. Including within your
proposed legislation, a judicial bypass procedure which is consistent with U.S. Supreme Court
precedent as detailed above, would implement the State’s compelling interest in the least
restrictive means possible.

CONCLUSION

A one-parent consent requirement as a precondition to a minor’s abortion is
constitutionally permissible provided the statute contains an alternate judicial bypass procedure.
To be constitutionally adequate, a judicial bypass procedure must allow the minor to obtain court
approval of her abortion decision, independent of her parent’s involvement, upon a showing that
either (1) she is independently mature and informed enough to make her own abortion decision,
or (2) that the abortion is otherwise in her best interests. The procedure must be conducted
expediently and so as to preserve the minor’s anonymity. Examples of statutes from other states
are enclosed as is a redrafted proposed bill.
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dined 22.6% between 1980-1986, from 21,8~9 to 16,959.
In the 25-54 age group, as Figure Id shows, births in-
creased from 1975-1980, increased slightly between 1980-
1982, and continued to increase 1982-1986. Births rose
from 28,746 in 1975 to a high of 42,269 in 1986.

4. Migration

Migration out of Minnesota for abortions was appar-
ently not conducted on any significant scale. Four states
border Minnesota: North Dakota, South Dakota, lowa,
and Wisconsin. North Dakota has had a parental consent
law in effect since at least 1981. N.D. Cent Code 14-
02.1-03.1 (1981 & 1989 Supp.).8 South Dakota reports
5, 19, 20, 30, 20, and 17 abortions performed on Minne-
sota teen residents, 19 years and under, during 1981
through 1986, respedavely. South Dakota Vital Statistics
(1982-1987). lowa has no parental or reporting Jaw in
effect Wisconsin had no mandated reporting before 1987.
One researcher, Robert Blum, concluded that “[i]n con-
tradistinction to the Massachusetts data, there is little
evidence to indicate large numbers of Minnesota youth
are leaving the state for abortion.. . Blum, et aL, The
Impact of a Parental Notification Law on Adolescent
Abortion Decision-Making, 77 Am. J. Pub. Health 619,
620 (1987).

One study by Cartoof and Klerman purported to find
significant migration out of Massachusetts in their study
of the impact of the Massachusetts parental consent law.
Cartoof & Klerman, Parental Consent for Abortion: Im-
pact of the Massachusetts Law, 76 Am. J. Pub. Health
397 (1986). Nevertheless, as in the case where migration
occurs between states with differences in the drinking age

* Stanley Henshaw suggested that there was migration to North
Dakota based merely on the fact that a clinic opened up in Fargo
in 1981. 3A. 99-101; Henshaw T. at 32. But he then chose to
exclude North Dakota from his regional assessment of birth rates
because of its parental consent law. Henshaw T. at 89-40.
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for teenagers, the solution to migration is not to abolish
the public health standards of stricter states but to
strengthen the standards in the more permissive states.
Cf. Smith Dakota v. Dole, 107 S.Ct 2793 (1987); 23
U.S.C. 158 (1982 ed. and Supp. IIl). Regardless of the
Massachusetts scenario, however, the facts indicate that
Minnesota's experience is different. Massachusetts is geo-
graphically a small state bordered by several other states
without parental involvement legislation that may be more
easily reached by car or public transportation (e.g.,
Maine, New York). Thus, the conclusions of Cartoof and
Herman simply do not apply to Minnesota.

B. During the Four Years that the Notice Law Was
In Effect, Teenage Pregnancy, Abortion, and Birth
Bates Declined Substantially.

Because raw figures do not take account of possible
changes in Minnesota’s population for a particular age
group from year to year, rates for pregnancies, abortions,
and births were also calculated based on the Deportment's
data. Rates, in this study, equal the occurrence (inci-
dence) of a phenomenon per 1000 females. Cf. T. 664-65.
The numerator is the number reflecting the phenomenon
for females in that age category; the denominator is the
population number for females in that age category (in
thousands). The data in this brief rely on the Depart-
ment’s data for the entire population of Minnesota, not
just on a sample. Table 2 contains rates for abortion,
births and pregnancy for the various age groups between

1975-1986.
1. Pregnancy Rate for 10-17 Year Olds

The pregnancy rate equals the number of pregnancies
in the particular age group divided by the population of
females in that age group in thousands (pregnancies/
population). Table 2 and Figure 2a show that the preg-
nancy rate for the 10-17 age group rose from 12.7 (12.7
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Columbia. One purpose of the AAPS is to protect and
preserve the private practice of medicine in all of its
aspects. AAPS supports the right of patients, both adults
and minors, to be provided full and accurate medical in-
formation with which to render informed decisions per-
taining to their medical treatment. The AAPS recog-
nizes the importance of involving parents in the medical
treatment of minors, particularly in the provision of
surgical procedures. Many of the members of the AAPS
are pediatricians and obstetricians/gynecologists who rou-
tinely provide medical services to minors. In addition,
many AAPS members are family practitioners whose
practices involve working with the family, as a unit, in
the provision of medical treatment For these reasons,
the issues involved in this case are of acute interest to
the Association.

SUMMARY OF ARGUMENT

In this challenge to the Minnesota parental notice of
abortion law, as applied, Minnesota abortion clinics and
physicians have launched a selective attack to overturn
this Court’s decisions in H.L. v. Matheson, 450 U.S. 398
(1981), Bellotti v. Baird, 443 US. 622 (1979), and
Planned Parenthood v. Ashcroft, 462 U.S. 476 (1983),
as well as the constitutional principle that parents have
fundamental rights to rear and rsise their minor daugh-
ters in the area of abortion decision-making. The clinics'
record in this case focuses exclusively on a minute sub-
section of Minnesota teens—those who sought elective
abortions through judicial bypass—constituting only 25%
of all pregnant teens and never more than .34% of the
entire population of Minnesota teens aged 10-17. The
clinics attempt to establish the unremarkable proposition
that parents and teenagers do not always see eye to eye
on teens’ activities, that some parents may be abusive,
that parents may react with grief, fear, or anger when
they suddenly discover that their minor, unwed daughter
is unexpectedly pregnant, and that this discovery may
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not improve but may harm the parent-teen relationship.
The record contains several stories of sad and unfortunate
relations between parents and their children. But these
conflicts are part and parcel of the parent-child relation-
ship throughout history, and, as part of that relationship,
have defined parental authority throughout Anglo-
American law. In this sense, adolescent pregnancy is no
different than many other serious, adverse events in. the
lives of teenagers and their families—for example, drug
abuse, juvenile delinquency, or failure in school. It is in
these very circumstances that parental authority is de-
fined by the law’s reaffirmation and support

If the clinics could show that the notice law resulted
in tangible threats to the health of minors generally in
Minnesota—above and beyond that normally poeed by
pregnancy and elective abortion themselves—that minors
suffered increased abuse from parents, that physicians
were prevented from providing prenatal care, or that
minors were denied prenatal care, it would then be plau-
sible for the clinics to claim that the notice law was not
reasonably related to preserving parental authority or
adolescent health. But this is not the case that the clinics
have made.

Part of the impact of the notice law that the clinics
have either selectively ignored, misconstrued, or incom-
pletely presented is revealed through the official demo-
graphic data of the Minnesota Department of Health on
adolescent pregnancy, abortion, and childbirth. These
data show that teenage pregnancy, abortion, and birth
rates declined markedly between 1980-1986; teens who
decided to abort were not unusually delayed from having
abortions until later times of pregnancy that might in-
crease the risk of abortion; and complications from abor-
tions performed on teens did not increase relative to
other age groups. In addition, a comparison of the preg-
nancy, abortion, and birth rates provides strong support
for the conclusion that the notice law effectively caused a
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decrease in the pregnancy rate. Between 1980-1986, the
birth rate throughout Minnesota fell 12.5% for 10-17
year olds and 28.4% for 18-19 year olds, the abortion
rate fell 27.4% for 10-17 year olds and 20.7% for 18-19
year olds, and the pregnancy rate fell 20.5% for 10-17
year olds and 25.4% for 18-19 year olds. Since it seems
undisputed that the notice law directly decreased abor-
tion rates, while birth rates simultaneously decreased,
this strongly suggests that the law decreased abortion
rates, by affecting pregnancy rates. This supports the
conclusion that the notice law in fact changed adolescent
behavior. These data indicate that the notice law is rea-
sonably related to Minnesota’s compelling interest in pre-
serving parental authority and adolescent health.

ARGUMENT

L THE PEOPLE OF MINNESOTA HAVE A COM-
PELLING INTEREST IN HELPING PARENTS AND
FAMILIES TO REDUCE TEENAGE PREGNANCY

AND TEENAGE ABORTION.

This Court's decisions in Roe v. Wade, 410 U.S. 113
(1973), and Planned Parenthood v. Danforih, 428 U.S.
52 (1976), established a constitutional right to elective
abortion for adolescent girls of any age that minors had
not exercised at any time in the preceding history of
this country. See Brief Amicus Curiae of the American
Academy of Medical Ethics in Support of Cross-Petitioners
in Hodgson v. Minnesota, No. 88-1126, 88-1300 at 2-23;
Brief of Certain American State Legislators in Support
of Appellants in Webster v. Reproductive Health Serv-
ices, Inc., No. 88-605. In the aftermath of those decisions,
parents and public officials ;.i every state have sought to
adjust public policy ou health care to take account of this
new constitutional right while preserving other compel-
ling, traditional social values. This Court has recently
held that government has a “legitimate secular purpose”
in reducing “the social and economic problems caused by
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abortions...two Swedish Studies, (1991) Am. J.
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IAN. Eng. J. Med., Jan. 1994

“Rcmennick, L. (1989) Ini. J. Edodcmio].18:498-510.



FEB-10-199? 15122 FROM LIFE ISSUES

A first pregnancy permanently changes the
structure ofa woman's breasts. Before she
is pregnant, her breasts cannot produce
milk, as the gland cells are immature and
underdeveloped. When she becomes
pregnant, estrogen and other hormones
flood her system. This results in rapid
growth in size, while the mtemal structure
undergoes dramatic change.

Cells, previously dormant, rapidly grow
into a system of branching ducts and gland
cells capable of producing milk. Once this
growth, change and maturing is complete,
there is no further significant change the
rest of he» life. Once mature, the chance
ofthe breast developing cancer is much
less.

When these cells are changing and
transitional, they are less stable and have
much greater potential of becoming
cancerous. |fshe completes her first
pregnancy, this unstable period passes and
her gland cells mature and stabilize.

But — if she interrupts her pregnancy, in
its early phase - 90% ofabortions are done
in the first trimester - she in effect stops
the development ofthe cells at this
unstable, transitional phase. It seems
apparent that cancerous charges can and
do occur more frequently among these
transitional cells of a woman who has
terminated her pregnancy. |f she abe rts
more than once before completing a
pregnancy, her chance for cancer increases
even more. A subsequent full term
pregnancy helps, but sadly never removes
the sharply increased threat of cancer.
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Is Breast Cancer Increasing?

Yes, is 1962 there were 63,000 caacs
in 1972 there were 90,000 cases
in 1982 there were 120,000 eases
in 1992 there were 180,000 cases

What Increases a woman'’s risk?

Breast Cancer in close relatives; never having a

bob}, early onset and late cessation of menstruation;
possessing certain gene” and induced abortion of first
pregnancy are auyor risk factor*.

Smoking, toxic chemicals, high fat diet,
contraceptives and other drugs, alcohol, and
electromagnetic fields are among other suspected risk

factors.

What protects her?

Completing her first pregnancy by her early 20s.
We must also counsel her to not abort her first
pregnancy. A spontaneous miscarriage does not
increase her risk.1

When wai this first suspected?

Dr. M. Pike5 at University of Southern California in
1981 did the first major study. He showed that
aborting her first pregnancy increased her chance of
developing Breast Cancer by a factor of2.4 times.

There were other studies?

Yes. Dr. R Howrl, using Nov York State official
Health Deportment records, found (hat aborting her
first pregnancy had a 1.7 times increased risk of
Breast Cancer under age 40. Ifshe also aborted her
2nd or/and 3rd pregnancy, her risk was 4 0.

Dr. Janet Doling*1study in 1994 received worldwide
publicity. Sho found:
«An induced abortion increased the risk of Breast
Cancer before age 45 by 50%.
«|fdene before 18 ycara, it increased by 150%.
«|fdone after 30 years. It increased by 110%.
«|fshe had a family member with Breast Cancer
and aborted after 30 years, her risk increased
by 270%.
»All 12 women in the study, with such m family
member who aborted before ago 18, got Breast
Cancer before age 45.

In Greece:5An overall increased risk 0f51% was
reported in 1995.
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New scientific evidence
shows that the Increase in
abortions worldwide has >
caused a sharp increase 1
In breast cancer. ®

Over twenty studies
Indicate that women

who abort their

first pregnancy |
have a much higher risk
of developing cancer.
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In Paris:1Having at least two abortions is associated
with an increased Breast Cancer risk of 2.1 times.

In USA:7 An increased risk 0f23% was shown. For
those over 60 yean the risk was 80%.

How about recurrences?

In 1983 H. Ownby8 found among Breast Cancer
patients whose disease had been in remission, a:

10% recurrence in women whose first pregnancy went
to term.

20% recurrence in women whose first pregnancy

was aborted.

30% iccurreacc ia women who also aborted their

second and/or third pregnancy.

And aggrerjlvencai <ifthe earner?

Dr. H Olsson* found, ifshe had aborted her first
pregnancy, that die cancer was more aggressive,
metastasized earlier and was lethal more quickly as
compared to worr.cn who hod completed their first
pregnancy.

What abuut studies show ing no risk?
With few exceptions these were flawed by:
inappropriately crude age matching or adjusting of
controls (the main problem); interpreting os statistically
insignificant some retrospective case controls with low
statistical power, minimizing the actual results obtained
in their conclusions; and attributing results to patient's
"recall bias" even though a close exam refutes such a
claim ©
The Swedish Lindford Harris Studyllis an example of
an Invalid study. It claimed 'no overall risk after
abortion in the first three months" — but it
=combined those who aborted their fint pregnancy
with thow who completed their firet pregnancy.
<had no control group. Itcompared with the total
population which includes tb te who aborted.
«claimed "recall bias’ with no proof
In its conclusion it did not mention that in its
findings it showed that
«\Women, aborted after a term delivery, equaled 58%
of average risk.
=\Women, aborted before a term delivery equaled
109% ofaverage risk.
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Whbat about Contraceptive Pills?

Ifa causative factor, the risk is greater if taken before
age 20 and/or for 10 years or more.

Why It tbli not reported?

TIME12 Magazine and both the AM AU and New
England Jounmlc1, in reviewing pro-disposing factors,
did not include abortion. Dr. Rcmcanick5concluded
"an initial altitude ofresearchers toward abortion
usually determines the way they interpret results."
How many studies are there in the Medical
Literantre?

There are now over 50, or.d the vast majority ofwell

done professional studies continue to point to a positive
correlation between abortion and breast conccr

J.C. WILLKE, M.D.
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AUL B EAXUNE

1. Study's cactrditj is exaggerated: Dafdbase is bigtty skewed

—Ofthsi.S milkra worren studied, 1.2raalliocd Kilter have bod exposrac to induced abortioa oor
have developed breast eweer.

—Ofthe 251,000 women who had iudaocd atortbscs, mostare too young to have developed breast
oanca (Some- ere still temsgens).

—Oftie 10,008 women who dcvdopod btcast cancer, most are too old to lave their abortion
histories on record, since tbs abortion registry only goes back to 1973 (when the eldest women were

38).

-O f (be 1335 women who bad abortions and did develop hrcast cancer, over 81% 1M abortions
recorded only tinge 30 or over; 54* atago 35 QCover.

2. Important data are oatittai or dcopbBsized

—Among the wemea who had abortions u foeaagars the study actually {bund essecthlly the same
increased risk <29*) as fad bom reportedia Briniet aL’s G>mpretensrve Kevio;r and Meta-
analyiis of 33 worldwide stodks (a statistically significant 30 * overall elevated risk), pubRsted Fast
October. However, Mdbye tt al.’s findmg h ntx statistically significant, because their statistic*!

powver ia too low.

—The Mribyc study actually found /statistically significant trend of a 3 %risk increase for each
weak of gestation before abortion, even within rhc frrat trimester: Women who had an abortion of an
11-12 week fetus showeda 12* higher breast cancer risk, with the risk increase riasg to 89* for

abortions after 18 weeks (but k wasn’t in the study's ‘CondusjooO-

—Much data was missing from the paper: No information was given on the independent eflcct of
otter variable* that influence breast cancer risk, and we are shown ody relative ride daa after
adjustmeni for these variables. Somehow, an unadjusted o”waU relative risk of 1.44 fs adjusted

down to 1.OO.

3. Previous studios are attacked or mUreprescmed

—Melbye « al. attacked the vaftlhy of the nrmt-atalyta and all casocautrol (ioterviflw"based data)
on dm basis of alleged nwpooac-biw, citing a 1991 Swedish study. However, the only significant
evidence of response bias depends on tic assumption that 7 Swedish brcax cancer patients repotted
abortions that cercr tookpitca (alleged *ovemportiag*). Response bias is the "Loch Ness Monster’
of abortion-breast cancer research: No Credible evkkoce of it has yet been produced.

—4 previous cohort studies arc dtcd e reporting sinulrj: findings of no increased risk with induced
abortion. But 2 of foe studies are ewhrtivelj on spontaneous abortion (raiacarriage), and one is
mostly on spontaneous abortion and does not report any specific data, on induced abortion.
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A scientific pergpfledve on the Pankh abortiongmdy
pyblishcd In New EaSand journal of Medfeme (NH1M)

MYTHS AND FACTS. Prepared by Jod Brind, FLD ., Pwfeawr of endocrinology, Department of Natural
Sciences, Baruch Cottage, Clry University of NY, 1/13/97

Myth 1
Tie Danish study's lead lutbor, Dr. Mads Mdbye, told ibe Wall Scree* Journal {1/9/97}:

"I think this settles it- Definitely—there is no overall increased cist of breast cancer for the average woman
win has had an abortion. “

Dr. Patrick Hartgc of the National Cancer Irstitcte, a a NEJM Editorial accompanying the Danish srady,
echoed 'the dear central fluting tint there u no overall risk", and concluded: ’In short, a woman need cot
worry about the risk of breast cancer when fsdng the difficult dedsfoa o f -whether to termmntea

pregnancy.”

