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July 11, 1995

M aipr\<xfl- on

The Hon. Charles T. Canady
Chairman, Subcommittee on che Constitution

Committee on the Judiciary LA Marfin
U.S. House of Representatives A
2138 Rayburn House Office BIldg. VAaS EI I

Washington, D.C. 20515-6216

Dear Representative Canady:

We have received your July 7 letter outlining allegations of inaccuracies
in a July 5, 1993, story in American Medical News. "Shock-tactic ads target
late-term abortion procedure."”

You noted that in public testimony before your committee, AMNews is

alleged to have quoted physicians ouc of context. You also noted chat one
such physician submitted testimony contending that AMNews misrepresented his
statements. We appreciate your offer of the opportunity co respond to these

accusations, which now are part of the permanent subcommittee record.
AMNews stands behind che accuracy of the reporc cited in che testimony.

The reporc was complete, fair, and balanced. The comments and positions
expressed by those interviewed and quoted were reported accurately and in-
context. The reporc was based on extensive research and interviews with

experts on both sides of che abortion debace, including interviews with two
physicians who perform che procedure in question.

We have full documentation of these interviews, including cape recordings
and transcripts. Enclosed is a transcript of che contested quotes that relate
co che allegations of inaccuracies made against AMNews.

Let me also note chat in che two years since publication of our story,
neither the organization nor che physician who complained about Che report in
testimony to your committee has contacted che reporter or any editor at AMNews
to complain about it. AMl.'ews has a longstanding reputation for_balance,
fairness and accuracy in reporting, including reporting on aborC’on, an issue
that is as divisive within oedicine as it is within society in general. We
believe that che story in question comporcs entirely with that reputation.

Thank you fur your letter and che opportunity co clarify this matter.

Attachment
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Relevant portions of recorded interview with Martin Haskell, MD:

AMM: Let's calC first about whether or not the fetus is dead beforehand..

Heakell: Mo it's hoe. No, it's really not.jA percentage are for various

nuisoeri ot reasons, soma just because of the stress — intrauterine stress
during, you know, the two days that the cervix is being dilated. Sometimes the
membranes rupture and it takes a very small superficial infection to kill a
fetus in utero when the membranes are broken. And so in ray case, | would think
probably about a third of those are definitely are (sic) dead before T
actually start to remove che fetus. \And probably the ocher two-thirds are not_3

AMMi Is the skulLl procedure also done to make sure that the fetus is dead so
you're not going to have the problem of a live birch?

Haakell: It's immaterial. If you can't get it out, you can't get it out.

AMM: | mean, you couldn't dilate further? Or is chat riskier?

Haskell: Well, you could dilate further over a period of days.

AMM: Would chac just make it... would it go from a 3-day procedure to a 4- or
a 5-?

Haskell: Exactly. The point here is co effect a safe legal abortion. | mean,
you could say the same thing about che D&E procedure. You know, why do you do
the D&E procedure? Why do you crush che fetus up inside che womb? To kill it

before you take it out?

Well, chat happens, yes. But chat's not why you do it. You do it to get ic
out. | could do che same thing with a D&E procedure. | could put dilapan in
for four or five days and say I'm doing a D&E procedure and the fetus could
just fall out. But that's not really che point. The point here is you're
attempting to do an abortion. And that's che goal of your work, is to complete
an abortion. Not to see how do | manipulate the situation so that | get a live
birth instead.

AMM, wrapping up the . i*rviev: | wanted to make sure | have both you and
(Dr.) McMahon saying 'No' then. That this is misinformation, these lectera co
che editor saying it's only done when che babyalready dead, in case of
fetal demise and you have to do an autopsy. But some of them are saying
they're getting that information from MAF. Have you talked to Barbara Radford
or anyone over there? | called Barbara and she called back, but | haven't
gotten back to her.

Haakell: Wall, | had heard that they were giving chac information, somebody
over there might be giving information like that out. The people chac staff
the NAF office are not medical people* And aaaf of them when | gave my paper,
many of them came in, | learned later, to watch my paper because many of them
have never seen an abortion perfonsed of any kind.

AMM: Did you also show a video when you did that?
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Haskeil: Yeah. | taped a procedure a coupLe of years ago, a very brief video

chat simpLy showed che Cechnique. The old scory about a picture's worth a
thousand words.

AMM: As National Right to Life will tell you.
Haskell: Afterwards they were just amazed. They jusc had no idea. And here
they're rabid supporters of abortion. They work in che office there.
And...some of them have never seen one performed...

inta on elective vs. non-elective abortions:
Haskell: And I'lIl be quice frank: most of my abortions are eleccive i.i chat

20-24 week range... In my particular case, probably 20Z are for genetic
reasons. And the other 80Z are purely elective...



An Abortion Rights Advocate Says He Lied About Procedure
DAVID STOUT

New York TunesJ-ate Edition-Final ED, COL 01, P 12
Wednesday February 26 1997

WASHINGTON, Feb. 25 -A prominentmember of the abortion rigts
movement said today thathe lied inearlier statements when be saida
controversial form of late-terra abortion is rare and performed primarily to
save the Iives or fartalityofwomen bearing severely malformed bebies.

He now says the procedure isperformed far more often than his
colleagues have acknowledged, and on healthy women bearing healthy fetusss.

Ron Fitzsimmons, the executive director of the National Coalitionof
Abortion Providers, said he intentionally misled in previous remarks about
the procedure, called intactdilation and evacuation by those who believe
itshould remain legal and "partial-birth abortion” by those who believe it
should be outlawed, because he feared that the truthwould damage the cause

of abortion ngts.

But he isnow convinced, he said, that the issue of whether the
procedure remains legal, like the overall debate about abortion, must be
based on the truth.

In an article in American Medical News, tobe published March 3, and an
interview today, Mr. Fitzsimmons recalled the night inNovember 1995, when
he appeared on "Nightline" on ABC and "'lied through my teeth*when he said
the procedure was used rarely and only on women whose lives were indanger
or whose fetuses were damaged.

"Iltmade me physically ill,"Mr. Fitzsimmons said inan interview. "1
tldmy wife the next day, “lcantdo thisagain. ™

Mr. Fitzsmmons said that after that interviewhe stayed on the

sidelines of the debate fora while, but with growing unease. As much ishe

disagreed with the National Right to Life Committee and otherswho oppose
abortion under any circurnstances, he saidbe knew flieywere accurate when
they said the procedure was common.

In the procedure, a fetus ispartly extracted from the birthcaral,
feet first, and the brain isthen suctioned out

Last fall. Congress failed to overricde a Presidential veto of a law
ttwould have banned the procedure, which abortion opponents insist
borders on infanticide and some abortion rights advocates also believe
should be outlawed as particularly gmesome. Pollshave shown thatsuch a

ban has popullar support.
Senator Tom Daschle of South Dakaota, the Democratic leader, has



suggested a compromise thatwould prohibit all third-trimcster abortions,
except In cases involving the "life of the mother and severe impairment of
her health." iy

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

procedure.

"The abortion lobby manufactures disinformation,’ Douglas Johnson, the
committee”s legislative director, said today. He saidMr. Fitzsimmon®™s
account would clarify the debate on this procedure, whiich isexpected tobe
renewed in Congress.

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

Last April, President Clinton vetoed a bill tratwould have outlawed

the controversial procedure. There were enough opponents inthe House 1o
override his veto but not inthe Senate. Inexplaining the eto, Mr.

Clinton echoed the argument of Mr. Fitzsimmons and his col leagues.

"There are a few hundred women every year who have personally agonizing
situations where theirchildren are bom or are about tobe bom with

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

during or just after childbirth," tirePresident said. "*And these women,
among other things, cannot preserve the ability t have further children
unless the enormity - the enormous size of the baby*"s head - s reduced
before being extracted from their bodies.” A spokeswoman forMr. Clinton
said tonight that the White House knew nothing of Mr. Fitzsimmons®™s
announcement and would not comment further.

In the vast majority of cases, the procedure isperformed on a healthy

mother with a healthy fetus that 1520 weeks or more along, Mr. Fitzsimmons
said. "'The abortion-rights folks know it, the and-aboetico folks know i,

and 0, probably, does everyone else," he said in the article inthe

Medical News, an American Medical Association publication.

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

One of the facts of aortion, he said, isthatwomen enter abortion
clinics t kil their fetusss. "It isa form of killing," he said. ""You®re
ending a life.”

And while he said that troubled him, Mr. Fitzsimmons said he continued
1o support this procedure and abortion rigts in gereral.

Copyright (C) 1997 The New York Times. All rigits reserved.



Statement of Brenda Pratt Shafer, R.N.
Before the
Subcommittee on the Constitution
Committee on the Judiciary

U.S. House of Representatives

Hearing on The Partial-Birth Abortion Ban Act (HR 1833)

March 21,1996

Mr. Chairman and honorable members o fthe Judiciary Committee, | am Brenda
Pratt Shafer. | am here before you, at the request o fthe Committee, to relate to you my
experience as an eyewitness to what is now known as the partial-birth abortion procedure.

I am ? registered nurse, licensed in the State of Ohio, with 14 years o f experience.
In 1993, | waj employed by Kimberly Quality Care, a nursing agency in Dayton, Ohio.
In September, 1993, Kimberly Quality Care asked me to accept assignment at the
Women's Medical Center, which is operated by Dr. Martin Haskell. | readily accepted
the assignment because | was at that time very pro-choice. | had even told my teenage
daughters that if one o fthem ever got pregnant at a young age, | would make them get an
abortion. They disagreed with me on this, and one ofthem even wrote an essay for a high
school class that mentioned how we differed on the issue.

So, because ofthe strong pro-choice views that | held atthattime, | thought this
assignment would be no problem for me.

But | was wrong. | stood at a doctor's side as he performed the partial-birth

abortion procedure- and what | saw is branded forever on my mind.
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| worked as an assistant nurse at Dr. Haskell's clinic for three days- September 28,
29, and 30, 1993.

On the first day, we assisted in some first-trimester abortions, which is all I'd
expected to be involved in. (I remember that one ofthe patients was a 15-year-old-girl
who was having her third abortion.)

On the second day, | saw Dr. Haskell do a second-trimester procedure that is called
aD & E (dilation and evacuation). He used ultrasound to examine the fetus. Then he
used forceps to pull apart the baby inside the uterus, bringing it out piece by piece and
piece, throwing the pieces in a pan.

Also on the first two days, we inserted laminaria to dilate the cervixes ofwomen
who were being prepared for the partial-birth abortions- those who were past the 20
weeks point, or 4'/amonths. (Dr. Haskell called this procedure "D & X", for dilation and
extraction.) There were six or seven o fthese women.

On the third day, Dr. Haskell asked me to observe as he performed several of the
procedures that are the subject o fthis hearing. Although | was in that clinic on
assignment o fthe agency, Dr. Haskell was interested in hiring me full time, and | was
being given orientation in the entire range o f procedures provided at that facility.

*| was present for three of these partial-birth procedures. It is the first one that |
w ill describe to you in detail.

The nother war. six months pregnant (2614 weeks). A doctor told her that the baby
had Down Syndrome and she decided to have an abortion. She came in the first two days
to have the laminaria inserted and changed, and she cried the whole time. On the third

day she came in to receive the partial-birth procedure.

Dr. Haskell brought the ultrasound in and hooked it up so that he could see the
baby. On the ultrasound screen, | could see the heart beating. As Dr. Haskel’ watched

the baby on the ultrasound screen, the baby's heartbeat was clearly visible on the

ultrasound screen.
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Dr. Haskell went in with forceps and grabbed the baby's legs and pulled them
down into the birth canal. Then he delivered the baby's body and the arms- everything
but the head. The doctor kept the baby's head just inside the uterus.

The baby's little fingers were clasping and unclasping, and his feet were kicking.
Then the doctor stuck the scissors through the back o fhis head, and the baby's arms
jerked out in a flinch, a startle reaction, like a baby does when he thinks that he might fall.

The doctor opened up the scissors, stuck a hig’* powered suction tube into the
opening and sucked the baby's brains out. Now the baby was completely limp.

| was really completely unprepared for what | was seeing. | almostthrew up as |
watched the doctor do these things.

Mr. Chairman, | read in the paper that President Clinton says that he is going to
veto this bill. If President Clinton had been standing where | was standing at that
moment, he would not veto this bill.

Dr. Haskell delivered the baby's head. He cut the umbilical cord and delivered the
placenta. He threw that baby in a pan, along with the placenta and the instruments he'd
used. | saw the baby move in the pan. | asked another nurse and she said it was just
"reflexes."

| have been a nurse for along time and | have seen alot ofdeath- people maimed
in auto accidents, gunshot wounds, you name it. | have seen surgical procedures ofevery
sort. Butin all my professional years, | had never witnessed anything like this.

The woman wanted to see her baby, so they cleaned up the baby and putitin a
blanket and handed the baby to her. She cried the whole time, and she kept saying, "I'm
so sorry, please forgive me!" | was crying too. | couldn'ttake it That baby boy had the
most perfect angelic face | have ever seen.

| was present in the room during two more such procedures that day, but | was
really in shock. | tried to pretend that | was somewhere else, to not think about what was

happening. ljustcouldn't waitto getout ofthere. After | left that day, | never went
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back. These lasttwo procedures, by the way, involved healthy mothers with healthy
babies.

| was very much affected by what | had seen. For along time, sometimes still, |
had nightmares about what | saw in that clinic that day.

That's why, last July, | wrote a letter to Congressman Tony Hall ofDayton, in
support o fthe bill, telling what | had seen. And that led to me being asked to tell others
what I'd seen,just as | am doing here today.

Mr. Chairman, since | wrote that letter to Congressman Tony Hall, | have been
subjected to some strange attacks on my credibility, and | would like to address these
briefly.

LastJuly 12,1sat in the audience as the full Judiciary Committee debated this
legislation, and | heard Congresswoman Schroeder read a letter from Dr. Haskell to the
Judiciary Committee (also dated July 12) in which he said, "I have examined our records
and found no evidence of a Brenda Shafer working tor us during 1993."

Fortunately, | had previously provided the Constitution Subcommittee with the
pertinent payroll records from Kimberly Quality Care, including their invoice to Dr.
Haskell's clinic. After these documents were circulated, Congresswoman Schroeder
withdrew that particular allegation, explaining it away as resulting from confusion over
my married name. But it seemed peculiar to me at the time that neither she nor her staff
had contacted me, or the subcommittee staff, to request documentation, before she
basically called me a liar in front ofeverybody. Butthere was much more ofthat sort of
thing to come.

In his July 12 letter, Dr. Haskell said also said that my account was "inaccurate,"
because "she describes procedures at 26 1/2 weeks and 25 weeks... This is contrary to my
own self-imposed and established limit of24 weeks.'l Butin recenttimes I've seen an
article published in American MedicalNews for July 5,1993'-just a few months before |

worked for him— in which Dr. Haskell said that he performs the procedure "up until about
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25 weeks," whiclj. conflicts with his letter to the Judiciary Committee.

Also, in Dr. Haskell's 1992 paper describing the partial-birth procedure, "Dilation
and Extraction for Late Second Trimester Abortion," which you have all seen, he wrote,
"This author routinely performs this procedure on all patients 20 through 24 weeks LMP
[i.e., from last menstrual period] with certain exceptions. The author performs the
procedure on selected patients 25 through 26 weeks LMP." Keep in mind that this 26'/i-
week little boy had Down syndrome, so this was a "selected patients" case.

