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Foreword

Rev John Stasse

What price do we set on life? Throughout Australia parents are
rejoicing asthey hold anew born baby. They arefilled with wonder and
asenseof responsibility for that life. Tragically therearea so thosewhose
armsare empty and so seem their hearts. The child they had invested so
much love and joy in sincefirst hearing of the news‘ You are pregnant’
subsequently miscarried, wasstill born, or died shortly after birth. Each
group of parentswould set a high price on life— marked either by their
joy or grief.

As Christians we are thankful to God for life and recognise that
behind the human processinvolved liesthe hand of God. God, being the
author of life, has entrusted us with that life, both our own and that of
those He placeswithin our care. Surely that trust isfelt most powerfully
with referenceto theweak and vulnerable. Thereisnone moreweak and
vulnerable, and hencein need of greater carethan the unborn child. This
century has seen incredible advancesin the ability to help thevulnerable
asdemonstrated by intricate operationson achild withinthewomb, yet
it also has seen thetragic escal ation of deliberate termination of unborn
life.

The appalling loss of life in the present day through abortion, at
least 100,000 livesayear in Australiaaone, calls us to come out from
behind our screens of ignorance and silence. As Christianswe areto be
concerned with the protection of the unborn child, to minister to mothers
andfathersin distress, and to call the nation to knowledge and change. A
failureto do sowill result in further hardening of our corporate heart. It
will expose usfurther to thewrath of aholy God who createslifefor His
glory, and who shows His ongoing commitment to lifethrough the death
and resurrection of Hisown Son Jesus Christ so that all who believein
Himwill havelife abundantly and eternaly.
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Our hopeisthat thisbooklet will prove useful to thewider commu-
nity asit exercises its conscience over the tragedy we hide behind the
word ‘abortion’. But our prime aim is to inform and assist Christian
people. We recognisethat thisisnot always an easy issuefor those who
find themsel ves confronted with the possibility, let alonewith theredlity,
intheir own lives. Our intent has not been to be confrontational but pas-
toral, to be caring for both the unborn child and for the parent. It isour
belief that many are not in possession of full information and so we seek
to bring biblical principles, adescription of thewonder of development
of lifewithin thewomb, arevealing of known medical problems associ-
ated with abortion procedures, aswell as highlighting psychological con-
sequencesfor those who procure an abortion.

We do not see this as women's business or a booklet for women
only. Wecall mento take an interest in theissue and begin to understand
and see how they may sharethe burden being felt by women. Itisagreat
tragedy that men have been sidelined from the responsibilities of bringing
of lifeinto thisworld by abortion with itsemphasis on awoman’s body
and women’'srights. Men, having responsibility under God for both the
child and mother, need to beinvol ved with sensitivity and passion.

We take this opportunity to thank those women who have written
of their experiencesunder the pressureor reality of abortion. Their stories
giveahuman faceto the mattersraised. We are sure peoplewill appreciate
the need for ameasure of anonymity but be assured these arereal people
speaking of their very real situation.

Wetrust that the combined voice of these brave women will prove
helpful especialy to those who are contemplating an abortion or have
had one, but also to those who arerelating with such for it is so easy out
of apassion for theunborn child tofail to bewiseand gentlein minister-
ing to the parent aswell.

Thisbooklet thenisacall to stand against the increasing self-cen-
tred convenience trend in our society. We ask you to read and carefully
consider the material presented to you. Lifeis precious. Lifeisworth
keeping. May God in Hisgrace and mercy usethisbooklet to help people
know thejoy of it.
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An
|ncredible
Journey

— from conception to birth

Dr Eloise Piercy

It was not long ago that the wonderful story of life beforebirth was
amystery. Today we are privileged to have the technology to observein
great detail the amazing processof growth and devel opment of theunborn
child throughout the 266 days from conception to birth.

The Beginning

Conception occurs when one of thefather’s sperm joinsone of the
mother’sova(or egg cells). Asthe 23 chromosomesin each of the sperm
and the ovum unite to form 46 chromosomes in one cell, the genetic
blueprint of a new and unique human being islaid down. Hair colour,
sex, eye colour, every genetically determined feature is set at concep-
tion. These chromosomes orchestrate the incredible devel opment and
growth of the child from that single-cell beginning, right through to
adulthood.