Fact

Said Dr. Karin MicbeU of Harvard Medical School, as quoted Jo the 1/9/97 Wall Street Journal: "You
should never cod a debate with 0oc study anday this is the ddicotivo study’

In fact, this one study from Denmark is the 30th separate tindy published since 1957 to report specific data
on induced abortion and breast cancer. It Is only the aboli one notto show ca ovewll increased risk,
compared to 24 chat da sltuw Anincreased risk. 18 of which arc statistically significant oa their own.

Conakry die implication of most current media reports, the Brind study, tic OTinpneheaave review and
raeta-analysis, published la the October, 1996 Journal o f Epidemfokwv and Community Health ths
epidemiology journal of the British Medical Association, is noc one of the So stalira: it is n compitawti of
the entire worldwide literature, which pooled the results of the 23 separate studies available at the time of its

preparation. This study of studies fbuiti a statistically significant, 30% overall rink Increase.

Myth 2

The Danishstudy Is different. One reason it is dcfmijtire is its eoonnowsize, Including over 1.5miilioa
women (most Danish wcxrsn), over 2E0.090 o f whom had one or mure induced abortions- Moreover, (he
study includes over 10,000 women with breast cancer.

Fact

The enorrrems size of the Danish etody is enormously misleading, because this is a cohort study, in which
an entire population (or cohort) ofwomen is followed for ntmy years, to track exposures to the alleged risk
floor (Induced abcrtkw) and tha wevdoac* of the disease In question (bras career;. Consequently, most of
(be women in the cohort (over 1.2 million of the 1.5 million) lave nchher the exposure nor the disease In

guestion, hot their presence la the cohort Inflates the size of the study.

Myth 3
Even so, tbr number of women with abortion and breaat caocw it very Jkqgp,c, which gives this study
unusually large statistical power. According to Dr. Hirtgc, in hex NEJM editorial:

'In (his cohort of 1.5 million women, 133S cases of breast cancer were diagnosed in women who uxd
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terminated pregnancies, F, ainpariwm, large cuc-control studies la die United States each have included
200 to 300 cases of breast canocr in women who had abortions."

Fact

The selection of such a large part erf theianMxpopulsttou (Le., w&bca bom back to 1935), yidds&dxta
base which is veiy d&orted because only afcortfaM occurring since 1973 are on record. Consequently, the
majority of breast cancer patients ia tht>Danish study who arc oq record as not taring had any abortions
C8,90CwooKifl) were in their 30's when abortioa ditawtreflrarctrilecttd.Coflsetpiendy, there jfoortion

history is largely unknown. Keep inmind Crer WEaIC of drayoral!proportion of the entire
cohort— bat the majority of breast cancer victim*—since breac cancer is found overwhelmingly tuoong the

oldest members o f the cohort.

Among the 133$ breast cancer patiants whose abortions are emrecord, the majority of them are on record as
having had abortions only at age 35 or over. In fact, over 81% o fthem have abortions recorded opjy at age

30 or ovct!

The egregious distortion of the age distribution o f abortion clients Is best illustrated by a graphic comparison
with US d3.it for the average year (19S3) for which the abortions are recorded:

BO
Open bars: Data tor all US abortiondt«as.ol Planned parenthood

(single provide™ in 7963 (from its issd Sevfce Report)

90
Solid bars: Data for all bc<*acanf~nflfanfs in Denmarkwith atortiona]

recorded (from Melbye ef al. 1997 NEJM)
40

12-19

From the abovo graph, it is easily seen that tbo Danish (Melbya) study is therefore considerably weaker than
ha author* tod propooetus indicate; The statistical power of tbs study relies largely on a database which is

questionable for three reasons:
1) It consists mostly of women too young for cancer to develop (chose who tad abortions and did get breast
cancer having Lad tbrir abortions when they were atyplcally old);

2) The abortion histories of the oldest women in the cohort (which includes most of the women who did get
breast conoar) before their fourth decade of life are largely unknown.
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B) . Concerning the fate 0f women Wh‘? tave abortions at y?angx agpg-~pirt»culariy in their Iss» —the study
SI almost no stttiittfal power. T&st wity. omi though IT Show*d 29% risk ioax ux Tor women who had
aay abortions as teenagers (tbn same magnitude of the overall risk tecrcnc calculated for women ia the

Brind raete-analyoio), (to fi&rre is not snfisvestty gagnifta nf:

The database o d t ooactias >tool of 23 cases ofbreast cancer among woroec with teenage abortions, and a
grand total of oofy 252 c*3« of breast cancer for all women who had abandons before lias age of 30. That
puts the study's real statistical power in the same range as Ac American studies Dr. Hartge refers to in her

editorial.

Unfortunately, the effect of indodiog ell Ux okter women (who have moa of the bre&t caaqy, btit a
relatively sn*H partial of the recorded abortions) and etQtlto joonger women (who have most of the
iborftonli tot almost acne of the breast wmcw), 1$ to tfflute flic statisifca, making the csinilairri

relative risk appear lower and at the same time, more prerise than it really Li. (The sumrrary rinding of
the Melbyec study is in overall relative risk of 1.00 li.e., no risk increase whit induced abortion}, and 3 95%

confidence interval 0f0.94-1.06.)

Myth 4

Even though the sample size for woman with abortion it youngs* ages Is limited, the Danish data Should
show some sort of trend, if there were 1 real risk increase doe to aborcicn. Bat there is 00 trend. Dr.

Mefbyc arguing ’the oldest women hare exactly the same (relative) risk CJ the younger women."

Fact

As noted above, women who got Abortions ia their Coens showeda 29% bigl*r risk of breast cancer. This
was, Infact, noted Inthe car of the results section (bat interestingly, not in the discussion or the abstract):

"Age at tbe time of de induced abortion did not sigcificudy icSwuce tto overall risk, but there was a
tendency toward @ higher ride of breastamon amonz women in the lowest age category—between 12 and

19 years ofago (id 2tfvc risk, 1.29; 95* tonfidace tattrvalL 0.80 to 2.08).” The lack of significance and
lack of effect on observed overall risk is 2 direct consequence of the lack of statistical power of (Ids

supposedly definitive study.

Myth 5

Tbe credibility of the overall finding of no increased risk m the Mribye study is supported by previous
research. According to the first paragraph of the auttore’ Discussion section: THa result is vay mn't in
line with the results of previous retrospective cohortstadia 9,10,15,16’.

Fact

This statement is a flat-out ndoepnscuiaiiou of cte nocdical literature Three of (to four sndies cited (an
footnotes) to hack it up are entirely Irrricvant. Two coocem spontaneous abortion (miscarriage) exclusively
9,16 and one concerns spootanewss abortion mostly, tend does not present any data ndatiug specifically to

induced abortlon.10

Myth 6 (The “Loch Ness Monster’}
It isn't Just tire SUtistica) po¥cr of the study that's important but the foot that the data arc collected
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Procptctively (i& , attin» ofabortion) means.they donot dependo ¢ tl» accuracy of study subjects OWN
reporting of pas*, perroaally sensitive events. Acoardatg to Dr. Hartga. in her NBJM editorial:

Uy relying on uniformly collected data on abortion in DtliiirJi registries, Miibye « al. avoided the major
problem that has plagued caso-control ratBcview studio; differencial reporting of abortions (response bi®s)*.

Mdbye et al. used this argument to stack (he Brfad mavtnalyw directly; ‘However, etrtcaalmost all 23
studies included in the analysis were cascxtmtrol studies, it is not nnressoiubk to assume that many of

them were inherently biaeee”™ nuidng the pooled ocaeioeioBfl biased ifl wdl.'

Fact

Many scientists insist that this potential source oferror » responsible foe the result whenever a study diowc
that abortion is associated with Increased breastcancerrisk. Infect, aris is the third tine in a littleova two
years that the National Cancer Institute has used the response bias argument, via medical journal editorials,
to attack such research. Lite the famous mythological Loch Ness Monster, they insist that it is there. But
every time Z Studyactually looks for evidence of5s presence, the only credible evidence they can ever And

is against it.

When comparing the abortion histories of breast cancer patients wfch those of beahhy women, a finding of
more attentions among the patients wxfl show gp gafigsaHy as an increased risk. The argranenz is
essentially this: 1f the cancer patients report more o~ tteir abortions than the healthy women do, tbcatisrir
trreasi cancer risk will appear artificially iccrciatd, dm to this respond bter (W*j meaning difermoe

between the two groups).

Melbytt et al. are less than forthright in their Danish study in their attack on the Grind meta-analysis-. One
could hardly tell from their discussion that the mets-wiysfe spent over 1,000 words of text meticulously
analyzing tbs alleged evidence of sadi bias. Yetsdll, they barkback to « 1991 Swedish study which
compared computer prospective cohort data wrthcao* coarrol facerview-bajeed data on the same population
of Swedish wwwra. That study dalmed stadsticaBy rigaificant wkkare of tmdercgporting of ptmkws
induced abortions anxwg controls relative to OTccip ottmg swoag cases. In other words, the significance of
the finding was Largely dependent upcm foe bdieffiat die seven breast carer patterns who reported laving
had abortions o f which the computer registry bad no record, had ovarreporced them, i.e., had made than

up!

Until the Danish study’s appearance la the 1/9/97 NHIM, the most recent citing of the monster was in the
12/4796 Journal of the National Cancer Institute (INQ). n»t issue oftic JN Q containad a Dutch case*
uontrol study which attributed the 90% Increased risk k found among women with abortions to response
lias, However, a careful reading of the study reveals the authors found significant evidence of response
.las between healthy women from different regions of Holland, bar no bias between breast cancer patients
and healthy women atall. Tint didn't cop NCI edkorialista from hyping these results and unleashing die

m aster:. .. aSwedish study. .. showfod) tittf healthy women consistently and v/idriy underreport thdr

history of induced abortion.

Meanwhile, strong evidence against (he response bias argument has surfaced repeatedly: 1) A19C9 New
York State computerized registry study found a 90% iacreaxed breast ameer risk among women with
induced abortions; 2) A 1994 Seattle, Washington stady found a 50% Increased risk and used crrvkal
cancer data to test specifically for response bias among these women—and found tone; 3) A 1995 study
jtntcrcg Greek worreii found a 51 % increased risk, aodVited other studies among Greek women in drawing
their conclusion that bealthy women in Greece report reliably their history of induced abortion.
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Myth 7

According to « 1/10/97 New York Times editorial: The onhr uncertainly la tbc Mdbyu smdy) was a
suggestion dot women who had abortions in iltt second or third trimester did have an increased risk of
beaut cancer, tot the number of women id this category wu too ctmfl to warram firm conclusions.

The falsehood o f dmfirst phrase Is obvfocs r>anyone fiunfiisr with any epidemiological study: All findings
«re subject to varying degrees of uncertainly. The restofthe Kxteroc&t is a masterpiece of under strtHSCnL

Consider the actual relevant part of the Results section of the paper With each one-wwk increase in the
gestational age of ti® fetus, however, these v o a three percent inanfaae in the risk of breast cancer. In fact,
tbs relative risk rose bum a 19ft (nco-sipaificjat) *Wc decrease for w ran whose abortions occurred at less
than seven weeks gestations! age, to a significant 89% risk Increase tor women with post 18-week abortions.

Morec'rer, a risk derated aborc the norm started showing op for wotaai with Use first trinaestis; abrutiocs

(11-12 wveeks).

In fairness to the New York Times, however, the arthors themselves de-entobasized the finding, failing
even to mention it among the * Qrodurioca* in tte paper’s tbouuct. Thankfully, thu error of omission, did
not go unaotlcyd, drawing sharp criticism from Dr. George Bouncy, Chairman of Btoslarisfics at the Fox
Chase Cancer Center In Philadelphia, who »ld tbc Wasfcmgtcn Poatt "This is a powerful group (Melbye et

al.), that should know bener*.

Yet the most Important aspect of this finding of ilgmficaady iacrtnsed risk with increasing gestational age at
abortion. Is that Melhye et al. acknowledged has supporting the biological basis of abortion as abreast
cancer risk factor. That is, growth prwnotioaof prikmdve (and potentially cancer forming) breast calls by
surging estrogens during pregnancy may increase brcarc csncer risk if the prcgnsncy is aborted.
Theoretically, the Jocgcr thc exposure to this fcorraorai sumnlus, the greater the risk increase. Although
other studies have not found a consistent difference in eariy v. late first trimester abortions, thisone did,

and the authors call this Boding to be "in lias with da hypothesis”.

Concluding Remarks

Ample evidence has been presented above to «2®wthatthe anthonl "Conclusions: Induced abortions have
no overall effect oa the risk of breast cancer.* k, to say the least, a gross oversimplification. Butthere are
additional concerns: First, a great deal of infbntotioa about the effects of other variables is missing firm the
paper, as well zs the unadjusted relative risk calcatotforg. In ftet, the unadjusted overall relative risk can be
calculated at 1.44—a 44% risk increase. Of course, this figure doesn't mean much without ad/usonene, but
bow it manages to decrease to O S increased rfak « d (fistobing mystery. Dr. Y€ (personal
communication) says that they had to shorten the paper cocti&rshly for publication, but then oat wonders
why there is then so much redundancy ink: nnst of dmdata in the paper's only able is repeated ia the text.

Second, It must be road ttau one of the ruiabks adjusted for in this (and most other) studies, is age at first
frill ttrm pregnancy. That's because delaying the flat full term pregnancy fisuniversally recognized to
increase breast cancer risk. Induced abortion study increases risk when pcrfonr<ed on young; childUxe
women, since it delays the full term deitvety that radd otherwise naturally have occurred. This increase,
being specifically subtracted out, does not show up in any study (including the Drimf mete nmlysw) that it
braking for the specific effect of indtKCd abortion on breast ceocct rak.

Finally, it must be acknowledged that compureritxd cohort data ore generally of better quality dan
Interview-based data, all other things being etjuaL The difficulty with computerized data on toe risk ofa
disease libs breast cancer Is tto it takes yean-pcrijgc 5 to >0 years—for crocor to show ap in exposed
women. And abortion registries art not generally that old. Computerized registry data are most useful when
the outcome in question docs not requite such a long follow up period. A txrfcct example is a 2996 study
using toe Finnish abortion registry. Lafids British Medical Journal paper, Dr. Mika Glsslcr a al, found a
very rciUWt, almost sixfold (4SS8) bcreaae in the rato of suicide by wen*u who had had an induced

abortion to the previous year, compared to women who had a baby.
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CHAPTER 21

MATERNAL DEATHS AND
LONG TERM COMPLICATIONS

— ABORTION- CHILDBIRTH -

Itis claimed by abortion proponents that abortion
is safer than childbirth They claim I death per
100,000 abortions compared to 10 deaths per
100,000 deliveries. ..

Not True

V/hat Is the maternal mortality from childbirth?
Reported average maternal mortality 1979 through
1986 was 9.1 per 100,000 deliveries, having declined

hum 11 to 7.4.
Mortality & Moraliiy Rcpor. Toly 1991,

Cent Dis Cent, Vbl. No. 55-1

If all causes of maternal doth, other than those as-
sociated with live birth i.e., abortion, tubal pregnancy,
molar pregnancy, etc., were excluded ... "the mater-
nal mortality for 1985 would be 4.7 deaths per 100,000

live births.”
Tadactd Teljﬂmitiooof Pieg. . . Counril on Sdsatitl":
AfTan, AMA; , [fce. 9, *92, Vol. 268. No. 22, p. 5231
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And the rale has dropped further since the above, but
the U.S. Center for Disease Control (see Chapter 17) *
does not break down their figures. It continues to report ~
a figure for “maternal mortality” that includes abortion g

and other deaths. %

But some mothers do die?
In developed nations, almost ueva. The National J

Maternity Hospital in Dublin, Ireland, receives many 'f
complicated cases from around that nation and delivers a
10% of all butlis iu Ireland. fri 10 years (1970-79) itdo- .3
livercd 74,317 births at more than 28 weeks gestation %
with only one woman dying from a cause related tobcr -j

pregnancy. ) . i n
J Murphy cti L TheargrauticAo. . TheMedical Apirotrt, U
InshHNU. Ag. ¥, Vel 75,No.«S 1

Ed note: And this report wasfrom rw decades ago. f
Since then medical care has improved substantially.

Abortion Deaths

These have been grossly under-reported. Dw
pose* on this Is detailed in Urne 5 published by |
Dynamics. The author and his staff have verified |
deaths from induced aboiUon ia 1992-93. All we
reported to state agencies. There is docu
from state health departments that 18 were reported]
llic Federal Center for Disease Control. However, 1
official report of the CDC listed only 2 deaths. M

“At Life Dynamics we knew abortion CON
cations were grotesquely under-reported, but attrib
it to garden-variety bureaucratic incompetence.*»
after continuing research, they documented “thatJ
flawed abortion data from tho CDC was not from 1
titude but of dishonesty and manipulation” after 1
ing that “a large percentage of CDC employeesijl
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direct ties to the abortion industry,” they rctitlcd the
CDC to stand for “Center for Damage Comror —

"The CDC doesn’t oversee abortion, itjustifies iL"
M cruidter, Ume5Exploitedby Choice.

Ciiw.sIn PiiK, Chapter [ "Cootinft)« Boots." p. 135.

The claim that relevant statistics can be collected
from the place where the abortion was performed “is
little short of science fiction.”

“Complications following abortions performed in
free-standing clinics is one of the most frequent
gynecologic emergencies ... encountered, Even
life-endangering complications rarely come, to the
attention of the physician who performed the
abortion unless the incident entails litigation. The
statistics presented by Cates represent substantial
under- reporting and disregard women’s reluc-
tance to return to a clinic, where, in their mind,

they received inadequate treatment.”
L Iffy “Second TritCMtif Abortions."

vol. 2-19. no. 5. Pob. 4. 198.), p. 588.

What can cause her death?
The main causes are infection, hemorrhage and

uterine perforation.