Later, | learned another letter had been produced by Dr. Haskell's operation, dated
July 17, this one signed by Christie Gallivan, a nurse. This letter was cited by opponents
ofthe bill before and during the House and Senate floor debates, and was even entered
into the Congressional Record by Senator Barbara Boxer.

In this letter, Christie Gallivan acknowledged that | had worked at the clinic for
three days, but went on to claim that since | was atemporary nurse, | "would not have
been present" at such a procedure— or, then again, in the alternative, that if | did see such
a procedure, then my memory must be faulty, or else that | must be deliberately
"misrepresenting" what | saw.

Well, as I've said from the beginning, although | was assighed by atemporary
agency, Dr. Haskell needed another surgical nurse-1 was told that he was having a hard
time keeping them - and he seemed to be interested in hiring me on a permanent basis.
He wanted me to observe the procedure.

Christie Gallivan was the surgical nurse and she spent those three days giving me
an "orientation," as it says on the Kimberly Quality Care invoice. Butwhat is striking to
me is how blatantly inconsistent Nurse Gallivan’s letter is, not only with what | saw, but
with what Dr. Haskell himselfhas written and said elsewhere.

Christie Gallivan wrote, "Dr. Haskell docs not use ultrasound in the performance
o fsecond-trimester procedures.” Then she went on, regarding my account, "Therefore,

her entire description of her experience with viewing the second-trimester abortion, which
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includes Dr. Haskell using the ultrasound while doing this procedure, is clearly

m
questionable."

Yet, in Dr. Haskell's paper explaining how he performs the procedure, he clearly
states that the surgical assistant "places an ultrasound probe on the patient’s abdomen and
scans the fetus, locating the lower extremities." And alittle further on, referring to the
forceps, he wrote, "When the instrument appears on the sonogram screen, the surgeon is
able to open and close itsjaws to firmly and reliably grasp a lower extremity."

So when Christie Gallivan writes that | could not have seen a baby moving, you
can evaluate that statement in the light o f her Gther statements on these points on which
there is such a clear written record. And, you should notice that she never tries to
explain, in this letter, why anyone should believe that these babies supposedly don't
move. l've been given acopy ofa transcript o fthe tape-recorded interview with Dr.
Haskell conducted by the American M edical News in June, 1993- only three months
before my time at his clinic- in which he explicitly acknowledged that most o f these
babies are alive when he pulls them out.

On November 17,1testified before the Senate Judiciary Committee. Senator
Kennedy asked me why it had been reported, in a nursing newsletter, that | was employed
by the National Right to Life Committee. As replied, and | tell you know, I've never been
a member of, or adonor to, that organization, and certainly in no sense an employee.

Certainly, since last summer | have cooperated with National Right to Life in their
efforts to make my experience more widely known, because | think it's important that
people know the truth about this matter. But National Right to Life has not paid me for
anything, and nobody else has paid me for anything in connection with this subject either,
beyond reimbursing travel and accommodation expenses. By the way, the editor o f the

nursing newsletter subsequently retracted the erroneous claim.
Most recently, | got a copy of a letter sent to a constituent by Congresswoman

Lynn Rivers of Michigan, written in longhand, in which this distinguished member of
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Congress claimed that | "was unwilling to testify under oath or submit herselfto cross-
examination in front of Congress- even though she was sitting in the hearing room while
testimony was being taken."

O fcourse, Mr. Chairman, that is all pure fiction. By the time | heard ofyour bill
and wrote my letter to Congressman Hall, on July 9, you had already concluded the
hearing on your legislation. | was present for the July 12 markup, and spoke with various
members ofthe committee and the press informally, but of course there was no
opportunity for me to formally testify on that occasion, although | certainly v/ould have
welcomed the opportunity.

In November, when Senator Hatch invited me to testify before the Senate Judiciary
Committee, | accepted immediately and without qualification. During the question
period, Senator Kyi asked me if | would be willing to testify to these things under oath
and | replied, "Yes, sir. 1would. Or under a lie detector or anything else | need to do."
[Senate hearing record, p. 63] And | tell you the same thing.

Mr. Chairman, thank you for indulging me in unburdening myselfon these points.
It is been frustrating to hear, and hear of, these attacks on my truthfulness, and not be able
to respond.

It is still amazing to me that certain individuals who hold high elective offices,
offices for which | hold great respect, have been so willing to publicly spread this kind of
blatant misinformation about me, without making the slightest effort to investigate or
look at any o fthe documentation.

Mr. Chairman, these people who say | didn't see what | saw- | wish they were
right. | wish | hadn't seen it. But 1did see it, and | will never be able to forgetit. That
baby boy was only inches, seconds away from being entirely bom, when he was killed.

What | saw done to that little boy, and to those other babies, should not be allowed in this

country.

Thank you.



Pratt is Brenda Shafer’s maiden name. Below are her social security number and
RN license number listed on her Ohio driver's license and Ohio Board of Nursing
card, respectively. Both numbers are listed on the bill submitted by the nursing
agency to Dr. Haskell's clinic. Nurse Shafer worked as an assistant nurse at Dr.
Haskell's abortion clinic for three days in September, 1993, an experience she
described in a letter to Congressman Tony Hall and in the attached testimony.

Practice of Nuraing
to practice nursing inOHiO asa REGISTERED

NURSE until AUGUST 31, 1997.  _______
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CONGRES%IONAL RECORD- SENATE

Nonember 7, 1995 S-16743

1 MOMEES oaton, Juny 171005,

Dear conoresswoman Schroeder: | am a
registered nurse and have worked since July.
1968. In che Dayton offlce of Dr. Martin Has-
kell. In this capacity. | was the none that
supervised the training of Brenda Pratt dur-
ing her brief temporary employment at the
Women's Medical Center of Dayton. As you
know, we initially conducted a search of our
employment records under the name "Bren-
da Shafer,"” ts this was the name she signed
to tho letter which was given to os. When
provided with the correct last name, we did
In fact find the record of her three-day em-
ployment at our Dayton facility.

The information provided by Ms. Pratt as
co our practices at the Women's Medical
Center of Dayton Is largely Inaoonrate.
First, she describes Dr. Haakell performing
one 25»week and one 35-week abortion proce-
dure. Dr. HoskoU does not perform abortions
past 34 weeks of pregnancy. This Is a self-im -
posed lim it to which he hag scrupulously ad-
hered throughout the time | have worked for
him.

Second. Dr. Haskell does not wuse
ultrasound in the performance of second-trl-
master procedures. We use ultrasound only
to determine the pregnancy’s gestation.
Therefore, her entire description of her expe-
rience when viewing a second-trimester
abortion, which includes Dr. Haskell’s using
tho ultrasound while doing the procedure. Is
clearly questionable.

Pinally. at no point during a dilatation
and extraction or intact D&E is there any
fatal movement or response that would Indi-
cate awareness, pain or struggle. Ms. Pratt
absolutely could not have witnessed fetal
movement os she describes. We do not train
temporary nurses In second trimester dilata-
tion and extraction, since It is a highly tech-
nical procedure and would not performed
by someone in a temporary cf city. If. In-
deed. Me. Pratt entered the gating room
at any point during D&X procedure, she
clearly either Is misrepresenting what she
saw or remembers It incorrectly.

If you have any further questions, please
feel free to contact our office.

Sincerely,
Christie Oaluvah. UN.
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Partial-Birth Abortions: A Closer Look
By Douglas Johnson
NRLC Federal Legislative Director

September 11, 1996

The final version ofthe Partial-Birth Abortion Ban Ait (HR 1833) was approved by
the U.S. Senate by a vote of 54-44 on December 7, 1995, and by the U.S. House of
Representatives on March 27,1996, by a vote of 286-129. On April 10,1996, President
Clinton vetoed the bill. The House is expected to vote on whether to override the veto
on or about September 19,1996. If two-thirds ofthe House votes to override, the
Senate also will vote on whether to override.

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

and editorialists.

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

© What isa partial-birth abortion,«nd what is the Partial-Birth Abortion

Ban Act (HR 1833)?

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

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

This procedure is generally used beginning at 20 weeks (414 months) into pregnancy, and

"routinely"” to at least 24 weeks (514 months). It has often been used much later- even into
the ninth month. The Los Angeles Times accurately and succinctly described this abortion

method in aJune 16, 1995 news story:

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

In 1992, Dr. Martin Haskell of Dayton, Ohio, wrote a paper that described in detail, step-by-
step, how to perform the procedure. ["Dilation and Extraction for Late Second Trimester
Abortion."] Dr. Haskell is a family practitioner who has performed over 1.000 such
procedures in his walk-in abortion clinics. Anyone who is seriously seeking the truth
behind the conflicting claims regarding partial-birth abortions would do well to start
by reading Dr. Haskell's paper, and the transcripts ofthe explanatory interviews that
Dr. Haskell gave in 1993 to two medical publications, American M edicalNews (the
official AM A newspaper) and Cincinnati Medicine. [All are available from NRLC ]

Here is how Dr. Haskell explained a key pan ofthe abortion method:

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

Dr. Haskell also wrote that he "routinely performs this procedure on all patients 20
through 24 weeks LMP Ji.e., from 414 to 5/ months after the last menstrual period}
with certain exceptions," these "exceptions" involving complicating factors such as
being more than 20 pounds overweight. Dr. Haskell also wrote that he used the
procedure through 26 weeks [six months] "on selected patients." [p.28] He added,
"Among its advantages are that it is a quick, surgical outpatient method that can be
performed on a scheduled basis under local anesthesia." (p. 33).

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

described very briefly over the phone to me atechnique that | later learned came from
Dr. [James] McMahon where they internally grab the fetus and rotate it and
accomplish- be somewhatequivalentto a breech type o fdelivery, [emphasis

added]

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

e Aren®t "third trimester™ abortions rare? At what stage in pregnancy do

partial-birth abortions occur? Are these babies "viable"?

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

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

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

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

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

After 26 weeks, those pregnancies that are not flawed are still non-elective.
They are interrupted because of maternal risk, rape, incest, psychiatric or
pediatric indications, [chan and caption reproduced in June 15 hearing record,

page 109)

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

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

e Is the baby alivewhen she ispulled feet-first from the womb?

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

AmcrieanMedical News: Let's talk first about whether or not the fetus is dead
beforehand.

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

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

section.]

Brenda Pratt Shafer, a registered nurse from Dayton, Ohio, stood at Dr. Haskell's side while
he performed three partial-birth abortions in 1993. In testimony before the Senate Judiciary
Committee (Nov. 17, 1995). Shafer described in detail the first of the three procedures—
which involved, she said, a baby boy at 26Vi weeks (over 6 months). According to Mrs.
Shafer, the baby was alive and moving as the abortionist

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

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

e Does anesthesia given to the mother kill the baby?

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

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

However, when this statement was read to Dr. Norig Ellison, the president ofthe 34.000-
member American Society of Anesthesiologists (ASA), he testified, "There is absolutely no
basis in scientific fact for that statement....I think the suggestion that the anesthesia given to
the mother, be it regional or general, is going to cause brain death o f the fetus is without
basis of fact." [Senate Judiciary Committee hearing record J-104-54., Nov. 17, 1995, p. 153]

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

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

pages 140, 142]
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e Since the baby isstill alive when "extracted”™ from thewomb, does she

feel pain? *

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

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

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

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

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

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

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

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

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

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

then killed the baby.)

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

WNTM (Mobile. AL):

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

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

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

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

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

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

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

e How often are partial-birth abortions performed?

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

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

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

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

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

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

e For what reasons are late-term abortions usually performed?

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

In 1987, the Alan Guttmacher Institute (AG1), an affiliate ofthe Planned Parenthood
Federation of America (PPFA), collected questionnaires from 1,900 women who were
at abortion clinics procuring abortions. O fthe 1,900, "420 had been pregnantfor 16
or more weeks." These 420 women were asked to choose among a menu of reasons
why they had not obtained the abortions earlier in their pregnancies. Only two percent
(2% ) said "a fetal problem was diagnosed late in pregnancy,” compared to 71% who
responded "did not recognize that she was pregnant or misjudged gestation,” 48%
who said "found it hard to make arrangements," and 33% who said "was afraid to tell
her partner or parents." The report did not indicate that any ofthe 420 late abortions
were performed because of maternal health problems. ("W hy Do Women Have
Abortions?," Family Planning Perspectives, July/August 1988.J

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

There are many reasons why women have late abortions: life endangerment, fetal
indications, lack o fmoney or health insurance, social-psychologicalcrises, lack o f
knowledge about human reproduction, etc,” [emphasis added]

Likewise, aJune 12, 1995, National Abortion Federation letter to members ofthe House of
Representatives noted that late abortions are sought by, among others, "very young
teenagers...who have not recognized the signs oftheir pregnancies until too late," and by
"women in poverty, who have tried derperatcly to act responsibly and to end an unplanned
pregnancy in the early stages, only to face insurmountable financial barriers."
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In her article about late-term abortions, based in part on extensive interviews with Dr.
McMahon and”™m direct observation of his practice {Los Angeles Times Magazine, January
7, 1990), reporter Karen Tumulty concluded:

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

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

About three-fourths of Tiller’s late-term patients, Jarman said, are teen-agers who
have denied to themselves or their families they were pregnant until it was too late to
hide it. [Kansas City Star]

e For what reasons are partial-birth abortions usually performed?

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

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

Reasons for Partial-Birth Abortions: Dr. Martin Haskell

In his 1992 paper. Dr. Martin Haskell, who has performed over 1,000 partial-birth abortions,
described the procedure as "a quick, surgical outpatient method that can be performed on a
scheduled basis under local anesthesia." Dr. Haskell, a family practitioner who operates
three abortion clinics, wrote that he "routinely performs this procedure on all patients 20
through 24 weeks" (4Vjto 5'7: months) pregnant [emphasis added], except on women who
are more than 20 pounds overweight, have twins, or have certain other complicating factors.
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For informationon why Dr. Haskell adopted the method, the 1993 interview in Cincinnati
Medicine is very instructive. Dr. Haskell explained that he had been performing
dismemberment abortions (D&ESs) to 24 weeks:

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

In 1993, the American M edical News— the official newspaper o fthe AMA-- conducted a
tape-recorded interview with Dr. Haskell concerning this specific abortion method, in which
he said:

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

In a lawsuit in 1995, Dr. Haskell testified that women come to him for partial-birth abortions
with "a variety of conditions. Some medical, some not so medical." Among the "medical”
examples he cited was "agoraphobia” (fear of open places). Moreover, in testimony
presented to the Senate Judiciary Committee on November 17,1995, ob/gyn Dr. Nancy
Romer of Dayton (the city in which Dr. Haskell operates one of his abortion clinics) testified
that three of her own patients had gone to Haskell's clinic for abortions "well beyond" 4 Vi
months into pregnancy, and that "none o f these women had any medical illness, and all three
had normal fetuses."

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

Reasons for Partial-Birth Abortions: Dr. James McMahon

The late Dr. James McMahon performed thousands o f partial-birth abortions, including the
third-trimester abortions performed on the five women who appeared with President Clinton
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at his April 10 veto ceremony. Dr. McMahon's general approach is illustrated by this
illuminating statement in the July 5, 1993 edition ofAmerican M edicalNews:

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

mother.

In June, 1995, Dr. McMahon submitted to Congress a detailed breakdown ofa "series"
ofover 2,000 ofthese abortions that he had performed. He classified only 9% (175
cases) as involving "maternal [health] indications," ofwhich the most common was

"depression."”