Doctors use the date of the mother’s last menstrual period as a
marker for the beginning of pregnancy, even though fertilization occurs
2 weeks after this event. Therefore, the terms “ 10 weeks gestation” or
“10weekspregnant” actually indicate that the mother’slast period started
10 weeksearlier and the baby iseight weeksold (8 weeks of devel opment
since conception).
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Implantation

Soon after conception, the cell divides into two cells, then four,
eight, sixteen and so on asit is carried along his or her mother’s Fallo-
pian tube to her womb (uterus). Thistakesthreeto four days.

first cell division
30 hours

ferfilisation
12 - 24 hours

4?‘““ ,HlJ L= implantation
R I v

muscle layer of
wall of uterus

Within aweek of conception, before the mother even knowssheis
pregnant, the new baby implantsinto the specially prepared lining of the
womb and beginsto draw nourishment.

Within thefirst week after conception, the cellshave already been
appointed to specific tasks, designated by the genes which coordinate
the process of the baby’s development. At thisstage, thecellsareina
ball; the central cellswill form the embryo whiletheouter cellswill form
the*trophoblast” which becomesthe placenta. The placentaisthe organ
which enablesthe mother to provide nutrition and oxygen from her blood-
stream to the baby and also filters out waste products from the baby’s
bloodstream. At no time do the mother’sand baby’ sblood streams come
into direct contact; in fact, the mother and baby often have different blood
types. Theyolk sac, which helps provide nutrition to the early embryo,
and then goes on to form the umbilical cord, beginsto develop at this
time. The umbilical cord is like a hose-pipe which carries the baby’s
blood to and from the placenta.
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On the 1st day of the 4th week the amniotic cavity appears, and
gradually enlarges to become *the bag of waters’” which surrounds and
protects the devel oping child and which breaks at the time of birth. At
the end of thisweek the mother will be prevented from menstruating by
achemical message produced by the placenta. It isthischemical, called
hCG, which ismeasured by teststo confirm pregnancy.

The Embryonic Period (5 - 10 weeks pregnancy)

Now the developing baby is called an ‘embryo’ and grows from
thesizeof agrainof riceat 5 weeksto 28-30 mminlength at 8 weeks—
measured from the top of the head to the buttocks (crown to rump).

During the fifth week, the cells of the embryo form three distinct
layers. By the end of the tenth week, all the main organ systems have
formed from thesethreelayers. From the outer layer isderived all nerv-
ous tissue (such asthe nerves and the brain), skin, nails, hair, lenses of
the eye, sensory lining of the ear, nose and eye, lining of the mouth and
teeth, the salivary glands and the milk glands of the breasts. Themiddle
layer developsinto kidneys, ovariesor testes, blood vessels, heart, muscle,
cartilage and bone. Finally, theinner layer will form theinternal organs:
oesophagus, stomach, intestines, pancreas, liver, bladder and lung lining.

The speed of development isincredible during thistime; early in
week six the baby’s heart beginsto beat and blood iscirculating. By the
end of the tenth week arms, legs, fingers, toes and facial features have
formed and a cartilage skeleton isin place. The kidneys start function-
ing. Brain development isparticularly rapid in week seven. Movements
can be seen on ultrasound scans at eight to nineweeks. During thetenth
week, theeyesare still open, but soon the eyelids shut and are sealed by
a sticky layer to protect further development until the seventh month
when the eyes reopen.

From then on, with al major organsand systems established, matu-
ration and growth are al that are required. With such rapid development
taking place, the embryonic period is the time when the baby is most
vulnerable to damaging influences such as drugs and infections which
can lead to birth defects.
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The Foetal Period (11 weeks pregnancy till birth)

From the eleventh week of pregnancy the unborn childiscalled a
“foetus’. By the beginning of the foetal period the cartilage model or
mould of the skeleton begins to be replaced by real bone to form the
permanent rigid skeleton, while rapid growth of the baby’s body and
maturation of organs and tissues are taking place.