How often do women get infection as a consequence
of induced abortion?
A study from one of the most prestigious medical
centers in the world. John Hopkins University, reported:
“Occurrence of genital tract infection follow- i
ing elective abortion is ¢ well-known compli-
cation." This institution reports rates up to 5.2%

for first trimester abortions and up to 18.5% in
midtrimester.
Durkmtn ci at.. "Culture and Treatment Rentes in Endcvmetrfth
ro.tpv.inf Ginctitc Aivrtiom" A/rtr. Jiynr. GDfGYh
vol. 128, no. S. 1977. pp. 556-559.

For the local freestanding atonion facility in your
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community, with far inferior quality of care, trie nutn-"
ber of such infections will be at least double that of<
such a medical center.
“One sequel to abortion can be a killer. This Is
pelvic abscess, almost always from a perforation
of the uterus and sometimes also of the bowd”
said two professors from UCLA, in reportingoa . |

four such cases. ,
C.Owvat & C. Baliend, Amw. four. OWCYN, vol. 48, p. 716.

nv reporisd in Enters- M ti. AfterAbortienAbsc&t, i
vol. 19,00.4, Ape 1977)

In an underdeveloped country, complications are®
more frequent and treatment is usually less avaflafrle3

and effective.
ri3

Can infection cause damage?

Infection in the womb and tubes often docs perma-,j
rent damage. The Fallopian tube is a fragile organ, a |
very tiny bore tube. If Infection iujuies it. It often sealsf
shut. The typical infection involving these OTgans is|
pelvic inflammatory disease (PID).

Patient* widi Chlamydia Trachomatous infection*
the cervix (13% in this series) who get inducedl*

tion "run a 23% risk of developing PID.”
£1 Quigitivd et 2J , Briii<h J.iur. rffonerxr&Di*t3i£. JuBO 19SZ p.jl

“Pelvic Inflammatory Disease (PID) is difficultj
manage and often leads to infertility, even wii,
prompt treatment ... Approximately 10%;0j
women will develop tubal adhesions leoding't
infertility after one episode of PID, 30% after!
episodes, and more than 60% after

episodes." tot
M. Spence, “PID; Detection & TVeatmem.' S caattjl

Dittos* Outtun. Join Hupllua Uulv_yvL 3,00, 1,J

"Acute inflammatory conditions occur in 5% of
cases, whereas permanent complications et
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chionic inflammatory conditions of the female
organs, sterility, and ectopic [tubal] pregnancies
are registered in 20-30% of all women. .. these
are definitely higher in primjgravidas [aborted For

first, pregnancy]."

A. Kodasd. “Artificial Ifrmnsnion of Pregnancy in
ClodwslovnkiaT thiemat'lJour. GYNBCB vol 9,no. 3.1971

Venereal disease, usually Gonorrhea or Chlamydia,
causes PID. This, if present, vastly complicates an in-

duced abortion.
“Chlamydia trachomatous was cultured from the

cervix in 70 o f557 women admitted for therapeu-
tic abortion. Among the 70, 22 develops! acute

PID postoperarively (4% ofthe total)."
E-Qui'g-visd et it, "FID Awedartd vieh C 'Darfwraaoas Infection,
A ProipxtiiT Sindy,* RrHixftlnue r/\VenrjraJ Disease.
W3LS9.na3.1S32.pr. 1«9*192

Another study revealed a 17% incidence of post-

abortal Chlamydia infection.
Bortwecl a al,, “Post Abort™ Endarctnfls and Citamvtlia”

(PACT7V.565«. Ivsé.

In a classic English study at a university hospital
which reported on four years’ experience, “there was a

27% complication rate from infection."
JA. Stall*ath)' ctal. ‘ Legal Abortiort ACritical Assessrent
ofto Risks." The lanea, t>c, 4.1971

What or bleeding?

Bleeding is common. Most get by, but some need
blood transfusions. The Staliwonhy study (above)
reported that 9.5% needed transfusions. Most recent

studies ore reporting smaller percentages.

Are blood transfusions 2 cause of death In abor-
tions?

Yes, and these deaths are never associated directly
oor reported as statictics related to abortions. Hero is

151
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how this works:
First, we must know how many women need blood |

transfusions after getting induced abortions. Tliese fig-
ures are hard to come by. the only controlled studies?
arc from university medical centers, which do only ga;
small fraction of all abortions. Over 90% of abortions,'
inthe U.S. and varying percentages in oilier nations are:
done in free-standing abortion chambers where the!
medical care is only a faint shadow of the competence.-
of those medical ccntere. Women who hemorrhage:
from these abortions are sent to “real” hospitals for,
transfusions and surgery. The percentage who need
transfusions then must remain on estimate as these,
commercial establishments do not report thif

How many then? Lot’s be conservative and say tha$j
one in every hundred noode a blood transfusion. If;
there are 1,600,000 abortions annually in the United]
States, this means that 1% or 16,000 women
transfused. ,

Viral hepatitis Is transmitted in upto 10% o f patient

transfused. Ten percentof 16,000 is 1,600 women.
Arer. Assn. Blood Barks wd Arer. Red Crrall
Giraular Infomatian. MSB“ ™

1*

An analysis of 300.000 cases of Hepatitis virus™
tcction showed that deaths occurred from three caj
322 from acute disease, 5100 from cirrhosis, and

from liver cancer. This moitaliiy rate is over 2%. ,,
R. Uoslksr. B: Ptsniwl Stmrixd.~

Mai News. Cct 13 W&

Two percentof 1600 women means that ultir
deaths result annually from abortions for thisr

AIDS is another threat. Two percent of AIDS;j
been acquired by blood transfusions. With recent
fid screening techniques, this is now much less/x
so, 200-400 people in developed couatries, per™
are still being exposed via blood transfusions.
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familyPnoaicrNew, M«y 15,19

In underdeveloped nations the AIDs threat ranges
from seldom to common.

Are blood dots ever a problem?

Blood clols arc one of die wiusraofdeath to mothers
who deliver babies normally. They are also a cause of
death in healthy young women who have abortions
pci formed.

Embolism (floating objects in the blood that go to
the lungs) is another problem. Childbirth is a normal
process, and die body is well prepared for tho birth of
the child and the separation and expulsion of the pla-
centa. Surgical abortion is an abnormal process, and
slices the unripe placenta from the wall of the uterus
into which its roots have grown. This sometimes caus-
es the fluid around the baby, or other pieces o ftissue or
blood clots, to be forced into the. mother’s circulation.
These then travel to her lungs, causing damage and oc-
casional death. This is also a major cause of maternal
dcaihs from the salt poisoning method of abortion.

For instance, pulmonary thromboembolism (blood
clots to the lungs) was the cause of eight mothers dying
from abortions, as reported to the U.S. Center for Dis-

ease Control
W. Cscsa aL Aner.Jour. OBXsYN, voL 132, p. 169

And this can occur luthoseas yoang as 14 yearsol+
P id ieeret, toL65, no. £, Oct. 1971

Also, omniotio fluid embolism um “emerged as
an important cause of death from legally induced
abortion." Of 15 cases, the risk seems to be greater

after tbrca months. Tnwtniwit is ineffective.”
R. Glidooi ctcL Amtr. Tous OB/OYV,
wolL*1,1981, p. 257
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And has an 80% mortality rate.
S. Clifk, Amnlullc Fluid Gmbcll/'m. Uw Raflmf/||

vol. 14, Aug. '89. p,50.]

What is Disseminated Intravascular Coagulation?1
This is a sudden drop in blood clotting ability whichl

causes extensive internal bleeding and sometimss.1

death. The cjassir. paper was on h.yoertonic saline (sa]fl

poisoning) abortions (see reference below). m
H. Glucdc et al.. "Hypcrtcnk Saline Abortion, i

CtoTTPtatloo with D.LC-" JAMA, vol. 223. no. 1, inly:, >973. pp. 28-29/

“Saline-induced abortion is now the first or second™
most common cause of obstetric hypofibrinogeneroia.”?

[Same as D.I.C. above],
L. rabcrt, Unk cfNC. “DtC More Common Thrcstwiir?

Use of Saline Atonion." FamilyPmalctN o w
vol.5.na 19.0 x | |

In recent years this method has been seldom usedi
However, D.1.C. has also been caused by D&E antrj

Prostaglandin abortions,
White etal, “D.I1.C. Following Ttrte Mid-Tnirt5*r Atw rtkoji]

Arcejihcsiolosy. vol. s8. 1983. pp.99-ifi-

Apart from deliberate mis-reporting to mask al
don death, are there others Innocently missed? $
Yes. For lastance: ‘e$
*Consider the mother who hemorrhaged, was i
fused, got hepatitis, and died months later. 0£5¢
cause of death. Hepatitis. Actual cause, abortiqu™
<A perforated uterus leads to pelvic abscess, scpd*
(brood poisoning), and death. The official report.!
the cause of death may list pelvic abscess and**
ticemia. Abortion will not be listed.
«Abortion causes tubal pathology. She has aije[
topic pregnancy years later and dies. Theci"*
listed willbe ectopic pregnancy. The actual <w

abortion. "'ti
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«Deep depression and guilt following an abortion
leads to suicide. The cause listed, suicide! Actual

cause, abortion.

Btil many are mis-rcported on the original death
certificate and are not quite innocent.

<The kindhearted surgeon, unable to save the life of
an abortion victim, feels that she and her family
have been punished enough. He doesn’t want to
ruin her and her family’s reputation in the commu-
nity — so he forgets to mention abortion on the
death certificate.

«|f the abortionist docs the follow-up care and the
patient dies from the abortion, the abortionist does-
n't warn die reputation of being o butcher, so an-
other cause is listed.

«Usually, however, a different doctor sees a patient
who dies from die damage done horn an abortion,
but she and her family hotly deny the abortion. The
abortion connection cannot be absolutely proven,
and the new doctor fears a suit for malpractice or
for defamation of character, and so he lists another

cause.

You mean all maternal deaths from abortion are
not reported?

That’s exactly correct. The official reporting agency
forthe U.S. government is the Center for Disease"Con-
trol in Atlanta, Georgia. Listen to this:

During the two-year stretch of 1991 and ’'92, the
CDC officially reported only one mother each year
dying from induced abortion, in fact, there are 20 doc-
umented deaths. Of these, 14 were reported directly to
the CDC from state health agencies, the CDC only
listed two ofthem. Mr. Crutcher’s book, LimeS, which
accuses this agency of gross dishonesty and malfea-

sance ia its reporting, is extremely convincing.
M. Gather, Lite Dynamic*, pesonal commuticttioa. Inly ‘93

1ss
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Even so, the situation today is better than the Ms,0Coj
to 10,000 women who died annually in the UJ5A.J

from back-alley abortions,” Isn’t it? -a

These figures, often cited by pro-abortionists, aroj
simply false. During the debate on the floor of the U.S'
Senate on the Hatch-Eaglelon Fro-LIfc Amendmentit
1983, the U.S. Bureau of Vital Statistics provided fee]
data on such deaths.

Its reports showed that you must go back to the i
Penicillin era to find more than 1,000 maternal deaths!
per year from illegal and legal abortions combined!
The precipitous drop in maternal deaths in the 195fl$]
and ‘60s occurred while abortions were still illegalLf
Before the first state legalized abortions in 1966, feej
total deaths were down re 120 per year. By 1972, bo-j
fore the Supreme Court legalized abortion in all 501
states, it was down to 39 per year in the entire U5 |
Sine®© legalization, the slow decline has continued, sol
that now die only difference is that more mothers: *
dying from legal, rather than illegal abortions.

U.S. BUREAU OF Vil AL STATISTICS

Reported Maternal Deaths from

YEAR Illegal Abortion in U.S. "3
1940 1,679
1950 316 -«
1960 289 ;' m
1966 120 First Slate Legalized in 1967$jjl
1970 128 >358
1972 39 Supreme Court Decision In 19738
1977 21 W A
1981 8 e Jfflt

Tikoi fromUS
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What of pregnancy and abortion in teenagers?

Early on. it was thought that pregnancy in young
teenagers was moro risky than In okter women. But
recent studies have shown that teenage mothers have
no more risks during pregnancy and labor, and their
babies fare just as well as their more mature sisters’
babies, if they have had good prenatal care.

“We have found that teenage mothers,' given
proper care, have the legist complications in childbirth.
The younger the mother, the bdter the birth. If there

are more problems, society mokes itso, not biology.”
B.  SuUoTi*SmUh,./cw: o f Youthand Adolactncc
ASreported in Ute ffw fork Time* Apiil 24,1975

"No relationship between mother's physical growth
and maturation and adverse pregnancy course or out-

come was demonstrated.
Suksnicti ct tL “Physic Msturjry and Pregnancy

Under 16 Yotrs," ' Pedliatrics:
wl. 78, @. i,My 1986.p.Hi

Dr. Jerome Johnson o f John Hopkins University, and
Ur. Felix Heald. Professor of Pediatrics, University of
Maryland, agree that the fact that teenage mothers often
have low birth weight babies is not due to "a pregnant
teen-ager's biologic destiny.” They pointed to tbc fact
that the cause for this almost invariably is due to the
lack o f adequate preratal care, "With optimal care, the
outcome oFan adolescent pregnancy can be as success-
ful as the outcome of a non-adolescent pregnanc

Family PracticeF ~ DEC XS, 1975

The overall incidence of pregnancy complications
among adolescents 16 years and younger is similar to

(hat reported for older women.”
E. Hopkuit. "Pregnancy CWnplkatioos ITgt nghﬁ M |te
OB-GWNcn, v\ 1

“Obstetric and neonatal risks for teenagers over 15
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are no greater than for women in their twenties, prtH
vided they receive adequate care "
There is evidence that in 15- to 17-year old women,

pregnancy may even be healthier than in older agea.
£. McAnamcj'. Trtgnancy M«y B* SrfeftSf
CB-GW tens, Im. 19)_6;%
1

PtdicUricx vol. 6, no 2, Fib. 1975, pp 199-3051
F Ay, CansbCol_ Fanily

“FTcpam T»rm .. *Fmidly Frcttfc* <
Aen.Jam 15 19t7,p. ft3

JAY
But the abortion picture i* different, partiaiiariy iaj
regard to cervical damage. 'S

After years of legalized abortion experience, 11 pro-;
abortion professor of OB/GYN at the University of|
Newcastle-on-iyne reported on his follow-up, ranging”™
from two to twelve years, of 50 tcaiage mothers wt~
hnd been aborted by him. He noted that "the cervix <
the young teenager, pregnant for the first time, is
variably small and rightly closed and especially " ‘1
to damage on dilatation.” He reported on the *i—
dismal” results of their 53 subseqifent pregnaaries:

Six had another induced abortion. .é

Nineteen had spontaneous miscarriages.

One delivered a stillborn baby at 6 months.

Six babies died between birth and 2 years.

Twenty-one babies survived
J. Kujjcll. “SMUftl Acdv Itjr «<iul li» Owu«pnow» intheT

OWa in OB.GW. vol. l.do. 3. Dec. 197Ah»-<

“Physical and emotional damage from —-
greater in a young gut Adolescentabortionci.:
differ from their sexually mature countrrparfrri
these differences contribute to high motbidity/V7
have immature cervixes and “run therisk ofa 1
potentially traumatic dilatation.” The use of I'

“in no way mitigates our present concern
problems of abortion.”
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C.  Omd, ProblemofAdoteeartAbortion,
Onto Patel 14, Throrro Getml Hospital

“The younger the patient, die greater the gestation
(age of the unborn), the higher the complication
rate Some of the most catastrophic complications

yeeur 5n teenagers.”
“Eighty-seven percent (87%) of 486 obstetricians

and gynecologists had to hospitalize at least one
patient this year due to complications of legal abor-

tions.”
M Biilfin. MD,, OR-G Yti Observer, Oa-Ncr/. 1975

Abortions May Be Legal
But
They Are Not Always Safe
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EDITORIALS

Editorials

Abortion, Brjeast Cancer,

and Epidemiology

N this issue of the Journal,* Melbve et id. present
substantial epidemiologic evidence that induced

sulting apparent risk was very large.7 The investiga-
tors doubted the validity of the association, however,
since none appeared in the other region and since a
comparison of prescriptions for ora) contraceptives
and interviews showed that eontrol-group women In
the Roman Catholic region were especially prone to
understate their use of oral contraceptives.

With low estimated risks and a potentially large
bias, It is ultimately impossible to tell how far ofFthe
mark these case-control interview studies could be.

abortions do not artcct a woman’s risk of having Meta-analysis of muluple case-control interview stud-
breast cancer. In a linkage study, they compared the ies offers no insights into this critical issue, only add-

abortion histories of women with and without breast
cancer in Denmark. The use of data on abortion ob-
tained from population registries rather than from
interviews, the large size of the study, the inclusion
of one country’s entire population of women, and
the adjustment for other aspects o f reproductive his-
tory ail strengthen the credibility of the findings.
The study thus provides important new evidence to
resolve a controversy that previous investigations
have been unable to settle.

By relying on uniformly collected data on abor-
tion in Danish registries, McJbyc ct al. avoided the
major problem that has plagued case-control inter-
view studies: differential reporting of abortions. For
many issues, interviews of women with breast cancer
(as case patients) and women from the same popu-
lation (as controls) provide valid information, but
they founder if the patients with breast cancer arc ei-
ther more or less likely than other women to recall
or report their history accurately.

Induced abortion, even when legal, is an emotion-
al and private matter and is often not reported in in-
terviews.-3 Women whose recent diagnosis of breast
cancer moves them to cooperate with researchers arc
more likely to report their abortions.1 Thus, when
several case-control studies based on interviewsl4re-
ported a slightly elevated risk overall or in a subgroup
ofwomen, the interpretation was clouded by the un-
known extent of the bias. For instance, in a case-con-
crol study involving personal interviews that was
conducted in Seattle/ the investigators estimated an
overall increase in risk of SO percent. They judged
that false reports of not having had an abortion
could have inflated the estimate by 16 percent at
most, but their estimate of the bias was arguably too
low, since halfofall abortions were denied in earlier
U.S. surveys. In a later studv, the investigators re-
ported no overall ditfercnce in risk bur nnrrd a
slightly higher risk among nulliparous women/

In a study using telephone interviews,6 the authors
concluded that much ifnot all of an apparent23 per-
cent Increase in risk could be attributed to inaccurate
reports of the history ofabortion. In a recent Dutch
study, only 1 of 230 women in the control group
from the heavily Roman Carbolic region cf die
country reported having had an abortion, and the re-

ing apparent precision to an estimate that is system-
atically erroneous by an unknown amount. In short,
record-based studies like the one by Melbye ct al. arc
necessary.