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

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

Twenty-four were done for cystic hydroma (a benign lymphatic mass, usually
treatable in a child of normal intelligence). Nine were done for cleft lip-palate
syndrome (a friend of mine, mother of five, and a colleague who is a pulmonary
specialist were bom with this problem). Other reasons included cystic fibrosis (my
daughter went through high school with a classmate with cystic fibrosis) and
duodenal atresia (surgically correctable, but many children with this problem are
moderately mentally retarded). Guess they can't enjoy life, can they? In fact, most
of the partial-birth abortions in that [McMahon] survey were done for problems that
were either surgically correctable or would result in some degree ofneurologic or
mental impairment, but would not harm the mother. Or they were done for reasons
that were pretty skimpy: depression, chicken pox, diabetes, vomiting. ['"What
Constitutes A Quality Life?," Los Angeles Times, Aug. 28, 1996]
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Overone-third o fMcMahonfs 2,000-abortion "series' involved neitherfe talnor materna'
health problems, howevertrivial

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

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

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

Reasons for Partial-Birth Abortions: Dr. David Grundmann

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

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

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

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

availability ofabortion beyond 20 weeks." )

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

bread winner."

e Is a partial-birth abortion ever the only way to preserve a mother 3

physical health?

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

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

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

for the baby."

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

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

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

fertility.

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

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

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

3681). said that partial-birth abortion

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

prior to the completion ofthe delivery.

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

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

hear our stories?

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

e What about President Clinton"s statement that for some women, the

only alternative to partial-birth abortion isto "ripyour body toshreds"?

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

yoL could never have another baby."

But this is medical nonsense. Medical specialists commonly deal with cases o f severe
hydrocephaly by a procedure called cephalocentesis, in which a needle is used to withdraw
the excess fluid (but notthe brain), reducing the head size so that normal delivery ofa live
baby can occur. An eminent authority on such matters. Dr. Watson A. Bowes, Jr., professor
ofob/gyn (maternal and fetal medicine) at the University of North Carolina, who is co-editor
ofthe Obstetrical and Gynecological Survey, wrote to Congressman Charles Canady:
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Critics ofyour bill who say that this legislation will prevent doctors from performing
certain procedures which are standard o f care, such as cephalocentesis (removal of
fluid from the enlarged head of a fetus with the most severe form of hydrocephalus)
are mistaken. In such a procedure a needle is inserted with ultrasound guidance
through the mother's abdomen into the uterus and then into the enlarged ventricle of
the brain (the space containing cerebrospinal fluid). Fluid is then withdrawn which
results in reduction ofthe size in the head so that delivery can occur. This procedure
is not intended to Kill the fetus, and, in fact, is usually associated with the birth ofa

live infant.

(Note: Cases ofhydrocephaly accounted for less than 4% ofDr. McMahon's partial-
birth abortions, according to his submission to the House Judiciary Committee.)

. What about the small minority of cases that do involve *"serious fetal

deformity"?

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

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

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

[After 23 weeks] | do not think there are any maternal conditions that I'm aware of
that mandate ending the pregnancy that also require that the fetus be dead or that the
fetal life be terminated. In my experience for 20 years, one can deliver these fetuses
either vaginally. or by Cesarean section for that matter, depending on the choice of
the parents with informed consent... But there's no reason these fetuses cannot be
delivered intact vaginally after a miniature labor, if you will, and be at least assessed
at birth and given the benefit o f the doubt, [transcript, page 240]
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In a partial-birth abortion, the abortionist dilates a woman's cervix for three days, until it is
open enough to deliver the entire baby breech, except for the head. When American

M edical News-asked Dr. Martin Haskell why he could not simply dilate the woman a little
more and remove the baby without killing him, Dr. Haskell responded:

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

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

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

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

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

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

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

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

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

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

B} -
abortion?” m

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

the class o fprocedures banned by the bill.

The bill would make it acriminal offense (exceptto save awoman's life) to perform a
"partial-birth abortion,"” which the bill would defne- as a mattero flaw - as "an abortion in
which the person performing the abortion partially vaginally delivers aliving fetus before
killing the fetus and completing the delivery." [emphasis added]

In contrast, the term "intact dilation and evacuation" was invented by the late Dr. Tames
McMahon, and until recently, was idiosyncratic to him. It appeared in no stands1 medical
textbook or database, nor anywhere in the standard textbook on abortion methods, / bortion
Practice by Dr. Warren Hem. Because "intact dilation and evacuation"2is not a standard,
clearly defined medical term, the House Judiciary Constitution Subcommittee staff(which

drafted the bill under Congressman Canady's supervision) rejected it as useless for purposes

ofdefining a criminal offense. Indeed, it is worse than useless- a criminal statute that relied

on such aterm would be stricken by the federal courts as "void for vagueness."

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

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

The term chosen by Congress, partial-birth abortion, is in no sense misleading. In swom

testimony in an Ohio lawsuit on Nov. 8, 1995, Dr. Martin Haskell- who has done over
1,000 partial-birth abortions, and who authored the instructional paper that touched o ff the
controversy over the procedure- explained that he first learned o f the method when a

colleague

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

e Are the five linedrawings of the procedure circulated by NRLC

accurate, or misleading?

The AM A newspaper American MedicalNews (July 5, 1993) interviewed Dr. Martin
Haskell and reported:

Dr. Haskell said the drawings were accurate "from atechnical point of view." But he
took issue with the implication that the fetuses were "aware and resisting."

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

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

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

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

9
The Supreme Court has never said that there is a constitutional right to kill human beings
who are mostly bom.

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

Moreover, in Roe v. Wade itself, the Supreme Court took note of a Texas law that made
it a felony to kill a baby "in a state of being born and before actual birth," and the
Courtdid not disturb that law.

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

FACTS.91196



IRENE S. LOHKAMP, M.D.
BOARD CERTIFIED IN FAMILY PRACTICE

.1200 AIRPORT HEIGHTS DRIVE. SUITE 2
ANCHORAGE. ALASKA 995*
Telephone - 19071 272-33"

fax: (9071 272-021

February 16, 1997

Regarding: H.B. 65

Dear Representative Kott:

I am a physician in private practice specializing 1in family
medicine. | agree that partial birth abortions should be outlawed
in Alaska as stated 1in Section 18.16.050. This 1is not the only
method available for inducing abortion in the 2nd and 3rd

trimester.

As you already know, this procedure is used in late term pregnancy
just prior to and beyond gestational age viability.lt probably is
not successful earlier because the baby®"s sinews are too delicate
to tolerate the traction required to pull the lower extremities and
trunk out of the uterus and vaginal canal. The baby is
intentionally rotated into breach position, extracted through the
birth canal, with the head last remaining within the canal (often
forcibly held within) to perform the <cranial evacuation that
terminates the baby®"s life functions.

This procedure has met with profound <controversy by medical
professionals and the general public alike because of its shocking
violence and appearance of being infanticide. With extraordinarily
rare exceptions, the procedure is not the sole method of achieving
late term abortion. There are other methods available which have
been practiced for many years before this procedure was developed.
These are as safe, and possibly safer, for the mother. Banning
partial birth abortions would still preserve the health of the

mother and be protective of her rights.

Please sustain a ban on partial birth abortion in Alaska.

Sincerely yours,

PIQYVI- UHFIPp-"Tf M d

Irene Lohkamp, M.D.
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March ?, 199T ; .

y The H6xibrabl>. Pet>a Kotjp?Z
VRoprBaaattatilviii ~ Sba”a of Alaska
- ~...Juneau, ..Alaska .

ATTENTION: CSeo»ga'Vt»b*iar ¢’ \ Rer House Bill <5
Partial. B3,rbh Abortion

Dear ,Sirs : m>e o

I a® eending this lubber .in support), of, your HB .65 which
‘s oublawa "partial birbh abortions” as specified.in. the bill.
ee]"ve reviewed She bill and tho, arguments of other physicians,
e_ including .bhosp of Qhe American College of ObsOobrics and
" Qyaedolbgyv Physicians Ad Hoc CoalitJion for the Irutih (IPHACT),
;/;-OPcbp'r.p',?U*q'S. Iemagie.,—*‘*Cyanie *BrO0Ookand Jan Whlttefield.

"k ok *1
,eeee, . . 0K A .

I feel that the tta.ediaony. of. the PHACT Is, in fact), the-
most) accurate wi"bh regards t)o Oho conflicts and lesuss
expressed by the present) forces- opposed, Co. the bill"; there
hre procedures that) are much safer, including the use of
prostaglandin medications,

.While the use of. prostaglandins Oakes more Dime," it), shrosaes
the patience of the. abortionist, 10. is imminently more save,
and has had aore oignifieranb poor review,, literature, research,
and medical data .bp support) lbs application in appropriate
circumeba.ncesi. ;.Tbha.resbricbions in House B11165 ara very
,spotfidj*id,,..and in Tiy. opinion, as well as those of bhe physicians
"Pf bho PHACT;, bhose specifications do nob encompass other
abortion procedures as .bhay era currently practiced.

. APrvJtmmMOnponaion,4tmi*SM,SuiitU7 Afuiwr*Ak90M

mm . (907)562-S32S,FAX(mS62-43a, Firtiltol(907)S62-3562
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" "The. HonorablePete- Kott:
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Once again, ;hoyeVor,;with regards to- the specifications
of "the .abortion"- procedure as specified, there are no known
situations- which"have bean®"published or poor reviowod for

.Jfbieh.;this ."procedure; would be. necessary, nor .ie it -taught
in an” bbstatjrlc® Or1'gynecologic residency program in tho
United States,-vto-Vhe" best lof.mj- knowledge and- that of the
profeeabrs and._:bfhyslcian ne.abere of the PHACT/ . -

In summary, I1/hope, you will, .continue on your course to ensure
passage of this bill.. There are far safer procedurse when
medically IPdica.thd tkat> pose;less of a throat of infection,
retained., products;of conception, uteripe .perforation, hemorrhage,

V.or .death,.to the. patient*."

““if.i: canb«.;dffurther-assistance In clarifying these issues*. e

~mplease contact me at your earliest convenience,.
o e IIWI. Ll -\/'k
" . o ..

/o Thank yodj - -y.. v
.~Sincere lyy.

Jd

.. Robert d, .Thpap8pn.,:M.>i)...1 PACOO
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4600 NO. DOUOLAS
JUMKAU. ALASKA 38001
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March 6,1997 ~

Representative Pete Kott
State of Alaska
FAX#465-2819

RB; House Bill #65

Dear Representative Kott:

Il had hoped to testifyon House Bill #65 but I will be out of Juneau at the next
hearing. lwas present on March 5.

My name isJoseph Riederer. lhave been a Juneau physician since 1961. | am
not a specialist in 0B-GYN; however, a major part of my practice was
obstetrics from 1961-77 and I attended perhaps 2000 deliveries, and from that
time, have continued todo some C-s«ction and laparoscopic 0B and GYN
care from 1977-96. lam writing insupport of Iftmas Bill #65. 1 would have
like to have testified against the use of partial birth abortion as a medical

procedure. |Ibelieve itisunspeakably inhumane to carry thisprocedure out

on what is frequently a viable infant.

This type of medical procedure, that is, a partial birth ibortion, isnot even
listed or discussed or described as a medical procedure in any of the current
OB-GYN references that I can find. For Instance, the seven volume
authoritative reference on Gynecology and Obstetrics by Sdarra, does not
even discuss surgical intervention for late term abortions in this manner.

Ithas been argued that this is a necessary option for the health and safety of
the mother. This isnetverifiedby any respected medical authority that I can
find. There are multiple procedural complications to the mother in any
abortion procedure. That includes certainly uterine perforation, or rupture,
sepsis, bleeding after the procedure, and incompetent cervix, sterility,
andpsychological trauma, etc. All of this isin addition to the fetal death.
People certainly need to figure out before the 2nd or 3rd trimester ifabortion

isan option or not ifyou beliave an abortion is a necessity.

The proposed definition of this Bill is specific and no other medical procedure

W57 H |15 R#APAMS XN 950
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would be restricted or affected by banning partial birth abortion. The language
isdear and specific

lhope that Housa 8111 #65 will be enacted. Thank you for this consideration.

Sincereh

Joseph D. Riederer/ MD .
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Gene Tarnc/Michcllc Powers 703/683-5004

Physicians'

Ad |-|.0.C FORMER SURGEON GENERAL KOOP SEPARATES MEDICAL
Coalltlon for FACT FROM FICTION ON PARTIAL-BIRTH ABORTIONS

Truth

FOUNDING MEMBERS

KOOP: THE PARTIAL-BIRTH ABORTION
IS INNO WAY..A MEDICAL NECESSITY?

Hem. Torn A. Cobum. M.D. ALEXANDRIA. VA — In a wide ranging interview with the American Medical
Firmly Pnetmoner. Obmmnain . L. .
Member. U.S. Houie of N-ews, former Surgeon General C. Everett Koop e>-(pressed his opposition to partial-
Reprcsenmivej (OK-2) birth abortions and declared that they are not medically necessary.

Nincv Romrr, M.D. i A .
Fellow. American College of The former Surgeon General was asked about President Clinton's recent veto of a bill

Obnetnctuu & Gynecolojwu to ban partial-birth abortions and claims regarding the medical need for them.
Clinical Proieuor. OlvGyn

Wnghi Suie Uruvemry Following is Dr. Koop's response, reported in the August 19th issue of American

Chairman. Depi. ofOlyGvn. Medical News:
Miami Valiev Horpitai. OH

Pimela Smith. M.D. "I believe that Mr. Clinton was misled by his medical advisers on what is fact

Director of Medical Education . .. . .
Deoi. of Obstetrics 1t Gvnecology and what is fiction in reference to late-term abortions. s ccause 10 no way

ML Sinai Medical Carter. can | tw ist my m ind to see that the late-term abortion as described ™~ you

Chicago. IL

Member, Association of ) i
sots of OtVGyn is vom  — IS 4 moeaicar necessity tor e momer. It certainly can't be a

necessity for the baby. So | am opposed to ... partial birth abortions."

know , partial-birth , and then destruction o f th e unborn ch ild before the h ead

mo Jones. M.D
.rofessorChiir. Ob'Gvn
New Yorit Medical College Asked "have you ever treated children with any of the disabilities cited in the debate?
Chair. ObGyn . . . . . "

\I/incent'syHosmtaI & For example, have you operated on children with organs outside of their bodies,
Medical Cemcr. NYC Koop responded:

Cjnu R. Cook. M D

Maternal Feul Medicine "Oh, yes indeed. I've done that many times. The prognosis is usually

Bunerwonh Hoscual good. [With an] omphalocele...organs are ou. but still contained in the sac

Michigan State College of i . L

Human Medicine composed of the tissues of the umbilical cord. | have been repairing those

since 1946...In fact, the first child | ever did, with a huge omphalocele

Josern L DeCook. M D .

Fellow American College of much bigger than her head, went on to develop well and become the head

Cbstetnaans tt Gvnecoiogjsts nurse in m> intensive care unit many years later."

V-illiam Stiller. M.D

Clmiol Associate Profeasor, Dr. Koop's remarks echo over three hundred other medical professionals — leaders

Sbn”ge;?cssuit; S‘r’]'l‘fecr‘;';’y‘")’OH in the Fields of obstetrics, gynecology and perinatology — who have joined the
Physicians' Ad-hoc Coalition for Truth to help Americans and Congress understand

3emard Naitumon. M D that partial-birth abortion is never medically necessary, and in fact can threaten a

Visiting Scholtr
Caller for Clinical ti
Roeircn Ethics
Vanderbilt Umvenirv

mother's health and sarctv.