Weeks 11 to 14 of pregnancy: the crown-rump length has more
than doubled to about the width of the palm of an adult’s hand. In the
eleventh week, the baby’s head measures almost half of thetotal length
of hisor her body, but the head size decreasesin relation to therest of the
body asthe growth of the trunk and limbs accel erates and growth of the
head slows.

The external genitalia also rapidly develop during this period so
that the sex of the baby can be determined by external examination (eg,
ultrasound). Now the spleen becomesthe main sitefor the manufacture
of blood cells (initially undertaken in the liver) and urination starts to
occur into the amniotic fluid surrounding the baby. Also the amniotic
fluidisswallowed, and inhaled and exhaled from the lungsto help them
grow and develop. The baby can yawn, hiccough and suck, and
recognizably movein response to touch on the mother’s abdomen.

Weeks 15 to 18 of pregnancy: fine hair, called lanugo, grows over
the baby’s skin; eyebrows and scalp hair appear. The ovaries of unborn
girls at this stage have developed with ova formed inside them. The
length of the baby continuesto increaserapidly.

Weeks 19 to 22 of pregnancy: the mother usually experiences
“guickening” or recognizable movements of the child within her womb.
With hearing and memory already functioning, the baby beginsto recog-
nize his’her mother’svoice. By the 18th week of devel opment, thewomb
of afemale baby is fully formed, and at the end of the 22nd week of
pregnancy the baby weighsjust under 500g.

A small number of babies have survived when born prematurely at
22 weeks, i.e. just 20 weeks from fertilization. But at this stage, the
respiratory systemisstill immature and needsall modernintensive care
techniquesto givethe baby asmall chance of holding ontolife.
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Weeks 23 to 36 of pregnancy: the baby’s chances of survival in-
crease steadily as the lungs mature. The baby gains weight, is able to
control body temperature and coordinate arhythmic breathing pattern.
The eyes open again and the baby fattens up. The bone marrow takes
over the manufacturing of blood cellsfrom the spleen, afunctionit will
maintain for the rest of life. Legs and arms have reached proper final
relative proportions and the minute thumb finds its way into the little
mouth. A tiny person enjoys the comfort of thumb-sucking, still curled
safely in his or her mother’swomb. If the sun shines on the mother’s
abdomen, thebaby’ seyes, responding to light, perceiveaglow and moves
towardsit. Increasingly chubby and strong, the baby weighs over 2kg.

Weeks 37 to 40 of pregnancy: with the end of pregnancy in sight,
the specia antibodies (chemica swhich fight infection) which have been
filtering from the mother’s blood to the baby’s blood since about the
16thweek of pregnancy reach capacity. A baby born prematurely ismuch
more susceptible to infection, having considerably less antibodiesthan
the full term infant. Growth slows during this last month so that at the
time of birth the baby weighs approximately 32 kg and measures 50cm
inlength. Though birth isanticipated at 40 weeks after the beginning of
the mother’slast menstrual period (38 weeks after conception) itisquite
normal for thisnew lifeto make hisor her entry into theworld within 2
weeks before or after the due date.

Conclusion

The development of the unborn childisanincredible story. Surely
weare“fearfully and wonderfully made” (Psalm 139:14, NKJV). From
the moment of conception, the process of development is masterfully
orchestrated from miniscule cell and fragile tissue to complex organs
and structureswhich constitute aliving, breathing, thinking, activeand
very vocal and uniquelittle person. We have seen that asearly asthe end
of the eighth week of development, the baby’s body has already estab-
lished every organ and system and from that time on, maturation and
growth within the warm, watery world of the mother’swombisall that
isrequired. And thewhole process (every moment of it) isknown, planned
and observed by God the Creator! (Psalm 139:15,16)
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Abortion
and the Bible