The Danish study included data on the key repro-
ductive factors that affect the risk of breast cancer
and that may differ between women who have had
abortions and other women. In this way, the poten-
tial effects of abortion could be distinguished from
related reproductive characteristics, such as older age
at the time of the first full-term pregnancy. One
drawback of the study was that it lacked data on non-
reproductive risk factors for breast cancer that could
differ according to abortion history. Could such con-
founding have obscured a real overall association? If
the women who had abortions had substantially few-
er family members with breast cancer, were much
older at mcnarche, or had other unmeasured char-
acteristics that lowered their expected risk of breast
cancer, some degree of risk associated with abortion
could have been missed. Such a characterization
cot’'ld apply to small subgroups, but it seems unlikely
that it would apply to all 18 percent of the women
in the Danish cohort who had had an abortion.

The large size of the new study is also an advan-
tage. It yields a very stable estimate of overall risk,
and it provides information on specific risks accord-
ing to when in the woman’s life the abortion oc-
curred, In this cohort of 1.5 million women, 1338
cases of breast cancer were diagnosed in women who
had terminated pregnancies. By comparison, large
case-control studies in the United Scares each have
included 200 to 300 cases cf breast cancer in wom-
en who had abortions. Among the women who had
abortions, those who later had foil-term pregnancies
and those who never gave birth had the same risks
as women in the corresponding groups who had not
-had abortions, Similarly, having had more tlun one
abortion did not appear to alter the risk.

Even though the risk of breast cancer was unrelat-
ed to abortion overall, the length of gestation when
the abortion was performed differed between the
women with breast cancer and the controls The
overwhelming majority of the abortions in the Dan-
ish study took place at 7 to 14 weeks of gestation,
as in the United States today, but the study Included
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a small number ofwomen who hid terminated their
pregnancies in the filth month or later and a small
number who had abortions very early, at less than
7 weeks. Among the women with late terminations,
there were 14 cancers — almosc twice as many as ex-
pected. Slightly fewer cancers than expected were
diagnosed in women whose abortions took place be-
fore seven weeks of gestation,

With such small numbers, a chance association is
possible, but one also may wonder what else dis-
tinguishes women who have very late or very early
abortions. Their diet, alcohol consumption, or so-
cial class may be different from that of other women.
The overall trend toward a slightly decreased risk In
association with very early abortion and an increased
risk in association with late abortion could be the re-
sult ofcause, chance, or confounding fthat is, corre-
lation with an unmeasured risk factor). Only epide-
miologic studies that include both large numbers of
women who have had these unusual abortions and
detailed information about nonrcproductive risk fac-
tors are likely to reveal which explanation is correct.

In short, a woman need not worry about the risk
of breast cancer when facing the difficult decision of
whether to terminate a pregnancy. For the sciendst
trying to elucidate how pregnancy sometimes im-
pedes and sometimes enhances one or more steps in
breast carcinogenesis, puzzles remain, and this large
study highlights some ofthem. The possibility of an
increased risk with very late abortion, a decreased
risk with very early abortion, or both must be seen
asone of those puzzles. Neither the clear central find-
ing that there is no overall risk nor the unresolved
peripheral issues ought to influence the continuing
public debate about abortion itself— a debate that
is ethical and political in its essence.

Patricia Hartge, Sc.O.

National Cancer Initltuie
Bethesda, MD 20592
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A Malaria Vaccine Based on a
Sporozoite Antigen

ALARIA was eliminated from many tcmper-
Matc-zone countries in the 1940s, and In the
next decade its prevalence was drastically reduced in
several tropical countries. However, in recent years,
this infection has undergone a resurgence in most
tropical regions. Currendy, malaria occurs in over 90
countries, and according to World Health Organiza-
tion estimates, it causes up to 500 million clinical
cases and 2.7 million deaths per year. PUinnortiutn
falciparum is the most prevalent of the four malaria
parasites of humans and causes mosc of the severe
and lethal infections affecting young children and
nonimmune adults. The P. vivax species also causes
considerable morbidity, particularly when it infects
persons who have never been exposed to malaria. A
sustained, effective program ofcnnrrol has been dif-
ficult to implement in areas in which the disease is
endemic because of the rapid spread of drug resist-
ance in P.falcipanon; the development of resistance
to insecticides bv anopheles mosquitoes, which trans-
mit the disease; and the deterioration of socioeco-
nomic conditions in these areas. A reliable, highly
protective malaria vaccine would certainly provide
the most cost-effective means of control.

Sporozoites, the infective stage of the parasites,
are inoculated into the host by the bite of infected
mosquitoes. Alter reaching the bloodstream, they
rapidly invade hcpatocvtes, undergoing profound
changes and rapid multiplication, so that one spo-
rozoitc will produce tens of thousands of parasites
in a few days. These events constitute the asymp-
tomatic, prc-erythrocytic phase of malaria. Large
numbers of parasites are released from hepatocytes
and enter the circulation, rapidly invading erythro-
cytes, where they undergo further transformation
and multiplication. This process constitutes the
asexual, erythrocytic phase, which is responsible for
the symptoms and pathologic characteristics of this
disease. Some intracrythrocytic parasires are trans-
formed into gamctocytcs (a sexual stage), which un-
dergo further differentiation and multiplication, re-
sulting in sporozoites that migrate to the insects’
salivary glands.

The developmental stages of malaria parasites in-
volve a number of potentially pmtccrivce, stage-spe-
cific antigens, providing multiple targets for effective
immune responses. They arc the basis of three dis-
tinct approaches to vaccine development: vaccines
targeted against sporozoites or the intrahcpatocytic
form of the parasite, vaccines targeted against select-
ed antigens of asexual stages of the parasite, and
transmission-blocking vaccines targeted against ga-
metocytes, gametes, or later stages in mosquitoes.
Only the first two types of vaccines attempt to pro-
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INDUCED ABORTION AND THE RISK OF BREAST CANCER
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Abstract

Background It has been hypothesized that an In-
terrupted pregnancy might Increase s woman's risk of
breast cancer because breast cells could proliferate
without tha later protective effect of differentiation,

Method) Wa established a populotion-basad co-
hort with Information on parity and eltal status con-
sisting of all Danish women born from April 1, 1935,
through March 31, 1978. Through linkage with the
National Registry of Induced Abortions, information
on the number and dates of Induced abortions Bmong
tnoso women was combined with information on
the gestational age of each aborted fetus. All new
cases of breast cancer were ldentified through link-
age with the Danish Cancer Registry.

Remits Intna cohort of 1.5 million women (28.5
million parson-years), wa ldentified 370,715 Induced
abortions among 280.965 women (2.7 million per-
son-yoars) and 10,246 women with breast cancer. At*
tor adjustment for known risk factors, induced abor-
tion was not associated with an Increased risk of
breast cancer (relative risk, 1.00; 91 percent confi-
dence interval, 0.94 to 1.06). No increases in risk
were found in subgroups defined according to age at
abortion, parity, time since abortion, or age at diag-
nosis of breast cancer. The relative risk of breast can-
cer Increasod with Increasing gestational age of the
fetus at the time of the most recent induced abor-
tion: <7 weoks, 0.81 (95 percent confidence interval,
0.58 to 1.13); >1Z weeks, 1.38 (1.00 to 1.90) (reference
category, 9 to 10 weeks).

Conclusions Induced abortions have no overall af-
feet on the risk of breast cancer. (N EnglJ Med 1997;
336:81-5.)

01897. Mwnchuneru Medicel Society.

FULL-TERM pregnancy increases a wom-
an's short-term risk of breast cancer, pos-
sibly as a result of the growth-enhancing
properties of pregnancy-induced csrrogcn

secretion. By contrast, such a pregnancy decreases
the long-term risk of breast cancer, perhaps by in-
ducing terminal differentiation of the susceptible
mammary cciLs.15 Studies in animals suggest that the
potential tor terminal differentiation of breast cells is
lower for a pregnancy terminated by abortion than
for a full-tcrm pregnancy. On this basis Russo and
Russol have proposed that a full-tcrm pregnancy al-
lows complete differentiation of breast cells, thereby
protecting against cancer, wherea* an abortion fore-
stalls die late protective effect o f differentiation, there-
by increasing the risk of breast cancer.

Epidemiologic studies of the association between
abortion and the subsequent risk of breast cancer
have yielded inconsistent results, with estimates of
risk ranging from moderately elevated to significant-
ly lowered.424 In a recent case-control study, Paling
et al. found evidence of an elevated risk in women
who had an induced abortion between 9 and 12
weeks' gestation, but this finding was based on a
very limited number of women.7 In the present
study, we took advantage of Denmark’s mandatory
reporting of all induced abortions, together with the
week ofgestation, to evaluate the hypothesis of Rus-
so and Russo.l

METHODS

Population Registries

Before Initiating this study, we obtained permUrfon Irom Den-
mark's National Scientific Ethics Committee and Data Protection

From Itie Department o f Epidemiology Re.-ejr.fi, Dan'uh EpMcmlutegy
Science Center, Stttent Serum Inxltvt (M.M., LW., M.K. T.W., PICA ).
Ific Daniih Cancer Rcgiitry (I H O J. mil ihc NJtinntl fcurd nt Health
(K.H.-L.) — til in Copenhagen, Pcnma/Zk. AdlJreu reprint requcin Hr Dr
Mclbjc at the Department of Epidemiology Rneareh, Dtnofl Epidemi-
ology Science Center, Scatcnt Serum Irutitui, 5 Anlllcrt*e]. DK-Jjno Co-
penhagen 5, Dcnrnart.
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Hoard. For this Investigation we linked data from the Civil Reg-
istration System (CRS) with data from the National Registry lor
Induced Abortions and the Danish Cancer Registry. Since April
I, 1968, the CR5 has assigned a unique Ideniifieailon number to
all Danish residenrs, which pennies Information from different
registries nr be linked. The CAS also keeps updated tiles on the
dates of live births and documents demographic variables such at
emigration and deaths.

The reporting of induced abortions to the National Board of
Health hat been mandatory since 1939, In 1973. the legal tight
to an induced abortion through 12 weeks' gestation was estab-
lished for women with rciidence in Denmark- Induced abortions
after week 12 were permitted under medical or other circum-
stances, such as rape, that could greatly interfere with the proper
care of the newborn child. Since 1973, information on all In-
duced abortions, including the date or the procedure and the
week of gestation at the time, has been computerized In the na-
tional registry of induced abortions.11 The induced abortions in-
cluded in thii analysis (those occurring between 1973 and 1992)
were performed almost exclusively by surgical removal.

The Danish Cancer Registry Contains information on all eases
ofcancer diagnosed in the country since 1943. It receives reports
from clinicians, pathologists, clinics, radiotherapy units, and hos-

pitals.14

Subjects
A research data base comprising all Danish wom.en bom be-
tween April I, 1935, and March 31, 1978, and including infor-

mation on any livc-bom children, was established on the basis of
information Irom the CRS5. The individually identifiable CRS
numbers were used to form a link with the national registry of
induced abortions, which supplied information on the dare ofany
induced abortion and the gestational age of the aborted fetus.
Subjects’ CRS numbers were subsequently lloked with the Dan-
ish Cancer Registry to identify the subjects with a diagnosis of
invasive breast cancer.

Statistical Analysis

Follow-up for breast cancer for all the women began on April
I, 1968, or on their 12th birthday, whichever came later. The pe-
riod at risk continued until a diagnosis of breast cancer, death,
emigration, loss to follow-up, or December 31, 1992 (at which
date the cancer registry was considered complete) — whichever
occurred first. The possible effect of the duration ofthe pregnan-
cies that ultimately ended io induced abortions was Investigated
in a log-linear Toisson regression model.17 The numbers or per-
son-ycan at riak were calculated for groups defined according to
the week oFgcstalion for Induced abortions that cook place at <7,
7to8,9 to 10, U to 12, 13 to 14, 15 to 18, and >18 weeks’
gestation. Women with more than one Induced abortion were, In
the period between the first and second abortion, considered at
risk according to the week o f gestation at the time of the first In-
duced abortion; between the second and third abortions they
were considered at risk according to the week of gestation at the
time of the second induced abortion; and so on.

Adjustment wan made for attained age in one-year intervals and
for the calendar period (n which the abortion occurred (1968-
1972, 1973-1977. 1978-1982. 1983-1987, and 1988-1992),
parity (0, 1,2, 3,4, 5,6.and >7). and age Jt delivery of a first
child (12 to 1V, 20 to 24, 25 to 29, 30 to 34, and >34 years),
Irs an exploratory analysis we alio categorized the Women accord-
ing ro calendar pcriou and age at first delivery In one-year Inter-
vals. but this had no effect on the results — a finding that argues
against residual confounding. For simplicity, the attained age ofa
woman Is denoted as her "age at the time of diagnosis Of breast
cancer.” "Calendar period” and “calendar period at time ordisg-
nosts of breast cancer” ale used aynonymously. Tests for trend

were performed with gestational age (rested as a Continuous var-
iable and the mean gestational age ured i» the value for each
group. Rate ratios for the incidence of breast cancer were estimat-
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ed with the use of the 5AS procedures solhvarc package PKUC
UF.NMOIV* These rate ratios are referred to as relative risks In

this article.

results

Overall, 1,529,512 women were included in tlic
cohort. Ofthese, 2,80,965 (18.4 percent) had a total
0f 370,715 induced abortions, distributed as follows:
215,902 women (76.8 percent) each had one in-
duced abortion; 47,906 women (17.1 percent) each
had two; and 17,157 women (6.1 percent) each had
three or more. The distribution of the numberofin-
duced abortions according to gestational age was as
follows: <7 weeks, 3.1 percent; 7 to 8 weeks, 37.1
percent; 9 to 10 weeks, 41.8 pcrcenr; 11 to 12 weeks,
15.7 percent; >12 weeks, 2.3 percent. Women with-
out a history of induced abortion accounted for
25,850,000 person-years of follow-up. In this group,
there were 8908 cases of breast cancer. In com-
parison, among women with a history of induced
abortion, accounting for 2,697,000 person-years of
follow-up, there were 1338 cases of breast cancer.

Overall, the risk of breast cancer in women with a
history of induced abortion was not different from
that in women without such a history, after potential
confounding by age, parity, age at delivery of a first
child, and calendar period was taken into account
(relative risk, 1.00; 95 pcrcenr confidence interval,
0.94 to 1.06),

Table 1 presents the association between variables
related to abortion history and the risk of breast
cancer. We calculated both the relative risk adjusted
for age, parity, calendar period, and age at first de-
livery and the further adjusted multivariate relative
risk (adjusted also for the other variables shown in
the table). The adjustment had little or no effect on
any of the risk estimates. Age at the time of the in-
duced abortion did not significantly influence the
overall risk, but there was a tendency toward a high-
er risk of breast cancer among women in the lowest
age category — between 12 and 19 years ofage (rel-
ative risk, 1.29; 95 percent confidence interval, 0.80
to 2.08). Neither the number of induced abortions
nor whether or not the woman had given birth to a
live infant (i.e., whether the induced abortion oc-
curred in a nulliparous woman or either before or af-
ter a live birth) significantly influenced the risk of
breast cancer. We also examined the time interval
between the induced abortion and the diagnosis of
breast cancer but found no indication of a differen-
tial effect (<1 year, relative risk=0.97; | to 4 years,
relative risk=0.99; >5 yean, relative risk131 (refer-
ence category]) (Table 1).

There was no effect of induced abortion on the
risk of breast cancer after adjustment lor the jges of

the women at the time of the diagnosis of breast can-
cer (12 ro 34 years, relative risk=0.95 |95 percent
confidence interval, 0.78 to 11*4]; 35 to 39 years,
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Table 1. Adivstf.d Relative Risk of BrkajT C ancer in Women syith a Histimt

of Inol'cso Abortion.

No. or  Ptnaornewi RUATTVE
AuxnoN HiiToev CAAICXG  ITMOUIAMIB) IMS CII*
W Xofgemtlim
<7 30 82 0.81 (0.58-1.13) 0.81 (0.58-1 13)
7-8 526 1012 1.01 (0.89-1.14) 1.01 (0.89-1.14)
9-10t 534 1118 1 l
11-12 205 422 1.12(0.95-1.31)  1.12(0.95~1.31)
13-14 6 14 1.13 10-50—2.52) 1.13 (0.51-3.53)
15-19 17 35 1.24 (0.76-2.01) 1.23 (0.76-2.00)
>18 14 14 1.92 (1.13-3.26) 1.89(1.11-3.22)
Age at induced abortion ivr)
12-19 23 458 1.32 (0,82-2.12) 1.29 (0.80-2.08)
20-248 68 617 1
25-29 161 552 0.91 (0.68-1.20) 0.93 (0.69-1:25)
30-34 366 529 0.99(0.76-1.29) 1,03 (0.77-1.38)
>35 720 541 1.04 (0.81-1.34) 1.07(0.80-1.43)
Nil. of Induced abortion!
It 1105 2220 1
2 191 376 1.08(0.92-1.26) 1.09(0.94-1.28)
P3 42 101 0.99 (0.73-1.35) 1.02 (0.75-1 40)
Time ilnee induced jbor-
liun (yr)
<1 63 339 0.97 (0.75-1.25) 0.97(0.75-1.25)
1-4 315 1048 0.99(0.87-1.12) 0.99 (0.87-1.13)
>58 960 1310 1 1
Tune of Induced abortion and
II*e-Wfth hiuoty
Nulliparuuj women 95 694 1.04 (0-83—1-29)
rVuuu) women
Induced abortion before 77 350 1.08 (0.85-1.36)
ht foe blrrh
Induced ibortlon after 115* 1582 1
1>t live birth!
Olher] 12 71 0.76(0.43-1.34)

«The relative mlu Mere calculated jrparatcly for etch of the five variable), with adjuitmcnt for
wynen'j age, calendar period, parity, ind as- at delivery' of a fint child. CI denote! confidence In-

terval-

(Valuta were adjusted for women') age, calendar period, parity, Jge at dclhcn' of 1 fint child, and

the Other variable) ahown In the table.