The Physicians’ Ad-hoc Coalition for Truth (PHACT), with over three hundred

members drawn from the medical community nationwide, exists to bring the medical
1150 South Waahmpon Street

30 facts to bear on the public policy debate regarding partial birth abortions. Members
"03)222352)’3 22314 of the coalition are available to speak to public policy makers and the media. If you
would like to speak with a member of PHACT, please contact Gene Tame or Michelle

Commumcuiom Counsel Powers at 703-683-5004.

Gene Tame. Michelle Powers



FACT SHEET: PARTIAL-BIRTH ABORTIONS
MEDICALLY NECESSARY?

Those who oppose the Partial Birth Abortion Ban Act (HR 1833) sometimes claim that partial
birth abortions are necessary to preserve a mother 3 health or future ability to have children. The

medical evidence to the contrary isoverwhelming:

— Dr. Pamela E. Smith, Director ofMedical Education, Department of Obstetrics and
Gynecology, Mt. Sinai Hospital, Chicago testified before the U.S. Senate: “There are absolutely
no obstetrical situations encountered in this crontry which require a partially delivered human
fetus to be destroyed to preserve the life or health of the mother.””[Senate hearing record, p. 82]

-Dr. Harlan R. Giles, a professor of "high-risk>”obstetrics and perinatology at the Medical
College of Pennsylvania, performs abortions by a variety of procedures up until “¥iability >~ In
swom testimony inthe U.S. Federal District Court for the Southern District of Ohio (Nov 13,

1995), Professor Giles said:

[After 23 weeks], I don Tthink there are any maternal conditions that 1 m aware of that
mandate ending the pregnancy that also require that the fetus be dead or that the fetal life
be terminated. Inmy experience for 20 years, one can deliver these fetuses either
vaginally, or by Cesarean section for that matter, depending on the choice of the parents
with informed consent. ..But there 3 no reason these fetuses cannot be delivered intact
vaginally after a miniature labor, ifyou will, and be at least assessed at birth and given the

benefit of the doubt, [transcript, p. 240],

And I cannot think of a fetal condition or malformation, no mr :rhow severe, that
actually causes harm or risk to the mother of continuing the pregnancy. Iguess one
extremely rare example might be a partial hydatidiform mole. But that3 a one in a million
situation. In most cases mothers [arc] carrying an abnormal fetus such aswithDown 3
syndrome, anencephaly, the absence of a brain iteHj dwarfism. Other severe even lethal
chromosome abnormalities, those mothers ifyou follow their pregnancy have no higher
risk of pregnancy complications than for any other mother who 3 progressing to term for a

delivery, [transcript 241-42]

-Some claim partial birth abortion isneeded when a baby suffers from severe hydrocephalus
(enlargement of the head due to excess fluid on the brain). But an eminent authority on such
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FACT SHEET: PARTIAL-BERTH ABORTIONS
MEDICALLY NECESSARY?

Those who oppose the Partial Birth Abortion Ban Act (HR 1833) sometimes claim that partial
birth abortions are necessary to preserve a mother 3 health or future ability to have children. The
medical evidence to the contrary isoverwhelming:

— Dr. PamelaE. Smith, Director ofMedical Education, Department of Obstetrics and
Gynecology, Mt. Sinai Hospital, Chicago testified before the U.S. Senate: 1There are absolutely
no obstetrical situations encountered in this country which require a partially delivered human
fetus to be destroyed to preserve the life or health of the mother.””[Sr.".ate hearing record, p. 82]

-Dr. Harlan R. Giles, a professor of “high-risk””obs.etrics and perinatology at the Medical
College of Pennsylvania, performs abortions by &variety of procedures up until “¢iability ”” in
swom testimony in the U.S. Federal District Court for ths Southern District of Ohio (Nov. 13,

1995), Professor Giles said:

[After 23 weeks), 1don Tthink there are any maternal conditions that I i aware of that
mandate ending the pregnancy that also require that the fetus be dead or that the fetal life
be terminated. In my experience for 20 years, one can deliver these fetuses either
vaginally, or by Cesarean section for that matter, depending on the choice of the parents
with informed consent. .. But there 3 no reason these fetuses cannot be delivered intact
vaginally after a miniature labor, ifyou will, and be at least assessed at birth and given the
benefit of the doubt, [transcript, p. 240],

And 1 cannot think ofa fetal condition or malformation, no matter how severe, that
actually causes harm or risk to the mother of continuing the pregnancy. I guess one
extremely rare example might be a partial hydatidiform mole. But that 3 a one ina million
situation. In most cases mothers [are] canying an abnormal fetus such aswithDown 3
syndrome, anenr.ephaly, the absence of a brain itself dwarfism. Other severe even lethal
chromosome abnormalities, those mothers ifyou follow their pregnancy have no higher
risk of pregnancy complications than for any other mother who 3 progressing to term for a

delivery, [transcript 241-42]

— Some claim partial birth abortion isneeded, when a baby suffers from severe hydrocephalus
(enlargement of the head due to excess fluid on the brain). But an eminent authority on such



matters. Dr. Watson A. Bowes, Jr., professor of obstetrics and gynecoiogy at the University of
North Carolina, and«co-editor of the Obstetrical and Gynecological Survey, wrote to

Congressman Canady:

Critics ofyour hill who say that this legislation will prevent doctors from performing
certain procedures which are standard of care, such as cephalocentesis (removal of fluid
from the enlarged head of a fetus with the most severe form of hydrocephalus) are
mistaken. In such a procedure a needle is inserted with ultrasound guidance through the
mother 3 abdomen into the uterus, and*then intothrenlarged ventricle of the brain (the
space containing cerebrospinal fluid). Fluid isthen withdrawn which results in reduction of
the size in the head so that delivery can occur. This procedure is not intended to kill the
fetus, and, in fact, isusually associated with the birth of a live infant.

--Dr. James Jones, chairman of the department of obstetrics and gynecology atthe New York
Medical College, has stated that he “€an T think of any situation where you would have to carry—
out a specific, direct attack on the fetus.””With regard to the partial birth procedure, he said that
he “Can T imagine that being an indicated procedure for the saving of a life or well-being of the

mother.™ [c = choric w ew vorw,5/2/96]

-1n an article in the American Medical News [®utlawing abortion method, >>11/20/1995]. Dr.
Warren Hem, late-term abortion provider and author of the nation 3 most widely used textbook
on late-term abortions said of the partial birth procedure: “You really can Tdefend it ... Twould
dispute any statement that this is the safest procedure to use.””He noted that turning the fetus to
a breech position is “potentially dangerous,™ and added: “You have to be concerned about causing

amniotic fluid embolism or placental abruption ifyou do that.””

-The American Medical Association 3 legislative council voted unanimously to recomend that the
A M A endorse the Partial Birth Abortion Ban Act. While the entire AM A remained neutral on the
act, the council concluded that the procedure is “fot a recognizea medical technique,”™ “almost

does not exist in the medica Zliterature,””and isa “basically repulsive”’procedure. [COﬂngSS Daily,

10/10/95, p. 1].

June 1996
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September 18. 1996

Dear Member of Congress:

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

falsehoods

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

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

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

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

necessity for the mother."

As case in point would be that of Ms. Coreen Costello, who has appeared several times
before Congress to recount her personal experience in defense of this procedure . Her
unborn child suffered from at least two conditions: "polyhydramnios secondary to
abnormal fetal swallowing,””which causes amniotic fluid to collect in the uterus, and
"hydrocephalus", a condition that causes an excessive amount of fluid to accumulate in

the fetal head.

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



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

other options.

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

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

Thank you for your consideration.

Sincerely,

Nancv G. Romer, M.D Curtis R. Cook, M.D.

FACOG Maternal Fetal Medicine

Clinical Professor Butterworth Hospital
Department of Obstetrics and Gynecology Michigan State College of Human
Wright State University; Medicine

Chairman, Dept, of Ob/Gvn
Miami Valley Hospital. OH

VI .

Pamela E. Smith, M.D. ¢ c / Joseph L. DeCook, M.D.
Director of Medical Education FACOG

Dept, of Obstetrics and Gynecology Holland, M1

Mt. Sinai Medical Center

Chicago, IL;

Member, Association ofProfessors of Ob/Gyn
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St Louis, MO

Donovon Hanson. M.D.
FACOG

Clinical Professor.
University of Washington.
Seattle

David W. Adcock. Il. M.D.

Ob/Gyn
Moultrci. GA

Camilla Hersh. M.D.
Ob/Gyn
Vienna, VA

Hoyt C. Dees. M.D.
Ob/Gyn
Atlanta, GA

Robert B. Albee. Jr.. M.D.

Ob/Gyn
Atlanta, GA

Donna Harrison. M.D.

FACOG
Berrien. Ml

Bravden Richmond. M.D.
JFACOG

Helen Keller Hospital
Tuscumbia, GA

Elizabeth Street. M.D.

FACOG
Marietta. GA

Lewis J. Marcia. M.D.
Chairman. Dept, of
Obstetrics and Gynecology,
St. Clare's Hospital
Schenectady, NY

Linda M. Gourash. M.D.
Developmental Pediatrician
Pittsburgh. PA

Sook Mie Choi. M.D.

Ob/Gyn
Mishawaka. IN

Lawrence Burdge. M.D.
FACOG
Perry. GA

Joan Supleton. M.D.
Anesthesiologist
Wellsley. MA

Thomas J. Giblin. M.D.
Ob/Gvn
Wellsley. MA

William F. Colliton. M.D
FACOG

Clinical Professor. ,
Obstetrics and Gynecology
The George Washington
University Medical Center.
Washington. D.C. i

Leslie Hansen. M.D. !
Ob/Gyn
Charlotte. NC

Thomas J. Kenneth-. M.D..
AP.M.C.

OB/GYN

Metairie, LA

Brad Fields. M.D.
FACOG
Jonesboro. AP,

Frank Giglio. M.D.. P.A.
FACOG

Clinical Assistant Professo
Dept, of OB/GYN. Texas
University Medical Branch
Beaumont, TX

Hugh Gavin Grimes. M.D.
Assistant Clinical Professo
Dept. OB/GYN.
Northwestern University
Chicago, IL

James G. Linn. M.D.
Chairman. Dept. OB/GYN,
SL Mary's Hospiul.
Assistant Clinical Professo
OB/GYN, Medical College
of Wisconsin, Milwaukee



James R Dillon. M.D.
FACOG
Former Director of
w'bstetrics at St. Francis
IOspital, Evanston. IL
Former clinical instructor of
OB/GYN at Loyola
University. Stritch School
of Medicine. Chicago. IL

Jerome L. Sinsky. M.D.
FACOG
Escondido. CA

Jerry A Wittingen. M.D.
Clinical Associate Professor
of OB/GYN. Michigan state
College of Human Medicine
Grand Rapids. Ml

Julie A Mickelson. M.D.
OB/GYN
Milwaukee. W1

Kamal M. Behnam. M.D.

FACOG

Clinical Professor. Dept.

OB/GYN. W.Va University

School of Medicine,
gantown W.VA

-lark G. Lewis. D.O.
OB/GYN

Obstetrics Coordinator
Family Practice Residency
St Joseph's Medical Center
South Bend. IN

Matthew- J. Bulfin. M.D.
OB/GYN

Fort Lauderdale. FL

Michael Soderling. M.D
FACOG
West Bend. WI

Ted E. Fogwell M.D.. P.A
OB/GYN
Dallas. TX

Thaddeus A. Figlock. M.D..
P.C

OB/GYN

Taunton. MA

Thomas Theccharides.
M.D.

OB/GYN

Elkhart. INI

J. Michael Fite. M.D.
FACOG
Fort Worth. TX

Adam B. Blinklev. M.D.
OB/GYN

Clinical Insmictor. Dept of
OB/GYN at Michigan State
University College of
Medicine

Grand Rapits. Ml

Lawrence Dunegan M.D.
Pediatrician
Pittsburgh. PA

Herb Atkinson. M.D.
OB/GYN
Bridgman. Ml

Bennie P. Nobles. M.D
OB/GYN
Metainc. LA

Leonard E. Marotia. M.D.
FACOG
East Syracuse, NY

Frank Zarka. M.D
OB/GYN
San Jose. CA

JohnJ Chobv. M.D
OB/GYN
North Wales. PA

Mark T Karnes. D. 0
FACOG. OB/GYN Surgery
Muskegon. Ml

Harvey T. Huddleston.
M.D.

Associate Professor of
Clinical Obstetrics and
Gynecology.

Head of Seaion
Urogynecology/Pelvic
Reconstructive Surgery.
LSU School of Medicine

David V. Foley. M.D.
Ginical Professor of
OB/GYN. Medical College
of Wisconsin

William R Dorsey, D.O.
FACOG
Chairman Section

OB/GYN,
Grandview/Southview

Hospital, OH
Centerville, OH

Matthew J. Barulich. M.D.
FACOG
Carson City, NE

Karin E. Shinn D.O.
Assistant Attending. Coney
Island Hospital: Clinical
Instructor, SI Georges
Medical School. Grenada.
West Indies: Adjunct
Clinical Instructor. New
York College of
Osteopathic Medidne. Old
Westbury, NY

Brendan Mitchell M.D.
OB/GYN
Shawnee Mission KS

Peter B. Greenspan D.O.
FACOG: Assistant Clinical
Professor. Dept of
OB/GYN. Truman Medical
Center. University of
Missouri. Kansas City
Schol of Medidne: Asa.
Professor. University of
Health Sdence. College of
Osteopathic Medidne
Lee's Summit. MO

Anne B. Want M.D.
OB/GYN
Chicago. IL

John M. Dodge. M.D.
FABOG. FACOG
Texarcana. TX

Karen Rainer, M.D.
OB/GYN; Aststant
Director, Perinatology,
Bayfront Medical Center,
St. Petersburg, FL

Matthew Anderson MD
OB/GYN
Burlington. 1A

Gordon Blake Clark. M.D.
FACOG
Lexington MO

Rajendra M. Ritnesar.
M.D.

FACOG

Clinical Asst. Instructor.
Stanford University
Castro. CA

Joe A Cloud. M.D.
FACOG
Russellville, AR

Michael R Waaikins. M.D
FACOG: Clinical Asst.
Profesor of OB/GYN.
Medical University of S.C..
Spartanburg. SC

Albert M. Bringardner.
M.D.. FACOG

Sr. Vice President. Medical
Affaire. Lake Hospital
System. OH

Karl H. Johansson M
OB/GYN
Oroville. CA

Christopher Roberts. M.D
OB/GYN
Joplin MO

Howard Roberts. M.D.
OB/GYN
Joplin, MO

Robert Weddrcyer, M.D.
FACOG

L. Carl Jurgens, M.D.
DABOG
Holland. Ml

Calvin J. Siegers, M.D.
FACOG

Kirk Tyler, M.D
FACOG

James Girard. M.D.
OB/GYN



Barbara Puzvcki, MD.
OB-GYN

Aavid J. Young. M.D.
.menial Medidne
Holland. Ml

Theresa iShedenhelm. M.D
Family Physician
Muskegon. Ml

J.M Lackev M.D. P.A.
FACOG
Pocaiello. ID

Jeffrev Keenan. M.D.
FACOG

Director. Division of
Reproductive
Eadocrinalogy & Infertility.
Department of Obstetrics &
Gynecology. University of
Tennesse Medical Center.
Assodate Professor. Dept.
OB/GYN. University of
Tenessee Medical Center
Knoxville. TN

John James DeMarco. M.D.
'GYN
one. PA

Robert LaCava
FACOG
Bennetsville. SC

Roalph G. Ryan. M.D.
Cardiologist
Muskegon. Ml

Michael Draper. M.D.
OB/GYN: Instructor
Bowman Gray School of
Medicine

Salt Lake City. UT

J.M. Arrunategui. M.D.
P.C.
OB/GYN

Clinical Assistant Professor.

Elizabeth General Medical.
St. Elizabeth Hospital
Elizabeth. NJ

Jr  Zabielski, M.D.
'V.j YN
ottsdale. AZ

Williaam L.T. Fong. M.D.
FACOG

Harlev A Grim. MD.
OB/GYN ¢
Cindnnati. OH

Grace Valente. M.D.
OB/GYN
Macon. GA

Robert Swan. M.D
OB/GYN.Female Caner.
GYN Oncologist Dir
GYN/ONC St. Johns Mercy
Med. Center. St. Lewis
University

Grover. MO

Robert Plambeck M.D.
FACOG: Chairman of
OB/GYN Department at
Bryan Memorial Hospital
Lincoln. NE

John Murphv. M.D
OB/GYN

Assodate Professor.
University of IL School of
Medicine

James O'Connor. M.D.
FACOG
Gloucester. VA

Vincent J. McPeak. M.D.
OB/GYN

William J. Polzin. M.D.
OB/GYN Maternal-Fetal
Medidne

Cincinnati, OH

Dorothy Roels M.D
Corpus Chnsn. TX

Gustav K. Barken, D.O.
FACOG
Muskegon. M

Dominick A Casclnova.
M.D.

FACOG

Dade City-. FL

G. Russell Edwards. M.D.
PA JFACOG
Katy.TX

Lawrence J. Smith. M.D.
OB/GYN
Goshen. IN

James R. Van Curen. M.D.
OB/GYN
Goshen, IN

Kenneth D. Petersen. M.D.
OB/GYN
Goshen, N

Fred A. Simon, M.D.
OB/GYN
Goshen, IN

Steven A Roth, M.D.
FACOG
Inverness, FL

David Meyer. M.D. P.C.
OB/GYN'
Holland, Ml

Ralph P. Miech. M.D.

Ph.D.

Assodate Professor Dept, of
Pharmacology. Physiology,
& Biotechnology. Brown
University School of
Medidne. Providence

E. Providence, RI

Richard Switzer. M.D.
Internalist . Pediatrician
Grandvillc. MI

John Hefiron
Clinical Professor of
OB/GYN Creighton
University. Om*ha
Omaha, NE

Angelica M. Zairi. MD.
OB/GYN
Endnitas. CA

Robert F. Scanlon. Jr.,

M.D.
Huntington. NY

Walter B. Hull. M.D.
OB/GYN

Assistant Professor. Chi<
State University. Columi
Dublin. OH

Alan Mumane. M.D.
FACOG

Assodate Chairman. Dei
of OB/GYN. St. Vincent
Medical Center. Toledo
Volunteer Clindal
Associate Professor
Dept. OB/GYN Medical
College of Ohio. Toledo

Frank C. Morrone. M.D.
OB/GYN
Dallas. TX

Antohonv J. Linn. M.D.
Milwaukee. W

David A. Rueff. M.D.
FACOG

Clinical Instructor,
University of TN Hospital
Knoxville. TN

Steven A Folev. M.D.
FACOG
Indianapolis. IN

Thomas A Noone. M.D.
FACOG
Haddonfield. NJ

Douglas John Doty, M.D.
Anesthesiology
Holland. MI

James F. Hartman, MD
OB/GYN
Denver. CO

Fernand H. Pmssing, M.D
FACOG

Assistant Clinical Professc
of OB/GYN. UCLA
Downey, CA

J. Shan Young, M.D.
OB/GYN

Chief of Staff of Obstetrics
at Jacksonville Hospital
Jacksonville, AJ-



JW. Brvant M.D.
OB/GYN
Springfield. OH

lichael W/ Sullivan. M.D.
OB/GYN
Eau Claire. WI

J. Frederick Walk. M.D.
OB/GYN
Winchester. VA

Steve Calvin. M.D.
FACOG

Maternal-Fetal Medidne
SpedalisL High-Risk
Obstetrics. University MN
Minneapolis. MN

Joseph Harmon. M.D
OB/GYN
South Bend. IN

Laura Langlcv. M.D. P.A
OB/GYN
Orange. TX

E. Peter Anzaldo. M.D.
OB/GYN; Assoc. Clinical
ressor. Dept.of
-8/GYN. University of
ialifornia at Irvine
Irvine. CA

Loren Wanner. M.D
FACOG
Blusston. IN

Rafael E. Vicens. M.D
FACOG
Humacao. PR

Robert Lowden. M.D.
Arlington. WA

Joseph Kevehel. D.O
FACOG; Professor of
OB/GYN Chairman of
Dept, of OB/GYN
Oklahoma State University
College of Osteopathic
Medidne. Tulsa

Tulsa. OK

Gr L. Former. M.D.
c. iG
<Grove Village. IL

James Hanser. MD.
OB/GYN
Fairfield. CA

James Presley. M.D.
OB/GYN
Vero Beach. FL

Edward J. Mila Prats. M.D.

P.A
OB/GYN
Port St. Lucte. FL

John Sand. M.D.
OB/GYN
Ellensburg. WA

Kathi A Aultman. M.D.
P.A FACOG
Department Chairman.
OB/GYN at Orang Park
Medical Center

Orange Park. FL

Frank D. Setzler. Jr.. D.O.
FACOG
Palestine. TX

Richard R Temple. M.D.
FACOG
Rhinebeck. NY

Windsor A Holt. M.D.
OB/GYN
Raleigh. NC

Lance Radbill. D.O.

FACOG
Birmingham. AL

Daniel Voss. M.D.
Obstetrics
Georgetown. TX

Robert E. Hedican. M.D.
FACOG

Clinical Faculty. Black
Hawk Area Fmily Practice
Program. Waterloo. 1A

Harr/ C. Beaver. M.D
FACOG: Clincal Professor
OB/GYN. George
Washington University
School of Medidne and
Health Sciences
Annandalc. VA

William L. Toffler. M.D.
Family Practice Assodate
Professor of Family
Medidne. Director of
Education. Dept, of Family
Medidneo ;.. I:alth
Sdencts University.
Portland

John D. Holmes. M.D. P.C.
OB/GYN
Mesa. AZ

Thomas Ritter. M.D.
FACOG
S1 Joseph. Ml

Timothv Dindoffer. M.D.

FACOG
West Bloomfield. Ml

James L. Gildner, M.D.
FACOG

President Elect. Medical
Staff Memorial Medical
center. Medical Director,
Women and Infants
Services. Springfield Dept,
of Public Health; Clinical
Assoc.. Dept of OB/GYN.
Department of Family
Practice. Springfield Illinois
University School of
Medidne

Springfield. 1L

Gerald Corcoran. M.D.
Family Physician: Assistant
Professor of Family and
Community Medidne.
UMASS Medical School
Needham. MA

Robert C. Laliberte. M.D.
FACOG

Past Chairman. Dept, of
OB/GYN. Phoenix Indian
Medical Center

Phoenix. AZ

Tom Whalen. M.D.
OB/GYN
St. Louis, MO

Kurt R. Finberg. M.D.
OB/GYN
Bakersfield. CA

Diric T. Carlson.- M.D.
FACOG
Boise. ID

Jamei Statt. M.D
OB/GYN: Assodate »
ofthe American Cooi»0. i
OB/GYN

Phoenix. « -

James J. Delaney. M.D.
OB/GYN: Assodate Cline
Professor of OB/GYN at tl
University of Colorado
Health Science Center
Highlands Ranch. CO

J. Michael Davidson. M.D
FACOG
Forcnce. SC

J. Kenneth Davis. M.D.
OB/GYN

Assodate Clinical Professc
at the Northeast Ohio
Universities College of
Medidne

Akron. OH

Richard Robie. M.D.
OB/GYN
Wiloughby. OH

Albert M. Bringardner,
M.D.

FACOG

Senior VP Medical Affairs.
Lake Hospital System
Painesville. OH

William M. Petty. M.D.
OB/GYN

Gynecologic Oncology
Portland. OR

Michsle P. Johnson. M.D.
OB/GYN
Abilene. TX

Nathan Hoddtke. M.D.
OB/GYN
Tocoma. WA



Byron C. Calhoun. M.D.
FACOG

Associate Professor of
-linaal OB/GYN.
Jniformed Services.
University of Health
Sciences. F. Edward Hebert
School of Medicine.
Bethesda. MD

Steve Adam. M.D.
FACOG
Florence. SC

Paul S. Kruger. M.D

OB/GYN
Watertown. NY
Bane Tn is. M.D.
OB/GYN

Eugene J. Sweenev. M.D.
MPH

FACOG

Rye Beach. NH

Jerry S. Putman. M.D.
OB/GYN
Tvler. TX

uoert E. Rathe. Jr.. M.D..
J.A

OB/GYN

New Braunfels. TX

Fred A Williams. M.D
FACOG
Pairs. TX

Simon Solano. M.D.
OB/GYN
Springfield. VT

Donna L. Schmitz. M.D

Pediatrics
Milwaukee. W1

Stephen T. Tordav. M.D.
OB/GYN
Fountain Valley. CA

Clifford Sherwood. M.D.
FACOG
Colorado Springs. CO

John J Chobv. M.D.

Clinical Care Associate
Doylestown Women's
Health Center. University of
Pennsylvaiiia Health System
Doylestown. PA

Manca Bohn Rhelil. M.D.

OB/GYN
Beckley. WV

Marshall W. White. Jr.
M.D.

OB/GYN

Hamilton. MT

Edward M. Sullivan. M.D.
OB/GYN

Clinical Professor of
OB/GYN. Thomas
Jefferson University
Medical School

Media. PA

Marshall D Matthews.
M.D. FACOG
Moses Lake. WA

Julio Guerra. M.D
OB/GYN
Paris. TN

Harvev T. Huddleston.
M.D.

OB/GYN; Associate
Professor of Clinical
OB/GYN Lousiana State
Univ. School of Medicine.
Department of OB/GYN
Director. Division of
Benign Gynecology

Head of Secuon.
Urogynecology/Pelvic
Reconstrucrve Surgery.
L.S.U. School of Medicine.
Dept. OB/GYN L.S.U
Medical Center-Sherveport
Shreveport. LA

Thomas B. Lcbherz. M.D
OB/GYN; Professor
Emeritus. Dept. OB/GYN.
UCLA School of Medicine
Los Angeles. CA

Joseph W. Cleary. M.D.
Bismarck. ND

Donald T. Green. M.D,
FACOG
Montgomery, AL

Edward C. Rvan. M.D..
SC.

FACOG

Orland Park, IL

Don Gambrell. Jr.. M.D
FACOG

Clinical Professor of
Endocmology and
OB/GYN. Dept, of
Physiology and
Endocrinology Medical
College of Georgia,
Augusta, GA

James Guenther. D.O.
FACOG
Lancaster. OH

Laurence Bums. D.O.
OB/GYN
Grand Rapids. MI

Miles J. Murphy. M.D
OB/GYN
Grand Rapids. Mi

John G. Hartmann. M.D
OB/GYN
Grand Rapids. Ml

Stephen A Hickner. M.D
OB/GYN
Grand Rapids. Ml

Timothv F. Murphy. M.D,
OB/GYN
Grand Rapids. Ml

Scott Farhart. M.D.
FACOG
PA

David T. McKnighLM.D.

OB/GYN
Murfreesboro. TN

Paul E. Jarrett, Jr.. M.D.
OB/GYN
Indianpoiis, IN

Thomas C. Christiansen.
M.D

OB/GYN

Joliet IL

Paul A Capelli, M.D.
FACOG
Kenosha. W

J. Peter Fomev. Ill. M.D..
P.A

OB/GYN

New Braunfels. TX

Hans E. Geisler. M.D.
FACOG

Gyn Oncology & Gyn
Surgery

Clinical Staff. Dept.
OB/GYN. Indiana
University Medical Center
Indianapolis. IN

Marrgaret C. Nordell. MX

Robert M. St. John. M.D.
FACOG
Butte. MT

Pete Verrill. M.D.
FACOG

President Elect. Medical
Staff Winter Haven
Hospital

Winter Haven. FL

Joseph Pastorek. M.D.
Louisiana State Univ.
Dept. OB/GYN &
Infectious Disease Section
Medical Center

New Orleans. LA

Robert B. Albee Jr. M.D.
FACOG
Dunwoody. GA

Jerry M. Obritsch. M.D.
OB/GYN
Bismarck. ND

Stephen R. Belton, M.D.
OB/GYN
San Jose, CA



Gary L. Foreier, M.D.

FACOG

Clincial Instructor. Rush
iedical College. Chicago

cilk Grove Village. B

Mvles Dotto, M.D.
FACOG
Woodcliff Lake. NJ

Sid Croshy. M.D.
AAFP
Jacksonville. AL

Carol Miller. M.D.
FACOG
Endicon. NY

Thomas W. Spanks. M.D.
FACOG
Baton Rouge, LA

William Treat M.D.
FACOG
San Diego. CA

Noel T. Carlson. DO
Anesthesiologist
Holland. Ml

u:nita C. Massev, MD.
OB/GYN
Richardson. TX

Joseph A. Zavaletta. M.D.
OB/GYN
Brownsville. TX

Margaret Gary. M.D.
FACOG
Norfolk. VA

Barbara Falamo. M.D.
FACOG
Export PA

Thomas Falamo. M.D.
Pathologist
Export PA

Robert Kenneth Clark.
M.D. FACOG

Chairman. Dept, of
OB/GYN. Southwest

¥ :al Center. Oklahoma
C, 0K

Marvin Eastlund. M.D.
FACOG
Fort Wayne. IN

William D. Lawrence. M.D.

FACOG
Phoenix. AZ

Gregory Palito. M.D.
Urologist
Whirtier. CA

Neil JouvenalL M.D.
OB/GYN
Yorba Linda. CA

Christina Cirucci. M.D.
OB/GYN
Richmond. VA

Garv W. Smith. M.D.
OB/GYN
Hagerstown. MD

Don Russell. M.D
Pediatric Immunology
Asheville. NC

Tim Durkee. M.D
OB/GYN
Elk Grove. [L

Edward C. Hall. M.D
OB/GYN

Volunteer Assistant Clinical
Professor. Dept, of
OB/GYN. University of
Cincinnau College of
Medicine

Edgewood. KY

Richard D. Hockett. M.D
FACOG

Clinical Assistant Professor.
Dept of OB/GYN.
University of South Dakota
Mitchelle. SD

James Matheson. D O.
FACOG
Vermilion. OH

Joseph P. Narins. M.D.
FACOG
Greensboro. NC

Beverly A McMillan. M.D.
FACOG
Jackson. MS

Marv Lee Lobach. M.D,
OB/GYN

Clinical Assistant Professor.

Dept of Family Medicine.
Duke University Medical
Center, Durham. NC

David Lobach. M.D.. PhD
Durham. NC

Llovd Bums. M.D.
FACOG
Greenboro, GA

John P. Curiin. M.D.
OB/GYN
Jackson, TN

Joel R. DeKoning. M.D.
OB/GYN
Wausau, W

Jeffrey J. Barrows, D.O.
FACOG
Belle Fontaine, OH

J. Douglas Morrison. M.D.

FACOG
Teirrpe, AZ

Ralph Wiegman. M.D.
FACOG
Grand Prairie. TX

Richard Goddard. M.D.
FACOG
Travis AFB, CA

Andrew Steele. M.D.