{The women with thir chancteriatic >er<cd u the rehrer.ee group.
$*Other" denote! Induced abortion occurrinn after delivery o f a first ehild in women who alio had

Induced abortion before delivery ofa fim child.

relative risk=0.99 [0.87 iO 1.14]; 40 to 44 years, rel-
alive risk” 1.01 [0.91 to 1.12]; 45 ro 49 years, rcla-
rive risk = | [reference category]; >50 years, relative
risk” 1.03 [0.88 to 121); P for trend =0.97). Also,
neither the calendar period at the time of diagnosis
of breast cancer (P =0.17) nor the calendar period at
the time of induced abortion (P=0.83) modified
the relation between induced abortion and the risk
of breast cancer.

With each one-week increase in the gestational
age of the fetus, however, there was a 3 percent in-
crease in the risk of breast cancer. The relative risk
increased from 0.81 (95 percent confidence interval,
0.58 to 1.13) among women whose most recent in*
duccd abortion was at less than 7 weeks o f gestation
to 1.38 (95 percent confidence interval, 1.00 to 1.90)
among women whose most recent abortion was at
more than 12 weeks of gestation. Wc acknowledge

the small number of cases in the group with abor-
tions later than 12 Weeks, but we evaluated this pe-
riod further and found the following relative risks:
weeks 13 to 14,1.13 (95 percent confidence interval,
0.51 ro 2.53); weeks 15 to 18, 1.23 (0.76 to 2.00);
weeks >18,1.89 (1.11 to 3.22) (P for trcnd =0.016,

Tabic 1).
DISCUSSION

Our study of a population-based cohort uncov-
ered no overall increased risk o f breast cancer among
women with a history of induced abortion. This re-
sult is very’ much in line with chc results of previous
retrospective cohort studies,910-1514 two of which ac-
tually suggested a decreased risk.1015 However, all
previously published retrospective cohort studies
lack detailed information on the week of gestation
at the time of abortion. The results of case-control
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studies have been inconsistent,1 but several
groups have reported an increased risk of breast can-
cer among women with a historv of induced abor-
tion.V.iMin

A recent meta-analysis found an overall increased
risk of breast cancer among women with a history
of induced abortion of 1.3 (95 percent confidence
interval, 1.2 to 1.4).14 The authors concluded that
"such a broad base o f statistical agreement rules out
any reasonable possibility that the association is the
result of bias or any other confounding variable.1
However, since almost all 23 studies included in the
analysis were casc-control studies, it is not unrea-
sonable to assume that many of them were inher-
ently biased, making the pooled conclusions biased
as well. Furthermore, the authors based their results
on a crude analysis of published odds ratios and rel-
ative risks with no attempt to incorporate the orig-
inal raw data into a more sophisticated statistical
analysis. ..

Almost inevitably, casc-control studies arouse con-
cern about the potential problem of differential mis-
classification. Even after its legalizatioi, abortion re-
mains a sensitive issue. It is possible that women
with breast cancer might be more willing to report
induced abortions than healthy women, A Swedish
study that compared registry information with inter-
view data regarding induced abortion attributed an
increase in the risk of breast cancer of between 16
and 50 percent to differential misdassification in
interview data.7” The problem of misdassification
base 1 on reporting led Newcomb et at. to conclude
that studies that do not rely on interviews with case
and control subjects are necessary to resolve whether
there is a link between induced abortion and breast
cancer.5 In our study, all the information on daces
and the number of induced aboruons, reproductive
history, and cancer diagnosis was obtained from na-
tional registries, which are compiled through a sys-
tem of mandatory reporting for the entire popula-
tion. Follow-up included complete information on
death and emigration and was performed through
computerized linkage of registry information by
means o f individually identifiable registration num-
bers. These measures, we believe, allowed us to avoid
some of the major methodologic problems of previ-
ous studies.

A limitation of our research data base was that in-
formation on induced abortions has been comput-
erized only since 1973. Therefore, we might nave
obtained an incomplete history ofinduccd abortions,
for some of die oldest women in the cohort. How-
ever, wc found that the risk of breast cancer among
women with a history ofinduccd abortion was no

j

different from that among women without such a j

history, nor did we find that the number ofinduccd

abortions Influenced the risk of breast cancer,
Therefore, it Is unlikely that missing information
M * January 9, 1997

about abortions before 1973 affected the results of

our analysis.
Induced abortion had no overall effect on the risk

of breast cancer, bur we found a statistically signif-
icant increase in risk among women with a history
of second-trimester abortion. The fact that such an
increase did not affect the overall result clearly in-
dicates that it is based on small numbers and There-
fore requires cautious interpretation. The increased
risk among women who had had second-trimester
abortions finds biologic support in experiments in
rats and is in line with the hypothesis of Russo and
Russo.-’

We were concerned that women whose breast
cancer was diaghosed during pregnancy might have
been advised to have induced abortions, a situation
that would not be equally distributed according to
the week of gestation at the time of the abortion.
Since the time at risk was calculated only up to the
diagnosis of breast cancer, only late abortions that
were misclissified as occurring before the diagnosis
of cancer could represent a problem. However, a
stratified analysis of the risk of breast cancer accord-
ing to the length of time since an induced abortion
showed no differential risk and, in particular, no in-
creased risk within the first rear after abortion. Abor-
tions induced at gestational ages of more than 12
w'eeks were performed primarily for medical or so-
cial reasons. The women who had such abortions
could have had a relatively high risk of breast cancer,
but we could not identify any medical condition as-
sociated with both a high risk and late induced abor-
tion. Women with drinking problems might delay
the interruption of their unwanted pregnancies, but
the association between alcohol and breast cancer is
weak and inconsistent.”

We cannot explain why a very early induced abor-
tion was associated with a slight, although insignifi-
cant, decrease Inrisk. Nullipatous women with a his-
tory ofinduccd abortion did not differ from parous
women in their risk of breast cancer. Among nullip-
arous women, the possible effects of lactation and
later births arc irrelevant. We arc therefore confident
that neither of these variables had any confounding
effect on our overall result.
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The Psychological Sequelae of Therapeutic Abortion-
Denied and Completed

Paul K.B. bagg, M.D.

Objective: The purpose of this article is to review the available literature on the psycho-
logical sequelae of therapeutic abortion, addressing both the issue of the effects of the
abortion on the woman involved and the effects on the woman and on the child bom when
abortion is denied. Method: Papers reviewed were initially selected by using a Medline
search. This procedure resulted in 225 papers being reviewed, which were further selected by
limiting the papers to those reporting original research. Finally, studies were assessed as to
whether or not they used control groups or objective, validated symptom measures. Results:
Adverse sequelae occur tn a minority of women, and when such symptoms occur, they
usually seem to be the continuation ofsymptoms that appeared before the abortion and are
on the wane immediately after the abortion. Many women denied abortion show ongoing
resentment that may last for years, while children bom when the abortion is denied have
numerous, broadly based difficulties m social, interpersonal, and occupational functions that
last at least into early adulthood. Conclusions: With increasing pressure on access to abor-
tion services in North America, nonps”™'chiatrlst physicians and mental health professionals
need to keep in mind the effects of both performing and denying therapeutic abortion.
Increased research into these areas, focusing in particular on tvhy some women are adversely
affected by the procedure and clarifying the relationship issues involved, continues to be

important.
(Am J Psychiatry 1991; 148:578-585)

(ter a period of relative quiescence, therapeutic
abortion services are once again attracting signif-

44, Worldwide, an estimated 30—40 million legal abor-
tions are performed annually, with perhaps another 20

icant political and public attention in North Americanillion illegal abortions (1). Recently, in North Amer-

and elsewhere. Systematic evaluation of any medical
procedure usually requires examination of both the
effects of performing that procedure and the effects on
the parient when nothing is done. Despite a great deal
of concern about the psychological effects of therapeu-
tic abortion in both the lay and scientific press, the
research examining either side of this issue, particu-
larly that looking at the effects of denying abortion on
thcparent and child, is sparse.

The last half century has seen a trend toward pro-
gressively more liberal laws with respect to access to
abortion, particularly in developed nations. Currently
in the United States approximately 1,5 million thera-
peutic abortions are performed annually, involving
27.4 of every 1,000 women bcrwen the ages of 15 and

Presented at the 143rd annua) meeting of the American Psychiatric
Association, New York, May 12-17, 1990. Received April 13,
1990; revision received Sept. 27, 1990; accepted Oct. 16, 1990.
From the Department of Prychiatry, Mount Sinai Hoipital. Address
repiintrequest* to Dr. Dags, Department of Paychiatry, Mount Sinai
Hospital, 600 University Arc., Toronto, Ont., Canada M5G 1X5.

Copyright © 1991 Amerieao Pryehiatrle Auociarion.

ica, as well as in some European countries, we have
seen a trend toward reexamination of this liberaliza-
tion and reinstitution of more restrictive laws. More-
over, in the developing countries highly restrictive laws
often persist, a situation that is complicated by "right-
to-life" groups in Western nations that ally themselves
with conservative forces in some developing nations to
try to strengthen restrictive abortion Uws there (2).
This paper has broken down the existing literature
in order to address the following essential questions.
The first is the simplest to address, and hence the one
that has generated the most research Interest. What arc
the psychological sequelae of therapeutic abortion,
both the immediate effects and the more subtle, long-
lasting effects? When abortion is denied, the issues are
more varied. Whar proportion of women go on to find
abortion elsewhere? If the fetus is not aborted, how
many of the infants are actually adopted away, the
alternative most often offered? Most importantly,
what are the effects on the mother and the child when
abortion is denied? Obviously, these are questions not
easily addressed scientifically. There can be no random

Am ) Psychiatry 148:5, May 1991



assignment of pregnant women to a group granted
abortion and to one denied abortion. Follow-up,
particularly for women denied abortion services, isun-
derstandably difficult. Cultural, social, and legal vari-
ations from place to place make comparability of stud-

ies difficult.

PSYCHOLOGICAL SEQUELAE OF COMPLETED
ABORTION

The first group to review systematically this partic-
ular side of the abortion issue was Simon and Senturia
(3) in 1966; they commented on the wide range of
results quoted by various studies, most of whose meth-
odology they severely criticized. In 1981, Doane and
Quigley (4) published an even more exhaustive review
of the literature, also commenting on the large propor-
tion of srudies that were severely hampered by major
methodologic flaws. They criticized in particular the
lack of any control group and the fact that the majority
of studies were impressionistic reports of a handful of
cases. Other problems included short periods of fol-
low-up, vague and poorly defined symptoms without
objective measurement, low response rates, and un-
specified indications for the abortion. The last problem
is particularly significant in that it has been clearly
demonstrated that medical or genetic indications for
abortion increase the risk of adverse psychological se-
quelae in the mothers (5, 6).

Since those two reviews, research has continued in this
area. The ongoing ttend to liberalize abortion access
lows toward the principle of abortion on demand has
had an impact on research in this field. Early research
tended to concentrate on psychiatric or medical com-
plications of abortion, emphasizing a disease model, as
some conception of disease was often required for
abortion to be performed legally. The emphasis has
now shifted toward a model in which research exam-
ines the psychological sequelae and antecedents that
affect a woman who seeks an abortion. In examining
past research that covers a variety of legal climates,
one must differentiate between research on "therapeu-
tic" abortion, which requires medical or psychiatric
consultation in the decision-making process, and re-
search on open abortion, in which the woman involved
is the sole decision maker. A recent review by Adler et
si. (7), which limited itself to U.S. studies in order to
reduce the confounding variables of social, cultural,
and legal differences, found that "legal abortion of
an unwanted pregnancy in the first trimester does
not pose a psychological hazard for women" in the
legal context of open abortion. None of the reviews
mentioned there, however, address the issue of denied
abortion.

Although many studies have examined the short-
term consequences of therapeutic abortion, few have
used cither a comparison group or objective measure
of symptoms. A few studies of open abortion do meet
these criteria. Freeman et al. (8), in one of the more
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objective studies involving over 400 women, found
that SCL-90 scores were elevated on several subscalcs
in women before the procedure but decreased signifi-
cantly toward normal quite rapidly alter the abortion.
Those scales on which the prcabortion scores were
highest, indicating the highest level of distress, had the
greatest decrease after the abortion. In 1985 Major et
al. (9) surveyed over 200 women before their abortion,
30 minutes afterward, and at the end of 3 weeks, using
the Beck Depression Inventory and clinical interviews.
They found the average score to be in the nondc-
prcssed range immediately after the abortion; 3 weeks
after the abortion the women’s mood had continued to
improve, and there was less depression and less antic-
ipation of negative consequences. Using the SCL-90
before and immediately after the procedure, Cohen
and Roth (10) demonstrated a significant drop after
the abortion in scores on the depression subscale, with
similar drops in scores on the anxiety subscale of the
SCL-90 and the Impact of Events Scale. Prospcctively
following hospital admissions in a study of therapeutic
abortion in the United Kingdom, Brewer (11) found an
admission rate 0f0.3/1,000 for postabortion psychosis
compared to a rate of 1.7/1,000 for postpartum psy-
chosis in normal-term deliveries.

Other studies, using less objective measures and ex-
amining thcrapcuric abortions that required psychiat-
ric or other medical consultation, still seem to point in
the same direction when-comparison groups arc avail-
able. Ewing and Rouse (12) found depressive symp-
toms in 3% of women granted abortions for psycho-
logical indications and in 12% of those women with
previous psychiatric contact. Mackenzie (13) com-
mented that women were more likely to be depressed
before the abortion than after and that 78% expressed
predominant feelings of relief, while 33% reported
some feelings of guilt, with 80% of the guilt rated as
mild. Niswander and Patterson (14) found that mosr
women report an improvement in emotional health. In
their study, women who had abortions for medical
reasons reported more "unfavourable reactions" than
those who had abortions for psychogenic indications.
In 1965 Jansson (15) reported the following rates of ad-
mission to rsychiatric hospitals immediately after abor-
tion or delivery: 0.70% after term delivery, 1.92%
after legal abortion, and 0.27% after illegal abortion
and spontaneous abortion. It was felt that the apparent
difference in reaction to legal and illegal abortion was
due to the much higher proportion of women in the
legal abortion group (over 50% ) with a previous psy-
chiatric history. Unmarried women were also more
likely to be hospitalized. Other short-term studies that
lack such comparison groups are summarized in tab’e
3 (3, 16-27).

When studies have examined the effects of abortion
months or years after the procedure, similar trends
continue. Brody et al. (28) and Niswander cr al. (29),
who used pregnant women with normal deliveries for
control subjects in examining therapeutic abortion,
showed that MMPI scores, which may be abnormal
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TABLE J. Studio of th* ImirwdtoM Pxrcivoitnicxl Sequel* Of Abortion

Number
of Subject*
EkbUd, 1955 (16) 4r
Simon and Senturi*, 1966 (3) %

Pan etui., 1969 (17)

55% (elt considerable relief

Bacon, 1969 (18)
Walter, 1970 (19) .
Osofsky and Oiofskv, 1972 (20) 250

Lazarus, 1985 (21)*

65% were happy
292 76% felt relief

Most experienced marked relief and

Result*

Positive Neyitive

2% had severe self-reproach

0% -41% felt guilty

40% had symptoms, *H mild; in one-
half, symptoms were prcicnt before
abortion

33% felt mild guilt lasting a few days

0% -30% felt mild guilt

14*/# wete sad, 24% felt guilty

15% fell guilty and were depressed;
10% had overall negative aymptoms

A few felt mild guilt for 1-2 weeks

Pare and Raven, 1970 (22) 128
improved relationships
Marder, 1970 (23) 147 Most experienced marked relief
of symptoms and improved rela-
tionships
Buckcneral., 1974 (24) 489 Positive reactions locreased with
more support
95 Most had positive feelings A few felt guilt and doubr

Adler, 197S (2S)b
Spaulding and Carenor, 1978 (26)

MEAIl and Wilion, 1987 (27)b

<Review study.

Two subjects developed psychosis,
one organic

Six subject* developed psychiatric
symptoms

«Studies examined abortion on request. All other studiei Involved therapeutic abortion requiring some degree or psychiatric or other medical

consultation.
‘Case reports.

before the abortion, normalize within 6 months to a
vcar after the abortion, The control subjects, who had
less abnormal scores before delivery, showed no
change in their scores after delivery. In the study by
Brody ct al., a group of women who were denied abor-
tion continued to have quite abnormal scores after the
delivery of the infant.

Studies of open abortion show similar results. Atha-
nasiou etal. (30), who also used pregnant women with
normal deliveries as control subjects and matched for
socioeconomic status, found no difference in MMPI
and SCL-90 scores between the two groups after de-
livery or abortion. A study by Jacobs et al. (31), who
used women undergoing minor gynecologic surgery as
control subjects, showed higher preabortion scores for
the pregnant women on the Psychopathic Deviate,
Schizophrenia, Hysteria, and Depression scales of the
MMPI; these differences disappeared after the abor-
tion. Using a different control group, Zabin et al. (32)
examined a group of adolescents who presented ini-
tially for pregnancy testing and subsequently studied
three groups— those who were pregnant and chose to
abort the fetus, those who were pregnant and chose to
complete the pregnancy, and those whose test results
were negative. One ana 2 years later they found that
the abortion group showed no evidence of psycholog-
ical distress compared to cither control group and that,
indeed, there was a nonsignificant trend toward better
psychological health with less anxiety on the Statc-
Trait Anxiety Inventory and more interna) locus of
control. In addition, the women who completed their
pregnancy showed a significant economic deteriora-
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tion afterward and were significantly more likely to
discontinue school than the abortion group; this dif-
ference actually increased between the first and second
years after delivery or abortion. In a study in Denmark
(33) that tracked psychiatric hospitalization rates for 3
months after abortion or delivery, there was no differ-
ence between postpartum and postabortion rates in
married and never married women. Higher postabor-
tion rates of admission were found in separated, di-
vorced, and widowed women, women who were more
likely to be isolated and alone.