JFACOG
Travis AFB. CA

D. Scott Wierma. M.D.
JFACOG
Travis AFB, CA

George Vick, M.D.
OB/GYN
Knoxville, TN

Leo J. Holmsteh. M.D.
FACOG

Senior Attending OB/G'
Genessee Hospital.
Rochester. NY

Joe Mcllhaney. Jr.. tvi.
FACOG
Austin. TX

Raymond Jennett, M.D.
OB/GYN

Director Emeritus. Divisi
of Reproductive Medicint
St. Joseph's Hospital and
Medical Ctr.

Phoenix. AZ

Lany G. Johnson. M.D.
OB/GYN
Loveland. OH

Donovan. D. Hanson. M.I
P.S.

OB/GYN

Clinical Assistant Profess
University of Washington
Medical director. Pregnan
Help Medical Center.
Seattle

Michael Goodin. M.
Pediatrician
Long Beach. CA

Marie T. Sohner. M.D.
FACOG
Tomball. TX

Michael A Rodriguez.
M.D.P.A.

OB/GYN

Tomball. TX

Avrie Fischbadi. M.D.
OB/GYN
Monoc ND

Otto A. Carabbe. Jr.. M.D.
OB/GYN
Staten Island, NY

John Geriach. M.D.
Milwaukee. WT



Thomas Murphy Goodwin.
M.D.

OB/GYN

\ssociate Professor of
JB/GYN. Division of
Maternal & Fetal Medicine.
University of Southem
California:

Director of Maternal &
Fetal Medicine. Good
Samaritan Hospital. CA
Monrovia. CA

Kyle A. Rasikas. M.D.

Assistant Clinical Professor.

Dept, of Internal Medidne.
Michigan State University-,
Co-Director. Michigan
Medical Specialists. Lipid
Disorder Center

Grand Rapids. Ml

Gerard M. DiLeo. M.D.
FACOG

Chief of Staff. Cloumbia
LaJuview Regional Medical
Center. Nu...Jeville. LA

Thomas L. Grav. M.D.
COG
Memphis. TN

Ravmond J. Jaglowski.
M.D.
Dyron Center. Ml

Rov Stnngfellow. M.D
FACOG
Colorado Springs. CO

Edward Lundlad
FACOG
Colorado Springs. CO

Michael Doell
OB/GYN
Colorado Springs. CO

Mark Lmdstrom. D.O.
Family Practitioner
Milwaukee. WI

James C. Glenn. M.D.
OB/GYN
A -illo. TX

K. Michael Keams. M.D.
Gvnecologic Oncology
Hartford. CI’

Frank Wilson.
M.D.fLMOI)
OB/GYN
Natick. MA

W.A. Krotoski. M.D.. PhD.,
MPH

Medical Director. USPHS
(Ret)

Baton Rouge. LA

Richard M. Thome. M.D..
P.C.

OB/GYN

Salem. OR

Richard G. Moutvic. M.D.
OB/GYN

Clinical Professor. Loyola
University School of
Medicine

Chicago Heights. IL

Anthony Culona. DDS
Washington. DC

Margaret Culona Norton.
DDS

Washington. DC

Mark G. Campbell. M.D .
MHA
Grand Raptts. M|

Karyn Grimm Hemdon.
M.D

OB/GYN

Director. Medical
Education. Dept of
OB/GYN. Evanston
Hospital. Instructor.
Northwestem Medical
School

Evanston. IL

James W. Stough. M.D
Gynecologist
Winfield IL

Carl Christman. M.D.
OB/GYN

Assistant Professor.
University of Kansas School
of Medidne. Wichita. KS

James M. Burkhead lII.
M.D.

OB/GYN

Houston. TX

Harold Chotiner. M.D.
FACOG
Reno. NV

Dr. James P. Hartley. M.D.
OB/GYN
Bethesda. MD

William J. Hogan. M.D
OB/GYN
Rockyville. MD

Patrick Marmion, M.D.
OB/GYN

Fellow. American College
of Preventive Medidne;
Director. OH/KY/IN
Perinatal Program
Cinrinatti. OH

Steve Nidrisch. MD.
JFACOG

Clinical Faculty. University
of North Carolina
Asheville. NC

David Kawasaki. M.D.
OB/GYN
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".They,will rip your bodies to shreds and you could never have another baby even

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

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

policy debate over partial-birth abortion.

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

The most serious such distortion is the claim, now endorsed by President Clinton, that a
partial-birth abortion can be m edically necessary to protect the health of a women
carrying a child diagnosed with severe genetic disabilities, and to also protect that

woman § future fertility and ability to carry other children.

There is no medical basis for such an assertion. Given the many potential risks the

procedure entails for the mother, far from ever being medically indicated, partial-birth
abortion is actually counterA ndicated. Far from ever being a medical necessity, partial-
birth abortion is not even a procedure recognized by the medical community, including
the American College of Obstetricians and Gynecologists. Statements by practitioners of
partial-birth abortion indicate that the vast majority of such procedures are elective in
nature. There isonly one reason to ever consider the partial-birth abortion procedure
"necessary:" to ensure the delivery of a dead child rather than a living one.

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

unreported.

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

them in a clear, evenhanded and objective fashion.
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SCIENCE FACT VS. SCIENCE FICTION::

DOCTORS REPORT THE M EDICALEACTS
ABOUT PARTIAL-BIRTH ABORTION

"People deserve to know that the partial-birth abortion is never medically
indicated either to save the health ofa woman orpreserve her future fertility ."

Dr.Nancy Romer, FACOG, Chairman, D ept of O bstetrics and
G ynecology, M iami Valley Hospital, O hio

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

On the Clcumed "M edical N ecessity * o fthis Procedure:

"l am insulted to be told that | am tearing women®s bodies apart by not doing this

procedure. lam not. .A s physicians, we can no longer stand by while abortion

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

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

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

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

On Claims that Unborn Children with Certain D isabilities MUST be A borted by
the Partial-Birth M ethod to P reserve Their M other's Health or Fertility.

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

saving — but still tragic decision” to have partial-birth abortions, given the severe
disabilities suffered by the children they carried. He said that "their own lives,
their health, and in some cases their capacity to have children in the future were in
danger””n account of these children. Six weeks later, the President defended the
necessity of partial-birth abortion on the grounds that, without it, these women
would be "eviscerated,” their bodies "ripped...to shreds and you could never have
another baby, even though the baby you were carrying couldn™t live."” The
conditions suffered by the aborted children inrhKtod: hydrocephalus,
polyhydramnios, Trisomy 13, and ancncephaly.

Responding to these specific claims, medical experts from PHACT made clear:
1. "[TJhese arc honest women who were sadly misinformed and whose decision to

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



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

termination of pregnancy to preserve tht life of the mother."
- Dr. Curtis Cook

3. Regarding "agenetic abnorm ality where there is an extra chromosome or a Trisom y.T hese
abnormalities do not pose a risk to the mother per sc, do not require early delivery, and can

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

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

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

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

section can be performed."
- Dr. Curtis Cook

On Claimsfor the "Safety " o fthe Partial-Birth Abortion Procedure
"{Theprocedure]sounds like science fiction. It oughtto be sciencefiction!"

"It is a maverick medicalprocedure made up by maverick doctorsfor the

purpose ofdelivering a dead fetus."
- Dr.Joseph DeCook

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

dilation.
- Dr.Joseph DeCook

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

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

baby*s leg.
- Dr.Joseph DeCook

3. The third step of partial-birth abortion — "putting the sdssors through tic cortical

magnum, spread them and out comes the brain” — is extremely dangerous given that this step
exposes "sharp shards of bone,"™ which, ifscraped against the uterus, with its "immense blood
supply” would cause "deep shock in 3 or 4 minutes” and would "totally pump out [the

mother®s] blood supply in ten minutes."”
- Dr.Joseph DeCook
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President Clinton is preaching
medical nonsense by claiming that
a form of late-term abortion pro—
tects a mother”s health or fertility;
three physicians said yesterday.

"So many physicians likemyself
watch indisheliefas false medical
facts about partial-birth abortions
get circulated in the public
square.”Dr. Nancy Romer. a Day —
ton. Ohio, obstetrician, said at a
briefing toannounce the founding
of the Physicians Ad-hoc Coalition
for Thith (Phact).

“1n fact.” Bhe said, “there$§a lot
of evidence they may do harm to
women.>”

Phact, t be based in Alexan—
dra, aims to counteract pro-
choice claims about partial-birth
abortion, inwhich a doctor deliv—
ers an unborn child feet firstup
its neck, punctures the skull and
sucks out the brain.

She and two M T/gan doctors
said they were most incensed by
the president®s claim that such
abortions are medical ly necessary
formothers ofdeformed children.

Me Clintonmade thisargument
in his April 10 veto statement on
the Partial Birth Abortion Ban
Act. The ceremony featured five
women who said they underwent
such abortions for health reasons.

"These were honestwomen who
were sadly misinformed.”%aid Dc
Joseph DeCook, a Grand Rapids,
Mich., obstetrician. "There is no
literature that testifies to the
safety of partial-birthabortion. It's
a maverick procedure devised by
maverick doctors who wish o de—
liver a dead fetus."

Instead of protectingawoman §
fertility, such abortions endangsr
itby using methods that could lead
to an infection, causing sterility,
Dr. DeCook said.

He also said that drawing out
the child ina breech position “fsa
very dangerous procedure, and
you could tear the uterus." He said
a ruptured uterus could cause the
mother tobleed todeath in10min—
utes.

The puncturing of the childs
skull also produces bone shards
that could puncture the uterus.

“ft sounds like science fiction,"
Dr. DeCook said. "It"snot taught in
any residency program in the
country."

Joining the doctors were five
women who said they elected not
toabortwhen theydiscovered they
were carryingdeformed children.

Among themwas Whitney Go in.
who was with her husband. Bruce.
The Orlando, Fla., coupie arrived
holding their 10-month-old son,
Andrew, whom doctors offered to
abortwhen they learned he would
be bom with several vital organs
outside his body.

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

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

The other fourwomen, who have
requestedameetingwith thepres—
ident, displayed photos of children
who died.

Several said thotr conditions
were simibr tothoseof thewomen
withwhom Mr. Clinton spoke.



NANCY G. ROMEH, M.D.
1126 South Main Sheet
Dayton, Ohio 45409

« Telephone 222*0297

Douglaa Johnson

N ational Right to Life

May 28, 1896

Dear Mr. Johnson,

This i3 in reference to our conversation in regards to the 60 Minutes program on
late term abortions. Lisa Binns of 60 Minutes catled me oh Friday April 26 and

we spoke for approximately 45 mingtes. | made several points in regard to late

term abortions:

1. A handicapped fetus is not a threat to the mother's life. Ms. Binns

suggested that a fetus with anencephaly has a higher risk of intrauterine death
and this presents a risk to the mother. | told her that intrauterine fetal death
under any circum stances is nota medical emergency and can be treated in a

few days. Or.ee the fetus dies partial birth abortion ban does not apply.

2. Ifa mother has a serious medical condition what is required is

separation of the fetus from the mother not f6t2! death. This car. be

accomplished in several ways, either through induction oflabor or cesarean

section.

3. There are safe alternatives to partial birth abortion. | FAXed her a
copy of Dr. W arren Hearn's article where he described his method of second

trimester terminations. He injects the fetal heart with digoxin on day two to rllow

fetal death. On day three he documents fetal death and again now that the fetus

is dead the law no longer applies. I can fax this article to you ifyou do not have

it.

W hile lwas out ofthe country May 1*10 Ms. Binns called to speak to me. |
returned her call on May 14. She said 3he had a quick question. "Do you
personally know of any physicians who would electivoly terminate a healthy fetus

in a healthy mother past viability. lanswered yes that |l personally had a patient

that Dr. Haskell had done an abortion on at 26 weeks. She argued thatwas not

realty-viable and we debated viability. She then asked "Do you personally know

of any physician who terminated a healthy fetus in a healthy mother at term?" |

said Dr. McMahon had reported terminating babies with cleft lip and cleft palate.

She suggested these were not healthy. | said they were notPERFECT but

arguably heaithy. Then Isaid* So whatyour asking is do | personally know of



any physician who has terminated a PERFECT baby in a PERFECT mother at

term? The answer is no."
|l hope this is ofsome help to you and apologize for taking so long to respond. Ifl

can be of further help or answer any questions please don't hesitate to call.

Sincerely,
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ftredrtc D. Frijjoletto, Jr. M_D.
President of theExecutive Board. Vi;; e -
American Collcga®of ObtfetridattTand gynecologists 7 .ee

I X#Fc?2vro*x: ¥

» . e t * »
Wo write toyou on .behalfof (be hundreds of doctors nationwide who arc members
Of the Physicians® Ad hoc Coalition for Truth (PHACT). PHACT was formed to
address expertly one issue: psrtiaHrttJh abortion. Whflo the coalition includes
physicians from all medical specialties, the vast majority of its membert are
obstetricians and gyncoologfou. Of these, a sizeable number are also Fellows of
the American Colley of Obstetricians and Cynooologwta (ACOG) .

With this Inmind, we are writing to express our surpiice and concern over a recent
statement Issued by ACOG, dated January 12,1997, on the subject of partial-
birth abortion. Surprise, becaueo those of us who aro fellows were never informed
that A C 0 G was even investigating this subject, with the goal of Issuing a public
statement, presumably on behalf of us and the others within AC 0 G & membership.
And concern, because the statement that was issued, by endorsing a practice for
which no recognizod research date exist, would seem to be violating AOOG’s own

standards,
Lot us address the latter concern — content — first.

The statement correctly notes at tho outset that the procedure in question 1& not
recognized in the medical literature. The same, itshould be noted, can be said of
the flame you have chosen 10 call it— “lIntact Dilatation and Extraction,” or
"Intact D& X* — and all the other niBues proponents of this procedure have
concocted for . Wo have closely followed the Issue of partial-birth abortion —
again, itistheonfy Issue PHACT addresses — and the term Intact Dilatation and
Extraction isnew to us and would appear to be unique to you. The late Dr. James
McMahon, until his death a leading provider of partual-birth abortions, called them
"Intact Dilation and Evacuation (Intact D&E) ™ while another provider, Dr. Martin
Haakell of Ohio, calls them "Dilation and Extraction (D&X).>”Planned Parenthood,
for example, calls them D & X abortion*, while the National Abortion Federation
prefers Intact D&E, so there isno agreement, even among proponents of this
procedure, as towhat tocall It Indeed, in its January, 1996 newsletter, ACOG
then referred to ftas “ntact dialstloo (sic) und evacuation.” Your new coinage
would eeem to be a combination of these various "names" floating about, but to
what end Isnot clear. What Isdear lathat none of these terms, Including your
owe "Intact D& X" can bo found Inany of the standard medical textbooks or

databases.



It{9 wroiif tolay, as you# statement does, that descriptions, at least the description in last A

year § Firtkl-BIfth Abortion Ban Act, ?it "vague” and Tould be interpreted to include
elements of many recognised” medical technique*. The description in the federal legislation
lavery prods* as towhat is being proscribed and » based on Dr. Haskell*s own descriptions,
Moreover, the legislation la so wonted as to dosriy distinguish the procedure being banned
from recognized obstetric techniques, sod recognized abortion techniques, such ss D&E,
which would be anaffesttd by the proposed bin.

By fir, however, themost disturbing put of ACDCPs statement ic the assertion that "An intact
D&X, however, may be the best or most appropriate procedure in a particular circumstance to
save the lift or preserve the health of the mother."

On what possible basil does ACO0 G make this rather astounding assertion?

Many ¢ our members hold teaching positions or bead departments of obstetrics and
gynecology or perinatology at universities d medical centers. To our knowledge there are
no published peer-reviewed safety data reading the procedure In question. R isnet uuight
as a formally recognized medical procedure. We can think of no data that could poesiMy
support such an assertion. IfAG O G or its "select pansl™ has such data, we would, as tecchen
end practicing ob/gym, certainly Hlato review ft.

The best that your statement does to bode this claim Is the very vagus assertion that "other
data show that second trimaster tmnsvagteal instrumental abottion is a safe procedure.” White
thismay bo true, itfe, as surely yon must be aware, totally beside tire point. Such data may
exist regarding, 0~ , second trimester D & E abortion, but this is irrelevant to the fact that no
similar dat», at least <0 our knowledge, exists with respect to partial-birth abortion (or, as you
prefer, "intactD & X" or whatever other aedteal”ujndiug coinage supporters of this
procedure may use). To inchute such an assertion that can only refer to second trimester
abortion procedures o ther than partial-birth is deceptive end misleading at best.

ACO O dearly recognises that in no cfacumtsncet la partial-birth abortion tho only option for
women. In otbarwords, AC O G agrees that there are other, m idkalty rtcogniztdt ana
standard procedures svailabls towomen otixar than partial-bnth abortion. GivenAGOG™*
acceptance of this medical feet, your claim that a totally unrecognized, non-standard
procedure, foe which no peer-reviewed data exist, can nonetheless be the safest and most
appropriate in certain titustiocs, rimply defies understanding.

IFTACOO k truly committed to steading by thte claim, then itwould appear to be violsting its
own standards by rooommcodhig the use of a procedure ft* which no peer-reviewed studies

or safety date mdst.

In contrast, our mssareh Of the sutyecf leads us tn conclude that there are no obstetrical
iterations that would neoaotitate or even fever the medically unrecognized partial-birth
abortion procedure at tfaaeafe« or most appropriate optioa. Indead, we have concerns that
this procedure may itselfpose carious healthm ja for women,



Ordinarily, we would agree that the intervention of legislative bodies into medical decision
malting is usuallylnappropriate. However, when the medical decision making /«<?//is
mapjifopiiate, aridmay be puttingwomen at risk by subjecting them to medically
u&iccognized procedures, then tho intervention of a legislative body, such as the U.S.
Coajjrcsa, may be the only way to protect mothers and intents threatened by the partial-birth

abortion procedure.

In wldition to these concerns over the content of the statement, wc are also concerned as to
the procedure by which itcamo to be issued.

As mentioned, the vast majority of PHACT members are specialists and sub-specialists (i.e.
perinatologists) in obstetrics rod gynecology, and many o f these are also fellows of ACOG .
After them, our membership consists largely of family practitioners and pediatricians. Former
Surgeon General C. Everett Koop, perhaps the nation™s leading pediatric surgeon, has been
associated with PHACT and his public statements on partial-birth abortion are in agreement
with PHACT. Our membership is open to any doctor, regardless of his or her political views
on the larger question of abortion rights, precisely because our focus is strictly on the medical
realities that relate to thisprocedure. (In feet, doctors who are pro-choice have publicly
stated their opposition, on medical grounds, to the use of this abortion method).

W e cannot recall receiving any notification whatsoever that tho American College of
Obstetricians and Gynecologists was even reviewing the Issue of partial-birth abortion toward
the end of issuing a statement of policy. We caimot recall ever being informed that ACO G
was going to convene a "select panel™ to accomplish this. We find itunusual that PHACT, a
coalition of doctors formed for no other reason than to investigate medical clsirar.mode about
partial-birth abortion, was not invited to participate in these deliberations. Thoso of us who
are fellows of AC 0 G were kept completely in the dark as towhat AC O G § leadoship was

doing in regard to this issue.

In truth, this statement Is the product of a panel — whose membership ACOG has not made
public — thatwas wodring behind dosed doors and with no real participation from ACOG"s
membership itself. In crafting this statement, ACO G simply ignored itsown mcmbcs. There
is tho danger that in issuing this statement, AC 0 G isgiving the larger public the impression
that the statement somehow represents tho thinking of Itsmembers on this subject. Itdoes
not. ACOG members bad no Knowledge of this statement until itwas issued as afedt

accom pli

Id conclusion, this statement dearly does not represent a consensus among the nation®s
obstetrician* rod gynecologists as to the safety or appropriateness, under any circumstances,
of the partial-birth abortion method. Wc ask you to provide the medical data, research and
all other relevant materials which could possibly have Itd to such an assertion. We acu that
you alsomake available the names of those on the select panel who arrived at such a
conclude©. Wo would also ask that the leadership Of A C 0 G officially withdraw this
statement until the matter at issue — partial-birth abortion — has been subject to a thorough
and open discussion among the members of ACO G and those doctors in related specialties
who have significant knowledge retarding this issue. We look forward toyour response.

Sincerely;



C -ix rtw

Cavanagh, MJ>. Crmi* Cook, MD .
Professor of Ob/Gyn Maternal-Fetal Medicine
Director, Division of 0b/Gyn Michigan State College
University of South Florida ofHuman Modicme

College of Medicine FACOG
FACOG

ft- jL H )
Don Gamhrall Jr_, MJ>. o0 T -
Qboil Frot of Eadocronflogy

and Ob/Gyn
Medical College of Georgia,
Augusta
V. President, South Atlantic Assoc.
of Ob/Gyas
FACOO
Hans B. Gsltler, MD . Romer, MJD.
Gyn-Qacology cod Gyn Gnrfcal Prof., Ob/Gyn
Ohiical Stag, Dept, of Wright Stato University
Indiana University Medical Center Chairman, Dept of Ob/Gyn
FACOG Miami valley Hospital, OH
Director of Olnfcfti Aetoc. Prot, Ob/Gyn
Dept, of OWOya, Mr. Sinai Wright State University
ftrdicalCeaw, Chicago FACO0O
Mwbor tAoeoc. of Frofcttoaj of
Ob/Qyu
FAOOQO
J. Thoamaon Professor Chairman

Department of Owtttrid and Gynecology
Wright Slate University, O H
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AdHOC THE CASE OF COREEN COSTELLO

Partial-birth abortion WasS not a medical necessity fOT the most visible

C0a|ItI0n for "personal case "proponent ofprocedure.
Truth

FOR IMMEDIATE RELEASE CONTACT: Gene Tame/Michcllc Powers
703/683-5004

Corccn Costello is one of five women who appeared with President Clinton when he
vetoed the Partial-Birth Abortion Ban Act (4/10/96). She has probably been the most

FOUNDING MEMBERS active and the most visible of those women who have chosen to share with the public
Hon. Tom A Cobum. MJ3. the very tragic circumstances of their pregnancies which, they say, made the partial-
Family Practitioner. Obstetrician ~ birth abortion procedure their only medical option to protect their health and future
Member. U.S. House of fertility.

k iresenuuvts (OK-2)

Neney Romer, M.D.
Feilow, American CoIIeFe of

But based on what M s. Costello has publicly said so far, her abortion was not, in

Obstetricians & Gynecologists ~~ fact, m edically necessary.

Clinical Professor. Oh/Gyn

\é\{]régpngggu%ypnl\é%%% . In addition to appearing with the President at the veto ceremony, Ms. Costello has
Miami Vailey Hostnui. CH twice recounted her story in testimony before both the House and Senate; the N ew
Pitmeia Smith. M.D. York Times published an op-ed by Ms. Costello based on this testimony; she was

Direcur aftMeoical ccucatten featured in a full page ad in the w ashington Post sponsored by several abortion
Dert. 0fOhnetr.a S Gynecoiogy

M1 Sinn Mcaieal Carter. advocacy groups; and, most recently (7/29/96) she has recounted her story for a "Dear
Chicago. IL Colleague™" letter being circulated to House members by Rep. Peter Deutsch (FL).
" mr. Asfs%cwtaéjon of
nono vm
Unless she were to decide otherwise, Ms. Costello®s full medical records remain, of
P?gtfeesu%)?lncsha'}/rl'%b/(svn course, unavailable to the public, being a matter between her and her doctors.
New Yoric Mecical College However, Ms. Costello has voluntarily chosen to share significant parts of her very
(S:rl]a\llrin%gﬁtesyﬂlosoital & tragic story with the general public and in very highly visible venues. Based on what
Medical Carter. NYC Ms. Costello has revealed of her medical history — of her own accord and for the
, , stated purpose of defeating the Partial-Birth Abortion Ban Act - doctors with
(I\:/fgﬂe%ﬁ Eg%fhll\lﬂelECIHe PHACT can only conclude that Ms. Costello and others who have publicly
3uner*ortfl Hosoital acknowledged undergoing this procedure "are honest women who were sadly
M&%gﬁanMggtren%O"egeOf misinformed and whose decision to have a partial-birth abortion was based on a great

deal of misinformation” (Or. Joseph DeCook, Ob/Gyn, PHACT Congressional
{0secn L DeCooe. M.D Briefing. 7.24/96). Ms. Costello"s experience does not change the reality that a partial
reilow. Amencan Coilese of - S - L - :
Chnnnr-am Ic Gvrrcoiogens birth abortion is never medically indicated - in fact, there are available several
William Stalter. MD alternative, standard medical procedures to treat women confronting unfortunate

Chrrmcs Sc Gvnecoiory

Wnent Stale Ur.ivemtv. OH The following analysis is based on Ms. Costello™s public statements regarding events

3emanl NaUtaraon. M.D. leading up to her abortion performed by the late Dr. James McMahon. This analysis
XISttun SC(l}f;)Jalrt s was done by Dr. Curtis Cook, a perinatologist with the Michigan State College of
RecgcearrcﬁrEtHirga Human Medicine and member of PHACT.

Vanoeroilt Univenttv
"Ms. Costello"s child suffered from “polyhydramnios secondary to fetal swallowing
defect.” In other words, the child could not swallow the amniotic fluid, and an excess
1110 South Washington Street  of the fluid therefore collected in the mother & uterus. Because of the swallowing

-carvina. VA 123U defect, the child"s lungs were not properly stimulated, and an underdevelopment of the
CTO3HI3-500<

Communications Counsel:
Gene Tame. Micncile Pawcen



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

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

possess.

Ms. Costello3 statement that she was unable to have a vaginal delivery, or, as she called it
"natural birth 01 an induced labor,” is contradicted by the fact that she did indeed have a vaginal
delivery, conducted by Dr. McMahon. What Ms. Costello had was a breech vaginal delivery for
purposes of aborting the child, however, as opposed to a vaginal delivery intended to result in a
live birth. A cesarean section in this case would not be medically indicated - not because of
any inherent danger — but because the baby could be safely delivered vaginally."

The Physicians®™ 1id-hoc Coalition for Truth (PHACT), with over three hundred members drawn
from the medical community nationwide, exists to bring the medical facts to bear on the public
policy debate regarding partial birth abortions. Members of the coalition arc available to speak
to public policy makers and the media. If you would like to speak with a member of PHACT,
please contact Gene Tame or Michelle Powers at 703-683-5004.
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Alexander Banger™ OdL 2Letter w th®
Editor lo raapoaie to oar Sept. IS edittortah
pas* article is apeﬁed@@rrplaé)sfdt\gg
we. u dodors, felt the nsed to
the Pfcyslcitn's Ad Hoc Coetttioa fee Truth
(PHACT) to correct the many medical dte
tattoos * surrounding tin ~ partial-birth
abortion cooocedure.

*  Mr. 8aas«rschargethat thstern
tlaPblrth abortion” is made up” an
spears nonhere tn the medical literature k
eqraIImeeofﬂ“otennI”aprefers Tai&ft
dilation and evacuation." Ccutmy to Ms
assertion, this Is not the medical term (or
parttal—lstrﬂ’r abortion. Rather, it wes
ectasd by the lats Dr. James Maviahon,
mﬂ—"\/lsreoentdaalhaleadtagprwrderof
putiol-btrtb abortions. G contrast, an-
other leading pertW-Mrth tbortka
ider, Dr. Martin Battel of Ohio, has
s oan personal mum for this tede
nJqttt-'D&X," for TMfatioa cad Extrac-
tion." What both terms hamin commonk
that netrteragloearln any standard med-
ical taxtboot, dlctiooary or daiatesa. Net-
tterdo(hayspp&orlathananmsstan
drxdttx&00* anabortion methods. “Abor-
tion Pmtte* by Dr. Warren Ben (in
Uct, Dr. Hem has expressed reservations
u tothasaf ety of the procedure that would
be banned by HJL 1W0).

Thto, because tha tenn “intact dilation
and evsoatiOQ)' is not a sttidaid madkal
term, cad becasfefD McMahan's tfflo-
syncmﬂc usage of ft wes sobroed u to

ocover procedures cot affected by the lan-
g‘xeangeofHR 183 cef. removal of dilr
who ham died naturafly or been
tilted In utero). it Is inappropriate both to
us=a tha term In 1he tefislstkn rad to
equeate Kwalted Intact DftJT abortion
with cs” abortions, b craft-
ing to ban ths particular |ro-
cedure. it wes endsJ to critpby tenniaol-
oYy rltttngurshlj Uban teeMnes that
in abortion pramoe Ths

ﬁasses B K RtV o dsscHptive
omh"re @n t"W tWR*th%ﬁmc?

%%eﬁarer L
atg)or Wi prostag anain or/ pftodn is the

Th« H»Il.:8tre«t Journal,

Letters to the Editor

>kr ore r.as

10/14/$*

Abortions of Healthy Babies

dpe fe Stggpélarrdof cre- h;?
%rﬂ WA rap
P £

éb anysa?atyd r(r]roml}aﬁ]r? e?l
u
a
ﬁgbp ve sa
cvaca rco p% roce

f MrSa ferto

%’E sae ere
sottr en

v%’t\ﬁe h trhanor

course un
res W dv C h%arrtsutrrr]r%tn
rrtr Péh trﬁreh f‘?_? urec@ uret}/

i CE};@ nsfarer“r

grem
o suc asma naI Moo
n mo er and
EA ons as

>(_

norma
re(ian rr rvp rex
E’ﬁ 50 HJ U» eve een
. %ﬁero%Tererrrrrr T
%ﬁgw weg%s IS eFea trge%f
aﬂyq rr%ateour vta
ﬁéc ar?ormeé te%rvnoaﬂ)land f(weia

t ’[ bt
S \Aaﬁ’a? ﬁéga%no « ZP:IS :
FRE -

P’bjtktrn\/Aﬂ%%C 35?3 tX>n Ut

partiahblrth abortion lad moral mat-
ter of Ue nwet dbrfoua Hod. The effort
to sterilize it with a technical nane is It-
self reprahensinte. The demand*® of
morality an most where the
e conity Chrverths Rspect 1 M b

mest dear! respect It may
that morality has a bed name partly be
r'fif the natural order has boen too
loaf obsoured by the ions of tedt
nology. Bat delllcl techndogy is in-
creasingly beccruldf recosnixed far (hr
that K really is, and nonhere can
U frustrated order and intention* of rex
cure-fnsn the Latin anew, 'to be
bom"-be rmore manifest than In a hu-
man bfeth brutally cut off Inlb MY mo-
nxat of aceorgptishmenL. This is” more
tn*, not less, when ths name ghvev to
the act betrays studied cddness, (b this
notwturv\eelear\mserefertoas being
""cola Wboded'*?) Otw should be no nore
rorprind et (lading on  ‘emotional
chioge* In tte name urad hers than with

(he names of thot« new hrghly ex*]"*

crimes knoan ¢s "rape’” and ‘incest

It should also be noted In reply to
Sanger that this discuesioa is not. In its
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Tho W all
Partial-

By Nancy Romes. Pamela fiacm,
CurxiaR. Cook and J&'w h L- DtCoor

The Houm of will rote
Inthe next fawday* onwhetto-to override
PrestoeptCilntDn'avrtoofthoPartial Birth
Abortion Ban Act The debit* on the s>
ject has been noisy and rancorous. Yoo
m&ml%ﬁa I\k)/svts leveq;edo

wa

V\Earethaphysmansm ou a dally
besis, treat pregnant women and their be:
bies. And wa can no longer remain silent
while abortion activists, the media and
even tha president of the United States
SPouL partial oy cbertion T g

partial- on. ing
lack ol medical credibility on the aids of
those defending this procedure hes forced
in-for lhaﬁrst time tn our professional
c*re«ra 10 leave the sidelines in order to
%l sorely needed fads In ade-
mathasbeendmmattedbyam:kxe
emotion and mafia stunts.