Among the cider studies of therapeutic abortions
with less rigorous methodology, Peck and Marcus (34)
and Smith (35) found more symptoms of depression
and negative feelings, up to 2 years afterward, in
women for whom the abortion was performed for
medical/generic indications. Significant distress oc-
curred in less than 10% of women who had abortion
for psychosocial indications. Ewing and Rouse (12)
found that approximately 95% of their study subjects
reported improved emotional health as a result of the
abortion at 2-year follow-up.

Tabic 2 presents data on other long-term studies
(16,17,22,36-47) that lacked comparison or control
groups (thereby making interpretation difficult). All
studies in this gtoup involved therapeutic abortion in
which psychiatric or other medical consultation was
required before the abortion. Noteworthy, again, is the
relative lack of significant negative responses in the
women. The two studies that found relatively higher
rates of negative responses arc those of Wallerstein et
al. (42) and Ashton (46). The low response rate (less
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TABLE 2, Studies of rjve Lonj-Ttrm Psychological EftrcU of Abortion’

Lorijtif of
Study and Year Follow-Up
Ekblad, 1955 (16) 2 years
Kretzichmar and Norris. 1967 (36) 1-3 ycats
Partet al.. 1969 (17) 2-6 months
Pare and Haven. 1970 (22) 3 months
Whittington, 1970 (37) 2-12 months
Fotd et al.. 1971 (38) 6 months
Margoiis et al., 1971 (39) 3-6 months
Mcyerowitc et a],, 1971 (40) 1-84 months
Todd. 1972(41) 1-3 ycats
Wallerstcin ct al.. 1972 (42) 5—7 months
Perc2-Reycj and Falk, 1973 (43) 3 months
Laik, 1975 (44J 3 months
Greet et a],, 1976 (43) 18 months
Ashton, 1980 (46) 6 weeks
Schmidt, 1981 (47) 3-6 years

W Results
of Subjects Positive Negative
479 11% hid self-teproich
24 — —
35 74%/, 14%
321 . 13% felt guilty
3) 87% 6%
22 _ 14%b
43 67% 9%
114 78% 9%
83 91% had no advene —
symptoms
z2 32%
41 75% -90% J—
50 68% -89% 8%
217 — 7% felr guilty, 19% had
other svmptoms
64 — 24% felt guilty, 31%
felt worried
10 Normalization of

scale score;’

aat .1 1 . e
" All studies Involved therapeutic abortion requiring some degree of psvchiatric or other medical consultation

According to the M.MFI.

'On the Hostility and Direction of Hostility Questionnaire and the Symptom-Sign Inventory.

than 20% ) ro a mailed questionnaire in the first study
and the minor nature of symptoms measured in the
second may account for the difference.

Table 3 presents data on studies (12, 14, 17, 22,36,
37,39, 44,45,48) that queried subjects concerning the
presence of regrets after the procedure (a measure of
ambivalence about the abortion decision). This ques-
tion is frequently posed, and vet despite the subjective
nature of the question, the results are surprisingly uni-
form. They reveal that for the large majority of
women, the decision about abortion, although un-
doubtedly difficult, is not one for which a great deal of
conscious ambivalence exists.

In women undergoing induced abortion, several fac-
tors have been identified that correlate with higher
rates of psychological distress after abortion. As pre-
viously mentioned, it has been clearly demonstrated
that a medical or genetic indication for abortion in-
creases the risk of a negative reaction (5, 6, 34, 35).
Previous psychiatric contact has also been clearly
shown to increase the likelihood of the woman having
a negative emotional response to the abortion (12, 34,
38). The presence of support seems to be a more com-
plex issue, with possibly contradictory results. Several
studies have shown that a woman's perceived degree of
support at the time of the abortion was positively cor-
related with a good psychological response afterward
(20, 24, 33, 49, 50), but Major ct al. (9) found that
women whose partners accompanied them to the clinic
for the procedure were more likely to feel depressed
aftepvard and experienced more physical complaints,
Similarly, Robbins (51) found that single women who
maintained a prong relationship with their partners
after the abortion were more likely to experience re-
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TABLE 3. Studies of the Prevalence of Regrets After Abortion*

Total
Study and Year Subjects Subiects With Regrets
Greer et al., 1976 (45) 217 3% at 3 months, 3.7% at
18 months
Niswander and Pinerson, 116 3%
1967 (14)
McCoy. 1968 (48) 62 32% had regrets of some
degree ar tome time
Ewing and Rouse, 1973 (12) 126 3%
MargoUs et al., 197) (39) 43 4.4%
Parretal, 1969 (17) 35 5.7%
Whittington. 1970 (37) 31 6.5%
Krerzschrnar and Norris, 24 12.5% had occasional
1967 (36) regrets
Lask. 1975 (44) 50 16% had some regrets
Pare and Raven, 1970 (22) 321 1.6%

‘All studies involved therapeutic abortion requiring some degree of
psychiatric or other medical consultation.

grets at 1 year and had more negative scores on the
MMPI at 6 months.

The decision on whether to abort the fetus or to
carry it to term is a complex one that has several effects
on the psychological state of the woman. Not surpris-
ingly, women undergoing mid-trimester abortions ex-
perienced more difficulty with the derision than those
having firsr-rrimester abortions (25), and they experi-
enced greater ambivalence about the pregnancy (52).
They also appeared more likely to experience negative
reactions after the abortion (25, 30,53), particularly if
the late abortion required induction of labor and de-
livery (54). Adolescents who felt that they themselves
made the decision to abort, regardless of the length of
the pregnancy, without pressure from parents or oth-

581



iiy:-
TABLE 4. Studkra of ttw <
Number

Study and Year of Subjects

Lindberg, 1948 (57) 344
Delcomyn, 1952 (58) 136
Hulrgren, 1959 (59) 4214
Hook, 1963 (60) 249
Peek and Mareui, 1966 (34) 9
Fornman and Thuwc, 1966 (61) 196
Pare and Raven, 1970 (22) 120

4

Meyerowirt et al., 1971 (40)
Hulrin and Ortonon, 1971 (62) 1.008

Djmych et al., 1975 (63) 439
Hunton, 1977 (64) 253
Drowcr and Nish, 1978 (65, 66) 69
Binkin et al., 1983 (67) 258

TABLE 5. StudiK of the Adoption of Children Bom Alter Abortion
Was Denied

Number of Children Adopted

Study and Year Children Bom Awi.v (%)
Malmfort, 1951 (68) 85 8
Aren and Amark, 1957

(69) 162 7.4
Fofuman and Thuwe, 1966

(61) 120 6.7
Kook, 1963 (60) 204 7.4
Pare and Raven, 1970 (22) 73 19
Prower and Nash, 1978

(65, 66) 38 16

crs, were less likely to experience negative emotions
after the abortion (24, 43).

Several studies have examined the effect of the wom-
an’s preabortion psychological status on her postabor-
non course, Spreckhard (55), in looking at women
who reported significant postabortion distress, found
that they used a great deal of denial and repression, as
well as projection onto their partner or the medical
staff, in dealing with the stress of their pregnancy and
subsequent abortion. These women also described
high degrees of boundary ambiguity with respect to the
aborted fetus and maintained an ongoing, high level
of attachment to the fetus, despite its loss. Athanasiou
et al. (30) found that women who experienced the
most distress after on abortion were more likely to
have lower self-esteem, a higher sense of alienation,
and less knowledge of contraceptives before the abor-
tion. Bracken ct al. (56) found that women with a
relatively internal locus of control and high level of ego
resiliency responded most favorably to the abortion.

PSYCHOLOGICAL SEQUELAE OF DENIED
ABORTION

Even more difficult to determine, and hence even less

often examined, is the issue of the effects of denying
abortion on the mother and child. The studies that
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iof Pro*n*fscy Aftw Aixsrttoti W«* DinW

Abortion (%)

Full-Term
Pregnancy (%) Induced Spontantom
14.5 —
2 39 —
85.6 10 4.4
69 — —
- 56 —
65.3 34.7 —
- 36 —
— 75 —
81.2 — —
72 10 18
345 46.6 5
55 — -
72 20 —

have been done are often older, since the access to
abortion has improved in many countries.

Before an examination of the direct effects of the
denied abortion, two issues need to be clarified. How
many pregnancies will go on to completion if abortion
isnot performed as requested, and of those, bow many
women will eventually put their infants up for adop-
tion? Table 4 presents data on studies (22, 34, 40,
57-67) that addressed the first question. Particularly in
the more recent studies, a large proportion of women
(over 40% in one large study [64]) will continue to
seek abortion elsewhere and will succeed. Particularly
alarming are the reported rates of “spontaneous”
abortion in this population. Because women who re-
quest abortion are often past th.* first trimester (the
stage at high risk for spontaneous abortion), truly
spontaneous miscarriage should be rare. However,
when these pregnancies are carried to term, studies
(22, 60, 61, 65, 66, 68, 69) show that the proportion
of children put up for adoption is quite small, ranging
from 6.7% to 19.0% (table 5). From these studies it
would seem that when an abortion request is denied,
the result is often either an abortion obtained else-
where or a mother raising an infant from an unwanted
pregnancy in the situation that led her to request the
abortion in the first place.

The few studies that have examined the effect of the
denied abortion on the parents have focused on the
effects on the mother. While the effects on the father
have been reported occasionally in an anecdotal fash-
ion, systematic studies are lacking. The earliest study
(60) evaluated 249 women 7 vears after the denied
abortion. It found that 27% of the women had been
able to cope fully with the pregnancy and the child,
22% still showed signs of mental illness and poor ad-
justment, and 51% had shown symptoms of mental
disturbance and great emotional strain for a period of
considerable length since the birth but seemed to have
overcome these problems. Unfortunately, the study did
not distinguish between women who aborted the fetus
elsewhere, gave the child up for adoption, or raised the
child themselves. Drowcr and Nash (65, 66) reported
that those women denied abortion expressed greater
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guilt and anxiety than women for whom an abortion
had been performed. In the most compelling of these
studies, Pare and Raven (22) looked at 73 women 1-3
years after their request for abortion was denied and
found that 59% reported that they accepted the Child
and were glad that they had not aborted the fetus,
while 34% reported that the child was a burden that
they frequently resented. Admittedly quite subjective,
these studies nonetheless show that although an un-
wanted pregnancy does not always result in an un-
wanted child, there is reason to be concerned that sig-
nificant numbers of these women will continue to
harbor quite negative feelings toward their children,
feelings that are easily elicited by interviewers.

The final and most difficult question concerns the
effects on the children themselves of being bom after
an abortion request is denied. In a study of the world
literature on infanticide, Resnick (70) found that 83%
of the newborns killed and 11% of the children killed
by their mothers had been born of unwanted pregnan-
cies. Studies by Blombcrg (71) and Huhin and Ottos-
son (62) found no difference in the rate of precnancy-
rclated or perinatal complications in children born of
unplanned pregnancies, while Nielsen (72) found a
slightly above normal rate of physical abnormalities in
newborns bom in this situation.

In a classic scudy that continues to have relevance
today, Forssman and Thuwe (61) compared, up to,age
21 years, 120 children bom of unwanted pregnancies
with control subjects matched by date of birth. They
found that the study group had a more insecure child-
hood, more psychiatric care, more childhood delin-
queng’, and more early marriages and were more often
young mothers; all of these findings were statistically
significant. Even after socioeconomic class was con-
trolled, fewer of the study subjects had more than sec-
ondary education and fewer were without defects of
any kind, when all these problems were grouped to-
gether. A recent update (73) on the study group, then
35 years old, found that the differences were diminish-
ing; however, the study subjects were still significantly
more likely to appear on some kind of registry, indi-
cating contact for psychiatric care, because of crime or
delinquency, or for public assistance. Hook (cited in
reference 74) studied 88 children born after abortion
was denied, comparing them with a control group
made up of the same-sex classmate of nearest age to
each study individual. At age 18, the boys in the study
group had a higher rate of conduct disorder, criminal-
ity, and unstable homes, with lower emotional matu-
rity. Ac 23, more of the men in the study group were
likely to require economic assistance, and the women
in the study group began to show evidence of lower
self-esteem and more depression. A study [75) with a
more rigorous control group, which was matched for
age, sex, number of siblings, and socioeconomic class
at the rime of the child’s birth, evaluated the children
until their 15th birthday. The study group had POOIef
school performance throughout this time, as well as
more neurotic and psychosomatic symptoms recorded
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in the school health registry, and more likelihood of
being registered with social welfare authorities.

Perhaps the most ambitious study to date is that of
Matejcek et al. (63, 76-80), who.compared a control
group and a group of 220 children bom in Prague in
1961-1963, after abortion was denied. The two groups
were matched for socioeconomic class, sex, age, birth
order, number of siblings, and parental marital status.
Early findings in 1970 found that the study subjects
were less likely to be breast fed, had more acute med-
ical illness, were more likely to be reported as difficult
when they were preschoolers, were more likely to be
rejected by friends and teachers, had poorer school

formance, and were less adaptive to frustration;
E/s were more likely to be affected. At ages 14-16
(79), 216 of the original 220 were still being studied.
School performance in the study group continued to
deteriorate, and various indicator scales showed that
this group had more negative relationships with their
mothers. Current studies (80) of the children in their
early 20s show an ongoing propensity for social prob-
lems that remains markedly prevalent in this group.
The study subjects had more job dissatisfaction and
fewer friends 3nd reported dissatisfaction with life (all
significant findings) and less education, more criminal-
ity, and more registration by the authorities for drug
and alcohol problems (trends).

DISCUSSION

In spite of the numerous difficulties faring research-
ers who attempt to address the issue of therapeutic
abortion, the findings do appear to be remarkably uni-
form. Precise answers, unaffected by bias, are probably
not possible, bur the research examined here does
highlight several things.

Immediately after abortion, symptoms of distress
and dysphoria do occur in many women. However,
these symptoms seem to be continuations of symptoms
prescnr before the abortion and more a result of the
circumstances leading to the abortion than a result of
the procedure itself. Indeed, many studies report sig-
nificant positive feelings after the abortion, when the
women are studied over the course of the episode, the
dysphoria is found to be on the wane after the abor-
tion. Longer-term studies, over months and years,
show simiiar trends; the majority of women express
positive reactions to the abortion, and only a small
minority express any degree of regrets. Similarly, neg-
ative feelings present before the abortion disappear,
with normalization of various scores.

Although it is difficult to generalize -about factors
that are more likely to be involved in women who
experience a negative psychological response to abor-
tion, and potentially misleading when aealing with an
individual, several trends are evident. Abortion for
medical or genetic indications, a history of psychiatric
contact before the abortion, and mid-trimester abor-
tions often result in more distress afterward. When
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women'experience significant ambivalence about the
decision or when the decijion is not freely made, the
results are also more likely to be negative. The issue of
support i* a more complex one and is not easily mea-
sured; many studies indicate that support by the parent
or partner can be positive, although apparently con-
tradictory studies exist. Prior psychological coping
styles and resiliency also appear to play an important
role in the psychological sequelae of an abortion, in
that certain defensive styles such as projection, repres-
sion, and denial may hinder a woman’s working
through and resolving the loss of a fetus, particularly
when it is one that is ambivalently regarded.

m\When abortion is denied, a different picture seems to
arise. Many women, tip to 40% in some studies, have
the abortions elsewhere, depending on availability.
Relatively few of the children arc put up for adoption,
and the majority bom of unwanted pregnancies are
raised by their biolocical mother. A significant minor-
ity—about 30% —of the women examined in the few
long-term studies continue to report negative feelings
toward their child and difficulty adjusting.

Finally, the most disturbing pan of the whole issue is
the evidence of significant negative effect on the child.
With the caveat that the unwanted pregnancy does not
necessarily result in an unwanted child, the carefully
designed and executed prospective studies of Matejcek
et al., Hook, Blomberg, and Forssman and Thuwe re-
veal long-lasting, broadly based, negative effects of the
denial ot abortion on the children subsequently raised
in the situation that the parents had tried so desper-
ately to avoid.

While this paper has not addressed any of the ethical
issues raised by therapeutic abortion, it has attempted
to give a psychiatric perspective that has hitherto been
unavailable in this debate. Further research on some of
the questions examined is important, particularly if
society moves toward more restrictive legislation* on
this issue, since the question of the effects on the
mother and the child in particular has only begun to be

explored.
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This statement has been sent (0 members of the
House Appropriations Committee in anticipation
ofan amendment to require parental consent or
notification for Title X services.

The undersigned organizations OPPOSE mandatory parental consent or
notification requirementsfor teens receiving services at Title X-fundedfamily
planning clinics.

Advocates for Youth

American Academy o f Family Physicians

American Academy of Pediatrics

American Association of University Women

American Civil Liberties Union

American College of Nurse Midwivcs

American College of Obstetricians and Gynecologists
American Jewish Committee

American Jewish Congress

American Medical Women's Association

American Nurses Association

American Psychological Association

American Public Health Association

American Social Health Association

American Society for Reproductive Medicine

Association of Maternal and Child Health Programs
Association of Reproductive Health Professionals
Association of Schools of Public Health

Association of State and Territorial Health Officials
Center for Reproductive Law and Policy

Center for Women Policy Studies

Child Welfare League of America

Family Planning Councils of America. Inc.

National Abortion and Reproductive Rights Action League
National Association of Nurse Practitioners in Reproductive Health
National Council ofJewish Women

National Family Planning and Reproductive Health Association
Nationoi Latina Institute for Reproductive Health (NLIRH)
National Organization for Women

National Organization for Women Foundation

National Women's Law Center

NOW Legal Defense and Education Fund

People For the American Way Action Fund

Planned Parenthood Federation of America

Sexuality Information and Education Council ofthe United States
The Alan Guctmacher Institute

Union of American Hebrew Congregations

United Methodist Church, General Board of Church and Socictv
Voters For Choice

Women's Legal Defense Fund
YW CAoftho U.S.A.

Zero Population Growth
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RE HB37
There are fine testifiers on bridge lines:

HIRST, please take J udith Koehler, with _
Rmericans United for Life, from Chicago.
There mil be questions from the committee for
her.

LATER at your conuenience, others are:

Or. Jan LUhitefield, Anchorage,
Or. Cynthia Brooke, Anchorage,
Or. Bruce Chandler, Anchorage,
Janet Krenps (or designee) from Colorado
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Date: February 6, 1997

To: Barbara Colting
Representative James’ office

From: Patrick Flynrf$j
Representative Berkowitz’s office

Subject: Bridge line requests

Below is a list of witnesses wishing to testify during hearings on HB 37 and HB 65. Due
to their busy schedules, it would be particularly helpful if they could dial hi to bridge lines
to provide their testimony and answer questions. Most will also supply written testimony
which | will provid®&-ye«*£noon>i Monday, February 10. If I receive further requests

for bridge linesT”iU forward thenTto you ASAP.

If youMve any questions please give me a call at x4919. Thank you for your assistance in
this/rfialter.

Phone number

Name

Dr. Jan Whitefield 907.563.7228 x241

Dr. Cynthia Brooke 907.563.8588

Dr. Bruce Chandler 907.343 6718 mornings

907.257.4600 afternoons

Janet Krepps (or designee)
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Alaska State Legislature
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TESTIMONY ON HB 37
House State Affairs
February 6, 1997

Mr. Chairman and members of the Committee,

Thank you for the opportunity to testify on HB 37, a bill that would require
parental consent before a minor’s abortion.

My Name is Dr. Peter Nakamura.

| am the Director of the Division of Public Health within the Department of
Health and Social Services. | am also a family practitioner and pediatrician.

| have provided medical care or supervised health care programs in diverse
International settings, on American Indian Reservations, Native American
communities, and within the urban setting of Anchorage. | managed the
health program for the Yukon Kuskokwim area from 1970 to 1972 and
provided clinical care in several of the remote communities. | share this
information to demonstrate that | have had the opportunity to experience the
influence of small and culturally diverse communities on the behavior of their

youth.

A State law that would mandate parental notification or consent for minor
women who choose to have an abortion pose significant dilemmas for the
minor and her chosen health care professional. The health care professional
may be forced to delay care, abrogate patient confidentiality, and , in some
cases expose the minor woman to actual physical and psychological harm.

Health care orofessionals routinely encourage their minor patients to consult
with parents or guardians about health care treatment. A state law that
mandates parental involvement in all circumstances, however, is impractical,
unjustified, and possibly unwise. Health professionals agree that without
confidentiality, many adolescents will not seek timely or appropriate care.
The American Academy of Pediatrics, American Academy of Family
Physicians, American College of Obstetricians and Gynecologists, and over
40 organizations with an interest or investment in health care have endorsed

this position.



Basic principles of law and society hold that parents should be involved in
and responsible for assuring appropriate medical care for their children, that
parents ordinarily act in die best interest of their children, and die minors
benefit from the advice and emotional support of dieir parents. Legislation
mandating parental involvement in abortion are promoted on die basis of the
theoretical benefits on strengthening family responsibility and communication.

Experience has shown that 61% of unmarried minors have informed one or
both parents of their pregnancy. Over 20% of unmarried minors did not
inform their parents but they did involved at least one responsible adult such
as the clergy, another relative, teacher, counselor, or professional odier then
the principle physician. The most frequent reasons minors site for not
informing dieir parents include the belief that the knowledge would damage
their relationship, the fear that it would elevate conflict or coercion, and the
desire to protect a vulnerable parent from stress and disappointment. One
third of minors who do not inform parents already have experienced family
violence and fear it will recur. Aldiough parental involvement in many cases
may be helpful, in others it may be punitive, coercive, or abusive.

Legislation that threatens a physician with a civil crime subjective to punitive
damages for allowing his clinical judgment and practice to be guided by what
Is best for the individual patient is not at all supportive of die best practice of
medicine. This may in many cases subject the young woman to increased risk
to her health and well being. In a similar maimer, legislation that preclude
any consideration for psychological or emotional damage to the client is
denying the serious consequences that can result from such omissions.

Provisions are made in the proposed bill to accommodate ajudicial bypass
procedure which is meant to allow a teenager to appear before ajudge to
request a waiver of the parental involvement. Young women often will avoid
or delay access to diis intimidating procedure because of the anticipated fear,
anxiety, shame and concern for loss of confidentiality often associated with
this action. In small rural communities it is almost impossible for a young
adolescent to access medical care much less to appear in ajudicial setting. If
successful it would generally not be done without personal recognition.
Access for young woman in the rural communities is often compromised by
the lack of knowledge and by the great distance to ajudicial system. There is
no mechanism ill most rural communities whereby confidentiality could be



preserved during the effort to identify the true parent, guardian, or legal
custodian.

Further restricting access to professional guidance and safe medical
procedures can only increase the risks to life and to the health of our children.



Juneau Coalition ( jsMmBEb for Pro-Choice

February 8, 1997

Dear Members of the House State Affairs Committee:

The Juneau Coalition for Pro-Choice (JCPC) would like to go on record opposing
the passage of 1iB 37 which would restrict a young woman'’s ability to act on her Constitutionally
protected right to choose. JCPC strongly encourages all young women who become pregnant,
and the putative fathers, to discuss options with their parents if they are able, but such
communication cannot be achieved through passage of this bill. The majority of young women
who do not involve their parents in making decisions about a pregnancy have problems with their
family which precludes discussion about the issue. HB 37 only serves to put minors at risk.

Judicial bypass procedures are not the answer either, as this option is intimidating
to a young woman and only results in delay which makes an abortion riskier if the minor gets
approval from the judge for an abortion. As an appellate court in California stated “the judicial
bypass procedure creates a substantial obstacle whose only effect is to hinder the minor from
obtaining an abortion. Whether a minor is capable or giving informed consent to undergo an
abortion is a question which can be more easily decided by a physician than a judge.” The judicial
bypass is particularly unworkable in Alaska where rural communities may not have access to a
court, resulting in a law that unreasonably impacts rural Alaskans.

HB 37 does not protect young women who are at risk from physical or emotional
abuse by their parents and unconstitutionally restricts a young woman’s right to choose to
terminate a pregnancy.

Sincerely,

Shannon O’Falion
President
Juneau Coalition for Pro-Choice

JCI'C . P.O. Box 22800 . Juneau. Alaska 09802
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Alaska State Legislature

Please enter into the record my testimony to the House State of
AtYairs"Committee on HB 37. “Parental Consent before aminor
receives an abortion with a judicial bv pass option, dated February

11.1997.

In every case that | worked with, | have seen family bonds
strengthened when a minor told her parents she was pregnant.
Most parents love and care for their children and any thing that
weakens the bond between parents and child destroys the family
bonds oftrust. Itis inconceivable to me why any one who is not
receiving money or personal satisfaction from weaking the bonds
between parent and child, would want to help a minor sneak behind
her parents back and have such an intrusive surgical procedure as
an abortion. Remember it is the parents who are the ones who are
left with their child’s emotional and physical problems after an
abortion. One such problem is increased risk of breast cancer in
women who terminated their first pregnancy with an abortion.
Studies at the Fred Hutchinsons’ Cancer Center have verified this

sad fact.

Please pass HB 37. Thank You.
Signed C & . T
Testifier
Representing(Optional)
Address

Phone Number
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STATE OF ALASKA
HOUSE OF REPAESENTATIUES

STATE AFFAIRS COMMITTEE
Representatiue Jeannette James, Chair

Room 102, Capitol Building, Juneau Phone 465-3743, FRH 465-2381

Monday, February 10, 1997

Please add the attached letters
to your State Affairs notebook

on House Bill 37,

Parental Consent Before Minor's
Abortion.



February 3,1997

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

Dear Representative James:

As Medical Director of Alaska Women's Health Services, | am very concerned about SB-24 and HB-37. 1would
like to tell you the real life implications ofthis proposed legislation. Both ofthese bills deal with obtaining parental
consent or judicial bypass in order for a person under the age of 18 or 16 years old to have an abortion. This
legislation would be bad law for a number of reasons. | have been doing abortions in Alaska for approximately 13
years, and what is clear to me is that teenagers often have a difficult time trying to bring up their pregnancy to their
parents and at the time that they choose to have an abortion, they have sometimes reached a relatively advanced
gestation. This delay makes the procedure more dangerous to them and, with Valley Hospital's ability to do second
trimester abortions being challenged, may place them in a point in gestation when abortion services are not

acceptable to them.

In addition to having difficulties bringing these issues up with their parents, teenagers are absolutely intimidated
by having to ask for judicial bypass. My experience is that even for parents who have good relationships with their
teenagers, bringing up the concept ofabortion is quite difficult. This bill will place a significant impediment in front
of these teenagers, will prevent them from getting information they need in a timely manner, and ultimately lead
to more dangerous abortions in this age group and an increase in unplanned, unintended, and unwanted pregnancies.

If all families were perfect working units and all parents were supportive of their children in issues regarding
teenage pregnancy, such laws would make sense. However, the reality of life is that there are many dysfunctional
families, and for the teenagers who are in dysfunctional families this impediment may be insurmountable to many

ofthem.

Thank you for taking the time to read this letter. | am available to answer any questions you have about this issue
and can supply data from the Centers for Disease Control, which you may find useful. As written, this legislation
puts teenagers in our State at unnecessary and increased risk. Thank you for your time.

Sincerely,

Jan WhitefielS;1VLD., Ph.D.
Medical Director, Alaska Women's Health Services.
JW;FasTypellb

4115 Lake OtisParkway * Anchorage, Ah$ka 99508 < (907) S63'7228
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Alaska Women's Lobby
P.0.Box 210685Anchorage99521
211 Fourth Street Juneau #108 99801
586-1107
fax: 586-1097

POSITION PAPER

HB 37; Parental Consent Before Minor's Abortion

The Alaska Women's Lobby Isa statewide advocacy organization representing
thousands of Alaskans working toward expanded opportunities, equal access,
and enhanced representation for women. The Lobby Issupported solely by

contributions,

The Alaska Women's Lobby opposes House Bl 37. We wholeheartedly
encourage open and honest communication between parents and their
children, and support efforts to prevent teenage pregnancy. We don't believe,
however, that HB 37 will accomplish either of those goals.

HB 37 places an untenable judicial burden on young women who, by virtue of
theirsituation, are already facing difficult decisions. By requiring a teenoger to
seek judicial redress, HB 370ssumes that young women In these situations not only
have the resources toseek but also the access to obtain such redress.

In its 1992 decision in Planned Parenthood of Southeastern Pennsylvania v, Cosey,
the U.S. Supreme Court made ltclear that states may not veto a woman's
decision to terminate her pregnancy, but that states could Impose restrictions so
long as those restrictions don't have the "purpose or effect of placing a
substantial obstacle Inthe path of a woman seeking an abortion." By requiring
young Alaskan women to obtain judicial approval In order to terminate a
pregnancy. HB 37 creates just the kind of "substantial obstacle" the U.S. Supreme
Court decision prohibits.

HB 37 will not reduce the rate of ieenage pregnancy, encourage teens to talk to
their parents, or transform dysfunctional families Into stable ones. It will force
teens to take unwanted pregnancies to term, to have illegal abortions, or face
the results of exacerbating an already troubled or dangerous home life.

The thousands of Alaskans represented by the Alaska Women's Lobby oppose



NATIONAL ASSOCIATION OF SOCIAL WORKERS

ALASKA CHAPTER

525 Main Street, Juneau AK 99801
586-4438 1-800-478-6279 Fax:586-4439
ALASKA CHAPTER naswak@alaska.net

Testimony Regarding
HB 37 - PARENTAL CONSENT FOR ABORTION

Before the
STATE AFFAIRS COMMITTEE
ALASKA HOUSE OF REPRESENTATIVES
February 6, 1997

Presented by
Angela M. Salerno, ACSW
Executive Director,
National Association of Social Workers Alaska Chapter
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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
ALASKA CHAPTER naswak@alaska.net

The National Association ofSocial Workers (NASW) 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 workersfocus on vulnerable populations and promote state andfederal policies which enhance the lives of the

people we setve.

Thank you for the opportunity to address the Committee on HB 37 - Parental Consent for Abortion.

NASW opposes HB 37 and does not recommend its passage.
A pregnant woman’s constitutional right to choose between childbirth and abortion was established in 1973 by the

Supreme Court’s landmark ruling in Roe V. Wade. All women, including those under 18, arc entitled to a safe, legal

abortion.

Of the more than one million teenage pregnancies that occur in the United States each year, over 80 percent are
unintended. Nearly all pregnant teens are unwed, and some 40% of them choose abortion. The bill before you will
require that young women seeking to terminate an unwanted pregnancy receive the permission of parents, guardians or

the court before receiving a safe, legal abortion.

This proposal will not act to promote desirable parental consultation. Ideally, a teenager should be able to tell her
parents about her pregnancy, obtain their love and support and arrive at critical decisions about her future through family
discussions. In fact, the majority of pregnant teenagers do tell at least one parent about their pregnancies. Based on a
national survey of more that 1,600 unmarried minors having abortions in states without parental consent laws, 61%
discussed the decision to have an abortion with at least one of their parents. The younger the minor, the more likely she

was to have voluntarily discussed the abortion with her parents.

Parental involvement laws do not strengthen family relationships. The need to reinforce family relationships is the
reason most often cited to justify state laws requiring parental consent before abortion. But such laws are unnecessary
for stable and supportive families, and they are ineffective and cruel for unstable, troubled families. Some teenagers
cannot tell their parents. Some are victims of incest or other forms of family violence - one study showed that 14% of
minors having abortions believed that, if forced to tell their parents about their pregnancies, they would face physical
abuse, and 11% feared violence between their parents. Mandatory parental consent cannot transform abusive families

into supportive ones.

Mandating parental involvement poses health risks to teenagers. Young women already are more likely than older
women to have later abortions, and parental involvement laws only cause further delays either because of fears of telling
their parents or because of the inevitable delays in going to court for a judicial bypass hearing. While abortion at all
stages of pregnancy is safer than childbirth, the risk of major complications increases 15 - 30% per week. Statistics
compiled by the Federal Centers for Disease Control indicate that the risk of death from childbirth is, on average, 24
times higher than the risk of death from abortion up to 12 weeks of pregnancy. Following enactment of Minnesota’s
parental notification laws, second-trimester abortions among minors increased by 18%. Minors who cannot obtain an
abortion in their small towns or villages must travel to other sites to have the procedure, are forced to carry their
pregnancies to term, or resort to illegal abortion. Under Minnesota notification statute, the birth rate in Minneapolis for
15-17 year olds rose 38%. The American Medical Association has long recognized that parental notification and
consent requirements deter minors from seeking necessary health care. The desire to maintain secrecy has been one of
the leading reasons for illegal abortion deaths since the Supreme Court recognized the constitutional right to abortion in
1973. Further, the AMA believes some minors may be physically or emotionally banned if required to involve a parent

in the abortion decision.
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Teenagers faced with the choice between childbirth and abortion can make a responsible decision without parents
or courts. The American Psychological Association has found that minors are usually able to make intelligent, informed
decisions about pregnancy. Even young women from severely troubled families often show great maturity and

sensitivity when seeking confidential birth services.

A judicial bypass option is inadequate and discriminatory in Alaska. Young women using this procedure often
experience fear, anxiety and shame as they are forced to reveal detail of their private lives to strangers in the courtroom.
Mandatory representation by the currently overburdened Office of Public Advocacy will surely result in delays or
inadequate representation. In rural Alaska, confidentiality will be severely compromised as a young woman will most

likely be recognized by thejudge or other court personnel.

In Alaska, the courts are moving toward assigning teenagers greater responsibility for their actions, not imposing
further restrictions. During the last legislative session lawmakers were successful in passing laws to treat certain
juvenile offenders as adults. In the 20th Legislature, bills have been introduced to remove the protections of immaturity
from teenagers who commit minor offenses. It is unfair to treat pregnant teens differently with proposals to strip
personal responsibility in decisions about reproductive matters.

Parental consent laws are an unconstitutional attack on a women’s right to abortion, and in Alaska, on an
individual’s right to privacy. Roe v. Wade entitled all women to legal, safe abortion. Parental consent as well as other
provisions of SB 24 such as the creation of civil liability for performing abortion, are barriers manufactured to interfere
with this constitutional guarantee. Should this bill become law in Alaska, there will most certainly be court challenges,
as the Constitution of the State of Alaska specifically guarantees each citizen the right to privacy.

While NASW supports strong families and believes that parents have profound interests in their children’s well-being, in
the case of pregnancy, a teenager’s privacy rights must be paramount. Courts have found that teenagers who want to
keep their pregnancies a secret almost always have sound reasons. When there is a reason to expect an extremely abusive
parental reaction to a youn& woman’s unplanned pregnancy, her right to privacy must come first since she is in the best
position to know whether or not she is in danger. A legislature that is unfamiliar with a young woman'’s particular
situation is not is a position to force her to involve her parents. Where abortion is concerned, privacy can be a life or

death matter for teenagers.

In acknowledging and affirming the social work profession's commitment to respecting diverse value systems in a pluralistic society,
we recognize that the issue of abortion is controversial because it reflects the different value systems of different groups.
Consequently, NASW does not take a position concerning the morality or immorality o fabortion.

NASW's position concerning abortion services is based on the principle of self-determination. Every individual must be free to
participate or not participate in abortion scrx'ices. In the event that a woman choose abortion the following ser\>ices should be

available to her:

counseling and referral provided by professionally trained staffwho are knowledgeable ofthe social and psychological dynamics
ofunwantedpregnancy and abortion

= safesurgical care, including pre- and post-operative sen'ices

= counseling regarding the use ofcontraception and the prevention ofunwantedpregnancies

= provision ofappropriate contraceptive devices. These devices should be available to all women.
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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 arc 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).

Of the 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's 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
since...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 Network 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. .
4

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 wide 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
successful 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 1985;
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 o fCounseling 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 "heir 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 Pregnancy.” Family Planning Perspectives, 21(6)).