Since the dsbata 0N this issue Mgan.
those whoea real agenda is to keep afi
types of abortion lagal-at any stage of
pregnancy, for any reasonhawe
what can only be called an orchestrated
misinformation canmpaign.

First the National Abortion Federation
and ather pro-abortion groups daimed tha
procedure didn't exist. Whena wWrit-
g by the doctorwho | the proce-

re wes produced, abortion prqoormt*

their claiming the
LT RS ooty Y WP & SoE S
wes in danger. Then the same doctor, tha
nation's main practitioner of the tech
nique. waes caught-on tape-admitting
mat80*ofhtopart|al -birth abortionswere
‘purely elective.’

Then there wes thr enesthesia myth.
Ths American public wes told that tt
wasn't the abortioa that killed the baby,
but the amﬂhesla administered to tha
mother before the procedure. Thto dalm
WU immediately and thoroughly i
nounced by the American SoaetyofAnar
theiddlogtete. which called tha claim “en
tirely Inaccurate.” Yet Plumed Parent*
hood and Its allies continued to spread the
myth, causing needess concem anong

stroot

Journal,

irth A bortion Is

Thursday, Saptentoor

our ients who heard the
daims and were taiTlfled that epidurals
during labor, or anesthesia.during needed
rurgniea. would kill their babies.

latest besdess staterment wes
mede by President Clinton blmsslf when'
he said that If tha. mothera who opted lor
partial-birth abortions had delivered their
children naturally, the women's bodies
would hare been "eviscerated” or "ripped
gérecb"ardﬁey"aﬂdmkaean

'Ihgtatgalm Js totally end

fisa oot soion oSt
would have us believe, partial-btrth abor-
tiontosever medically Indicated to protect
1z?lovxcrmn'ahealth or ﬂgenility In fact,

to true: procedure can
%qgjgantl%camard Immediate threatto
tha pregnant worman's health andher

fertility- tt seers to hits escaped
dest%IHMmﬁlatamof ﬁvewfalrglyﬂl
who a@n’ed at Mr. Clinton's veto cere-

five miocarmAges after her
tlal birth abortion. P

Contidsr tha inherent In par-
tial-birth abortion, which usually coours
after the fifth month of A
woman's cmvix to forcibly dilated over
uw n| days, which risks creating an "in-
conpetent cervix," the leading cense of

premeture deliveries, r ' 'so an Invita-
tion toinfection, sms. r of Infertil-
ity. The abortionist the hes Into tha
wonb to pull a child ft t out of ths
mother (intemal  podi rtoa), but
loaves tha head Inside. lormil cr-
curgtances.  phyiidu. d breach
Write whatever saw,the
doctorintanticeallyena  -and risks
taaringthauterusinUm  d. Hethro

beby’ '%%aeh}hh i %’gg o
s tfull-which remise ust
within tha. Mrtin caral. Thtotoaparnally
"'blind"* procedure, dcaeby M . riskingdi-
rect sctosor Injury @ Os oavm and Urar*
aticn of tha cervix or tower uterine tag-

tntnt. resultingin f\NI to tad nmessive
binding and atiosk or even
obahtoﬁsrmlher

Nor of this risk IS M I aernstr; for
any reason. V\Eardrraryol‘nerobdas

19,

Bad M edicine

1996, A22

aooss the US. regularly treat women
V\msaurbomchll ren suffer the same
conditions as those dted by the wonen

who appeared %t]g/lr CI‘F!‘Irrtt())rljﬂs1 veto cere
nony. Neverto I
l\bt forpal‘yrgi

Sirs nal fluid in

for ios anecmsofarmtoﬂc

fluid collecting in mevxomen) and not for
trisomy (genetic abnomalities character-

ized by an extra chromosome). Sarer

time*, asIn the ease cf , It to
Om reoaswrytodrain sare of the tiuld

fromthe baby's head. And In some Gases,
when vaginal delivery is net possible, a
doctor a Caesarean section. But

Innoate toit necessary to pattially de-
liver an infant through the vagina and
thenkill the infant v

Howtelling It tothat although Mr. Clin-
ton met with wormen who claimed to have
needed partial-birth abortions on acoount
of these condiitions, he has flat-out refused
to meet with womenwho delivered bebies
with three same coodUono, with no dam
aoe whatsoever to their health or future
fertility!

Fomer Surgeon General C. Bverett

recen% asked whether hsd
ever ildren who bad any of
the disabilities described tn this debate.
Indeed he had. In fact, ae of hi* pa
tienta-'vrith a bugs orrri‘alooele la sac
containing the I much bigr
tr than herhead’ -weat ontobeamsthe
wursein hla intensive care unit many
yearc later.

Mr. Koop's reaction to the president’s
veto? "'l beilrre thM Mr. Ointnc wes mis-
led by hto medial advisers onwhat tofact
andwhat Isfiction™ onthamatter, hasaid.
Sucha be added, cannot truth-
fully bo called medically necessary for ei-
therthe mother or-he scarcely needpoint

out-fcc the beoy.

Considering these nmedical reslities,
aacanonlyoaﬁwlematmemmmv\m
nmpftﬁeywder\/\entparttohbtmaaor
tions tor "medlar reasons were tragi-
cally misled. And those who purport to
soeeklor women don't reemto care.

Sowhomareyoa V\?%ngto beltore? Thfl
sctivtot-mtmistt refuse to snow &
little truth to In the way of their
agendel? The politicians who benefit ftnm
tha activists' palitical action committees?
Or dectenwho hare the facts?
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By C. EverettKoop

T Hanovul NAL

y**r* after the Supreme Cotut togai*
itad it Aa usual, each side in the
debate shades tho statistics and dis-
torts tha facts. But tn this casg, it la
the abortion-right* advocates who
seem tefiexftte and rigid.

The Senate is expected b vote
today onwhether tojoin the Housein
overriding President CUnhoono veto
of a bltl last April beating partial*
birth abortion. In thk procedure, a
doctor pullaout tha s feat ftra,
ontfl the bahilﬁhead is fod&d la the
birth canal the doctor forces
rciasora throug h' the base of tha
baby's skull soctiona out tho brain,
and cnofce* the caD to make es»
traction easier. Even »3mrf pro*
cftotea advocates winca at this, m
when Senator Dan's! Patrick |\/|0an*
bantanned it "done tn infantfairev.”

Tisfl anti-abostiaa forces often to*

ply that this procedure la gsustty

Pro-chojcers twist
the meof Ical facts.

performed late in tha thotrd trimester
on fully davaioped babisa. Actuary,
most ptrtiiHUrth dxxttocs are per-
formea late in fba second trimester,
around Zl week* tan* cf time

would be e hetese.
Utlv IAC aUSaZCCOIKBII CtnapS™H
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Partial-Birth

Bath sides to the aoetrover*y omeS
to stralghtsa out their stance. The
pi&iito ormhamdrahttle tohelp

prevent u pregnandies, even
mough that is why most abortions
areperformed. They have alsodocs
Uttte to provide for pregnant women
in need.

On the other side, the prochoice
forces talk about method necessity
andunder-representabortion's prev-
alence: each year about L5 mlUon
bates* have been aborted, very few
of themfor *“ medical necessity” The
current and uecaesarily graphic de-
bate shout partial-birth abortion
should remind an of us that whet
sore can a chaice, others call t
dhfid.

C.Evemx f woe su Genr
eral/ronUfgl loJMf.



Some Second Thoughts on Partial-Blrth Abortions

From "A New Look AtLate-term Abortion, " bysyndicated colum nistR ichard Cohen,

Septem ber 24, f996: [InaJune, 1995 column] I alsowas led to believe that these late-term
abortions were extremely rare and performed only when the lifeof the mother was indanger or
the fetus irreparably deformed. lwas wrong,...my w ashington P ost colleague David Brown
looked behind the purported figures and purported rationale for these abortions and found
something other than medical crises of one sort or another. After interviewing doctorswho
performed late-term abortions and surveying the literature, Brown-- a physician

himself- wrote: "These doctors say thatwhile a significantnumber of their patients have late
abortions for medical reasons, many others- perhaps the majority- do not'.... In the latter stages
ofpregnancy, theword abortion does not quite suffice; we are talking about the killing of the
fetus- and, too often, not for any urgent medical reason....Latotenm abortions once seemed to be
the choice ofwomen who, really, had no other choice. The factsnow arc different. Ifthat"s the

case, then so should be the law.

From acolumn by Newsweek Senior EditorJonathan A lter, nThe Fight O ver Partlal-Birth

A bortion Illustrates the PracticalLirM so fU nflinching P rinciple,” O ctober 7,1996: When the
partial-birth-abortion debate took shape lastyear, pro-choice groups insisted the procedure was
extremely rare. The number 500 to 600 was tossed around, with the president and others
explaining that itwas reserved for heart-wrenching cases involvingwomen whose testsshow
severely deformed fetuses or whose healthwas atrisk. Not so. When deemed medically
appropriate, itisused much more commonly- perhaps several thousand times a year... The

W ashington P ost surveyed physicians and found thatmost of those patients receiving partial-birth
abortions were young, poor, singlewomen without healthproblems. They simply wanted
abortions, and in the second trimester itissometimes therecommended procedure, though pro-life
former surgeon general C. EverettKoop says thistype ofabortion isnever truly medically
necessary. Ifprogressives listen raptly toKoop on tobacco, they at leastowe him a hearing on

obstetrics.

From "Sustaining Purtlai-Birth A bortion,” an editorialin the W allStreetJournalfor

Septem ber 26,19 9 6 : Partial-birth abortion isabout pregnancies from the fifthmonth onward, and
as such puts us into a different realm of political, medical and cultural concerns.... When the
partial-birthabortion matter firstarose in the House, choice advocates such as Planned Parenthood
asserted that thaprocedure— making aa incision or punctured hole in the skull and withdrawing
the contents so that the collapsed head can be pulled through the cervix— was "extremely rare and
done onlywhen thewoman®s lifeis in danger or incases ofextreme fetal abnormality." That
turns out to be untrue. N o official records are kept on later-tearmabortions. But to their credit
some newspapers have produced stories on a little-discussed area of the abortion business without
the heavy reporter bias thatnormal ly attends this subject. Lastweek Ruth Padawer of the Record
newspaper ofBergen County, N.J., reported that a olinio inEnglewood said iti jed the method in
about halfthe 3,000 abortions itdid between weeks 20 and 24.... W e entirely doubt thatmost
Americans would support abortions past 20 weeks for no bettor purpose than birth control.
Releasing a baby for adoption isalways an honored alternative, especially given the disgusting
nature of such abortion procedures. ¢



Despite

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

Recalling a November
199S appearance on ABC
“Nightline,” Fitzsimmons
said, "BsflrtJW"hrcuglr-""Try

ce<tefiryasiffre®v_ _used"and
¢ %«"HJiny women wiio sougTit

i those
...»ose lives were in danger,
or whose unborn children
were severely damaged.
President Clinton used nearly
identical language in explain—
ing his veto of a bill that
would have outlawed the pro—
cedure.

The White House says it
will take another look at the
matter in light of Fitzsim—
mons"s comments. But the
administration is lock-step
with the abortion rights
movement, so look for more
doublespeak. President Clin—
ton frequently says he wants
tomake abortions "safe, legal
and rare," but has done noth—
ing to limit the procedure
even in the most extreme of
circumstances, such as
partial-birth abortion.

Legal abortion was con—
ceived in-n lie Norma Mc-
Corvey, "Jane ufo”®, " claimed
toJmy~Mefl~ped. She later
eajfffnttea tymg>in order to
Ir 2 — ctlJse more com-

ng to the Supreme Court.
justices who made abor—
tion legal believed testimony

abortion

lies,

MAS

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

falstf- J /_fAP~"NARAL official
Dr Ben~rd”~LAkaaaai”whQ

nme operating the
natior rtion clin-
icinN~Tork.

To maintain a policy of
abortion on demand, propo—
nents have had to continue
telling lies. Planned Parent—
hood, which consistently ar—
gues for maintaining the
abortion status quo, onfiMold
a different story. a
Planned Parenthood pam—
phlet called "Plan Your Chil-
dren" said of fiipilv Plan-
ningT""Is irTiBortion? Defi—
nitely not. An abortion Kills
the life.nf a babyafter ifhas
beguflTTtis dangerous to
your life and health". It may
make_you sterile so that
when you~w3TIT_a enrtd you
cannBTtrave it Will*uuaiflpl
regjelv paaaQnei .the begin-

Planned
ParenthoodJying then, or isit
lying now?

doublespeack

Also lastyear,

pro-

goes 0n

abortion groups

claimed that anesthesia takes the

life of the unborn child before the

procedure

sucked out

On Dec. 11,1993, N ARAL"S
Kate Michelman was quoted
in the Philadelphia Inquirer
as saying, "We think abortion
is a bad thing. No woman
wants to have an abortion."

Five days later a NARAL
statement claimed that
Michelman "has never said

— and would never say -
that dbortion isa bad thing. ™
But reporter Jodi Enda taped
the interview and stood by
the quote.

Sandra Cano, the.“flary
Doe" in Roe 3 companion
case, .Doe vs. Bolton, stated
that she netlgV* TPSATrff an
abortion and signed paper-
wyrk she thought was re
to a divorce she sought Irofa
an abusive nusDfifiu. The
JBetiCafl-JtiltiLelJkerties

heved was helping wun tier
divorce claimed that her
client applied for an abortion

AN

ISIAEEM i
jhe lawyers handlingjhe case

THd "hd"rfikpiSUILTO ner what
was happening and why.
During the partial-birth
abortion deDate last year, in
wmcn proponents claimed it
is rarely done, the Bergen
County Kecord reported that
doctors in one [New Jersey
clinic perform 3,000 abor-
tions annually, half of tfrem

in which

its brains are

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

Also last year, pro-abor

Eon:lgroups’\ k

ICIN

the unborn child before the

procedure in which its

brains are sucked out
tie

as if that would somehow
make the procedure mort
ethically tolerable.

Then there are the dM\
Jjgsjold to women that thteu
P m
just tissue, and that having
an abortion will solve the
problems that lead them to
seek one. And let's not forget
the lie about no one being
available to care for the child
or the woman after birth.

Another bill needs to be
introduced immediately that
would outlaw partial-birth

abortions before the public
forgets tfift Fitfcimmnn..

. . hi- to a
prmyipp ligt-ef nrn-annrfion
Oc

n "al Thomas is a nationally syndi-
catad columnist.