Up to 98% of the women who have abortions have no regrets and w'ould make the same choice
again in similar circumstances. (Dagg, P.K.B., MD “The Psychological Sequelae of Therapeutic
Abortion - Denied and Completed.” American Journal o fPsychiatry, 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. “77te Federal Role



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

In 1989, a panel of experts assdmbled 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% ofall 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 behalfof 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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Regarding Senate Bill No. 24 January 31, 1997
Regarding House Bill No. 37 February 6, 1997

My name is Sharylee Zachary,

My husband, Dan, and | have 3 wonderful daughters ages 11,9, and 7. We are working
hard and faithfully at instilling in them high moral values and standards to live by. For
every action, there is a consequence and you should own up to those actions and
consequences and not blame them on anyone else. No one else should pav the price for
your consequences. But also, we stand together as a family to work through the
happenings and consequences of our actions. We learn from them, deal with them,
encourage each other to make wiser decisions the nextlime. We are teaching our
children to be responsible and to look out for the welfare of those around them.

High on our list is to teach them the great value and sanctity of human Ufe, a precious
life that God has given to every conceived baby, whether that baby is two cells or full
term. Ideally, we live our Ufe so that a baby is conceived within the bonds of a love
relationship between a husband and wife and we do not have sex until marriage. We

beUeve in the preservation of the family unit.

I realize that one of the main reasons this bill has come about is because a lot of people
don't feel this way and are not Uving their Uves in this manner and are not teaching these
truths to their children. Instead of Uving according to absolute moral values, they live by
their 'feelings’ and their 'right' as an American citizen to do what they please. The
consequences have been disastrous to our nation. There is now a huge number of
broken families, single parent famUies where there was never a marriage or commitment
(just 'feeUngs’), and a huge abortion rate where the '‘consequences’ of peoples 'feetings’,
the resulting babies, are being slaughtered. We have a multitude of fatherless families
Uving in poverty; crime is running rampant, -children are joining 'gangs' in order to find
security and a 'family’' feeUng. The effects of the misuse of drugs and alcohol are
running rampan: You are quite aware of aU this. 1 know.

| also realize that another main reason this hill has come about is because of the
pregnancy consequences women end up with because of the abuse they have suffered at
the hand of some man (men) (which can take many forms). Mv heart aches for these
women. And | am very sorry that our society has given them the message that the only
way out is by handing down a death sentence to their unborn child.

Lam”irateful that this hill is designed to deriso strongly recognize the rights of the

family and the parents to support their children through such crisis and to guide them in

Unfortunately, few people are taking appropriate responsibility for the consequences of
their actions. For years, now, around the country children are being educated that, 'You
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are going to have sex anyway so use condoms, they will protect you from disease and
pregnancy'. Well, that does not work. Instead, we need to plant seeds in the children
that they have the ability to live an abstinent lifestyle (which is the only true means of
birth control and disease prevention) and still be happy and content. Then we need to
raise up support groups to encourage that type of responsible behavior. Our children are
told that if they get pregnant, the only way out is abortion. "And, by the way, lets keep it
a secret from your parents, we will provide all you need to get tire abortion.” (Win?
usually pays for the medical costs as the result of the abortion? - the parents, not the

clinic that botched things up!)

Talk about driving a major wedge in the parent/child relationship!!! Parents are not
even given a chance to help their child through the crisis. If one of our daughters were
to become pregnant, we would support her through the pregnancy, and help her make
the wisest decision for her and her baby as far as keeping her baby or adoption into a
healthy, loving family. It is unfortunate that everywhere you go there are people and
resources outside the family who are filling our children with those types of lies.

Please continue to encourage the ability and right of the parents aud families to support
our childrenJn times of crisis.

I realize that there are those parents who are currently abusing their children and would
continue to treat their children badly (or worse) upon hearing the news of an unwanted
pregnancy. And there are cases of incest and rape where people feel this is the time for
an abortion. My husband and I, and hundreds of thousands of folks like us, are not
ignorant nor cold-hearted toward the plight of these unfortunate children. But we do
believe that if a baby is on the way, that viable life has a right to be bom. Communities
do need to support the mother through the pregnancy and onto a healthier life style.
There also needs to be community help for the fathers to take on their resporisibility for
their actions, - they need support groups to help them, also. They should not be
ignored. Many of them have had no positive role models to show them the way toward
responsible behavior toward those around them, - as well as toward themselves. It is
also really 'key' that Churches, once again, arc allowed back into the arena of helping

folks get their life in shape.

Please continue to work for legislation that does not allow for the breakdownjof our
families and our nation.

Two questions:

1) If this legislation does not pass, what provisions can be done for the family whose
daughter, unknown to them, has had an abortion and is living tlirougli the emotional
scars of that procedure, the emotional scars of the unwanted pregnancy and often the
accompanied abandonment by the father, etc,, - - there is something wrong with their
daughter, and they don't have a chance to help her through it because they don't even

know about it?
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2) | have met several adult women who, while in their teens, were forced by their parents
to have an abortion, - against their will, and they are still carrying the emotional (and
some physical) scares this produced in their lives. Is there legislation to safeguard
children against this type of abuse?

Alaska has made many wise pro-family. pro-nation choices.in it’s laws-andLLam_very
proud of that,

Alaska has to stand strong, not to oo the route of mam; of the lower-48_stat23 that.are
falling apart because of their unwise, anti-family choices in their living stvles and-laws™

Alaska_needs to be the North Star state pointing the wav to strong families”*strona
communities, strong states, and a strong nation founded and built on absolute values
and taking_rcsponsibility.for personal actions and tire consequences thereof so thatlbe

innocentno-longer suffer™

Very Sincerely and Respectfully,

Sharylee Zachary

Box 1531
Petersburg,AK 99833
(907) 772-3681
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of\\EfmEnvoters

House State Affairs Committee
Alaska State Legislature
Twentieth Legislature-First Session February 8,1997

Dear Committee Chair James:

On behalf ofall Alaskan citizens who arc members of the League of Women Voters, | urge
you to oppose CSHB 37, relating to the requirement of parental consent before a minor can
receive an abortion, and establishing ajudicial bypass procedure. The League of Women Voters
is dedicated to the protection ofcitizens' constitutional rights of privacy and freedom, in this case
pertaining to reproductive choices, and we believe that CSHB 37 increases govcrment intrusion
into the private lives of citizens.

As you know, CSHB 37 adds the judicial bypass procedure required by the State Supreme
Court to make a parental consent statute enforceable. However, we are concerned that teenage
girls faced with the trauma of unwanted pregnancy will not be able to negotiate the many
difficulties which a judicial bypass process presents. The idea that teenage girls will be able,
knowledgeable and mentally prepared to pursue ajudicial bypass to parental consent for an
abortion is unrealistic and dangerous.

'In the nineteen states with laws mandating parental consent, the result is delays which
increase the physical and emotional health risk to the teenager. Requiring parental consent or
judicial bypass adds time to the process, putting teenagcs into second trimester abortions and
endangering their health. Oftentimes teens leave the state for an abortion, further adding an
unnecessary health risk as they travel soon after the procedure and are distanced from
professional and sterile facilities.

We believe that CSHB 37 Is unnecessary, a3 most pregnant teens already consult one of their
parents when faced with this difficult situation. Those teenagers who do not involve their parents
are ¢ Centimes victims of child abuse and fear that telling their parents would be dangerous.
According to.the federal district court which examined the effects of Minnesota's parental
notification statute, "Notification of the minor's pregnancy and abortion decision can provoke
violence, even where parents are divorced or separated.” Again, it's a dangerous policy

Parental consent laws in other states have had a detrimental impact: Teens who cannot safely
consult their parents face second trimester abortions due to delays, go out of state for abortions,
and fear violent retribution should their parents find out. Please protect the health and safety of

pregnant teens by opposing CSHB 37. Thank you.
Sincerely,

T

Marianne Mills, President m
League of Women Voters of Alaska
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e ALASKA STATE LEGISLATURE
Please enter into the record my testimony to the HOUSE STATS AFFAIRS
committoo on HB 37 dated 2-11-97 teleconference.

My name is Ruth Ewig and | reside at 2325-30th Avenue, Jam in
complete support of EB37 and do commend Representative Fete Kelly and
all the other pro-family legislators down in Juneau, on their
continuing courage in support of the stable, traditional family.

In talking with my sixteen year old son, he shook his head, and
expressed how ridiculous it is that abortions are possible without
the parents involved or consenting.

BB37 is a bill of compassion, love, and protection for our
youth, minors who by law are wider parental guardlanshlﬁ, guidance,
Brptectlon, and training. Abortion q_ro_cedures vary but have included

eing_hooked up to an IV at times. This can bo quite traumatic if a
teen is getting the abortion alone without support or input from
loved ones. The post-abortion syndrome including depression, suicidal
tendencies, and dysfunction for most of the rest of those teens*
lives is very real and supported by statistics.

The argument that EB37 violates privacy is not applicable where
greater harm results because of it, such as_destroyln%_a baby in the
womb, the devastqtln? isolation a teenage girl may subject herself to
out of shame, which Teads to disorders and death. Privacy does not
mean undermining legal guardians, the parents, by performing
abortions behind their backs, out of their control, and influence.
Constitutionally, laws are put into place relative to others so that
wo may live together in a civilised society. Intimidation by special
interests such as the Colorado attorne?/ who testified threatening to
suo the state if HB37 passes the legislature, should not be allowed
to destroy and interfere with a greater good served by this bill,
protection of the family unit. | would he interested In her money.
source enables her to file suit. Is this the notorious ACLU that is

government-funded?

ffnat an embarrassment it is that an ambulance service seeks
parental consent beforo treatln% a minor, a parent must give
permission for minors to have their ears pierced or get prescription
medicines, but parental permission is not required to be informed by
a doctor about serious surgery like abortion with its traumatic
pre-syndrome and post-syndrome complications.

_ Vote ?KS for HB37, it only reasonable solution. | would
like to be personally infer* about the vote and results of this at
every level. | have personal experience with the devastation_ and

emotional impairment T have suffered in the wake of an abortion 24
years ago. | am in full agreement with the penalties which will
result if a doctor recklessly performs an abortion without parental

consent.

- ot - <s-, N . cicl/7<?/
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Alaska State Legislature

Please enter into the record my testimony to the | @ Iy -
committee name
committee on . Hh T3"7 dated  E&bi. 11} 1 TIN2, _
bill/subject

2/10/97

Parental consent laws endanger teens' lives. We would all like to live in a
world where all children could freely consult with their parents about what
iIs happening in their lives. However, it is a fact that some teens live in
dangerous situations, they justifiably fear abuse, neglect, death and other
horrific scenarios if they had to admit to their parents that they were
pregnant and choosing a legal procedure to terminate their pregnancy.

Fortunately, parents have thousands of opportunities to open
communication with their teenagers, and to show them that they can be
trusted, empathetic and supportive as parents. This is the kind of family
communication that, for many, prevents the need for abortion in the first
place. This is where the communication oughr to happen; communication
should .iot be legislated into the lives of families by laws like parental

consent.

Sincerety,

/ lvi ttr, /i/hrfl A*A *

Testifier

» — =
Representing (Optional)
1Zio (FdojiLU /*tcf ft/ =
Address
- T*F7—- 7% Tf
Phone No.

9/86 Legislative Information Ollice
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Alaska State Legislature

Please enter into the record my testimony to the
committee name

committee on , H B , dated
bill/subject

2/10/97

Parental consent laws endanger teens’ lives. We would all like to live in a
world where all children could freely consult with their parents about what
Is happening in their lives. However, it is a fact that some teens live in
dangerous situations, they justifiably fear abuse, neglect, death and other
horrific scenarios if the}' had to admit to their parents that the} were
pregnant and choosing a legal procedure to terminate their pregnancy.

Fortunately, parents have thousands of opportunities to open
communication with their teenagers, and to show them that they can be
trusted, empathetic and supportive as parents. This is the kind of family
communication that, for many, prevents the need for abortion in the first
place. This is where the communication ought; ro happen; communication
should not be legislated into the lives of families by laws like parental

consent.

Sincerely,

Diana J. Kushner, Sitka Alaska

Signed:
Testifier

Representing (Optional)

jXbO fA o w b hs . MNt7<*~ 9?7% i '
Address
cfQl - ~ 7.. 09 % r j

Phone No.

9/86 Legislative Information Office



Alaska State Legislature

Please enter into the record my testimony to the House State of
Affairs_Committee on HB 37. “Parental Consent before a minor
receives an abortion with a judicial by pass option, dated February

11.1997

In every case that | worked with, | have seen family bonds
strengthened when a minor told her parents she was pregnant.
Most parents love and care for their children and any thing that
weakens the bond between parents and child destroys the family
bonds oftrust. Itis inconceivable to me why any one who is not
receiving money or personal satisfaction from weaking the bonds
between parent and child, would want to help a minor sneak behind
her parents back and have such an intrusive surgical procedure as
an abortion Rsmeinber it is the parents who are the ones who are
left with their child’s emotional and physical problems after an
abortion. One such problem is increased risk of breast cancer in
women who terminated their first pregnancy with an abortion.
Studies at the Fred Hutchinsons’ Cancer Center have verified this

sad fact.

Please pass HB 37. Thank You.

Signed _
Testifier 1/

R.epresenting(Optional)
¥ oif LalU in~0 S rilfc A , M 771°'$*

\ddress
fop- J™p-
Shone Number




Alaska State Legislature
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Regarding Senate Bill No. 24 Weanesday, February 12,1997’
Regarding House Bill No. 37 Thursday, February 13,1997

"Parental Consent of Minors Seeking Abortion”

My name is Sharylee Zachary,
My husband, Dan, and | have 3 daughters, ages 7, 9, & 11.

We have already sent in written and oral testimony regarding our concerns about this
vital issue of parental rights in guiding the health care of our children and medical
procedures performed on them, - especially when done without our knowledge. So | will

keep this short.

It is important that our Alaskan laws are so designed as to strengthen the family unit and
make it possible for the family to work through problems and crisis together. Itis
neither beneficial to the family nor to Alaska to allow for a situation in which people
outside of the family step in-between the parent and child when a child is faced with a
situation as serious as a pregnancy. This type of situation allows others to convince the
child to keep secrets from their family and allows others to tell the child that they will
help them out of the situation, which, -in this case results in the death of a viable baby.
This situation, also, does nothing to teach or support the child in taking responsibility for
their actions. Our society is breeding a whole generation of people who do not take
responsibility for their actions, but take the easy way out.

Minors do not have the maturity to make such decisions on their own. Mi*lors need the
wisdom and support of their parents in order to make decisions for life and for taking
responsibility for their actions.

We are grateful that this bill is designed to strongly recognize the rights of the family and
the parents to support their children through such a crisis and to gmde them in making
wise decisions for both themselves and their unborn babies.

Very Sincerely and respectfully,

08lJlo a.
A i

Sharylee Zachary

Box 1531

Petersburg, AK 99833

907-772-3681 ‘o
a/M -
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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 of the 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



February 3, 1997

Represenative Jeanette James
716 West 4th Avenue
Anchorage. Alaska 99501

Dear Representative James:

As Medical Director of Alaska Women's Health Services, | am very concerned about SB-24 and HB-37. | would
like to tell you the real life implications of this proposed legislation. Both of these bills deal with obtaining parental
consent or judicial bypass in order for a person under the age of 18 or 16 years old to have an abortion. This
legislation would be bad law for a number of reasons. Thave been doing abortions in Alaska for approximately 13
years, and what is clear to me is that teenagers often have a difficult time trying to bring up their pregnancy to their
parents and at the time that they choose to have an abortion, they have sometimes reached a relatively advanced
gestation. This delay makes the procedure more dangerous to them and, with Valley Hospital's ability to do second
trimester abortions being challenged, may place them in a point in gestation when abortion sendees are not

acceptable to them.

In addition to having difficulties bringing these issues up with their parents, teenagers are absolutely intimidated
by having to ask for judicial bypass. My experience is that even for parents who have good relationships with their
teenagers, bringing up the concept ofabortion is quite difficult. This bill will place a significant impediment in front
of these teenagers, will prevent them from getting information they need in a timely manner, and ultimately lead
to more dangerous abc "lions in this age group and an increase in unplanned, unintended, and unwanted pregnancies.

If all families were perfect working units and all parents were supportive of their children in issues regarding
teenage pregnancy, such laws would make sense. However, the reality of life is that there are many dysfunctional
families, and for the teenagers who are in dysfunctional families this impediment may be insurmountabl - to many

of them.

Thank you for taking the time to read this letter. | am available to answer any questions you have about this issue
and can supply data from the Centers for Disease Control, which you may find useful. As written, this legislation
puts teenagers in our State at unnecessary and increased risk. Thank you for your time.

Sincerely,

Jan WhitefielarM.D., Ph.D.
Medical Director, Alaska Women's Health Services.

JW:FasType.jlb

4115 Lake Otis Parkway < Anchorage, Alaska 99508 - (907)563-7228
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Alaska State Legislature

Plesse enter into the record my testimony to the —
committee name

committee on . . $7 dated
bill/subject

As a parent and fellow Alaskan,!ask your support of HB 37. This is a very
important bill for families - for family freedom, for family cohesiveness, for
parental responsibility. The privacy propaganda and unconstitutionality is
bunk, pure and simple. Indeed, itis liberal judges with this same mind set
that have, in fact, invaded family privacy to allow a child's abortion surgery
without a parent’s knowledge or consent. Parental consent & knowledge
was constitutional for the first 200 years in this nation and still is. If the state
intervenes in the parent/child relationship and takes the parents
responsibility away from them in a life and death situation, as well as a
major surgery decision, such as abortion on their child, the state is close to
taking all responsibility from parents for raising their children. Please
support HB 37 for the sake cf Alackan Families.

Signed: —
Testifier

Representing (Optional)
fo S9S ?TEELIHE, fife~ 7 2 -

Address

Phone No.

OTS UcrSMtiv* irterrsDfifl ' * ffies



Delta Junction Legislative Information Office

P.O. Box 1189
Room 210, Jarvis Office Center
Delta Junction, AK 99737

(907)895-4236 Fax; (907)895-5017

February 11, 1997

TO: House State Affairs

Please accept the enclosed originals of written testimony for the House State Affairs
hearing that was scheduled on 2/11/97.

Copies of this testimony were transmitted by fax on 2/11/97.

Thank you,

Tammy Renee’ Hall
Information Assistant

Enclosures: 1



Alaska State Legislature

Please enter into the record my testimony tothe Ho O Ate. 1) ppa/ ™ s
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committee on s H ,dated I\ P .199 <9

bill/ subject
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