Rev Dr Peter Barnes

The Scottish gynaecologist Rex Gardner has described the most
common abortion operation —that which takes place during thefirst three
months of an unborn child’slife: ‘Itisalonely operation... He [the abor-
tionist] takesthat first dilator and istinglingly awarethat he is about to
seal thefate of afetus, that heisabout to alter history. In other operations
the cervix will dilate up readily, but inthisoperationit will fight, grip the
end of thedilator and forceit back into hishand. And then at last hewill
win, and as he does so he will wonder who has lost’ (Gardner, p.14).
Thelittleinfant will have been suctioned out and depositedin piecesina
jar, and the woman will undergo a curette to remove any parts of the
baby’s body which may haveremained. At alater stage of pregnancy, a
concentrated salt solution might beinjectedinto theamniotic fluid inthe
sac around the growing child. The child is poisoned, hisskinisburned,
and the mother delivers a premature and dead baby. Yet later, a
hysterotomy may be performed, which is rather like a Caesarean
operation, except that theintention istokill theinfant.

Occasionally, infants survive on their own —something of acom-
plication to the abortion industry. Eight abortion survivors attended the
11th World Conference of Human Life International in May 1992
(O’ Donovan and Stuparich, p.86 n.69). To prevent this, some abortion-
istshave resorted to partial-birth abortions. These were outlawed by the
American Congress but in 1997 President Clinton overturned this ban.
Oneformer abortion clinic nurse has described what happens: * The doctor
delivered the baby’s body and the arms — he kept the baby’s head just
insidethe uterus[sothat it wasalegal abortion, not anillegal homicide].
Thebaby’slittlefingerswere clasping and unclasping, and hisfeet were
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kicking. Then the doctor stuck the scissorsthrough the back of hishead,
and the baby’s armsjerked out in aflinch.... The doctor opened up the
scissors, stuck a high-power suction tube into the opening and sucked
the baby’s brains out. Now the baby was completely limp...” (News
Weekly, 29 November 1997, p.10).

How do we respond to this? Abortionists have differed amongst
themselves. Dr Peter Baylissof Brisbane claimsthat abortionis‘no more
amoral issue than ahaemorrhoidectomy or atoenail-ectomy; it’'sasur-
gical procedure...’” (Australian Magazine, 20-21 May 1995) while Dr
Robert Jones of Adelaide has asserted that ‘ If you face the fact you're
doing murder, and you know you’ re doing it for good reason, then you
can be relaxed about it. It is ‘justifiable murder...” (Sydney Morning
Herald, 6 April 1991). Increasingly, it has become obviousthat Bayliss
complacent assertionsare aflight from medical and moral readlity.

Francis Schaeffer and C. Everett Koop have maintained that ‘ even-
tually every nation in every age must be judged by thistest: How did it
treat people? (Schaeffer and Koop, p.15) The practice of abortion raises
thisquestionin avery stark way. The unborninfant isthe most hel pless
of human beings— unableto defend himself or herself, having no access
to wealth or power, without any capacity to do anything except utter
what Bernard Nathanson has called a“ silent scream’.

The Bible and the Unborn Child

Despite the claims and implications of some evangelicals (e.g.
Gardner, p.254; Spitzer and Saylor, p.xxii), God has spoken clearly in
the Bibleregarding abortion. The sixth commandment forbids murder —
the deliberate taking of innocent human life. Thisincludesthe child in
the womb, who is fearfully and wonderfully made by God (Job 31:15;
Ps.139:13-16; 1sa.44:2,24; Jer.1:5). As David praised his sovereign God,
hedeclared: ‘ For you created my inmost being; you knit metogether in
my mother’swomb’ (Ps.139:13). David did not magically become David
at birth; the man is identified with the child in the womb. Even sin is
traced back to the conception, not the birth, of the child (Ps.51:5; 58:3).

A number of pro-abortion writers have reluctantly cometo accept
that life beginsat conception, not at implantation, quickening, viability
or birth. LindaBird Francke haswritten of ‘ theambivalence of abortion’.
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She tells of the trauma and regret associated with many abortions, in-
cluding her own. She admits:. ‘there was no doubt that life was right
there, in my womb’ (Francke, p.254). Leslie Cannold has writtenin a
similar vein, and reports that the 45 women she interviewed, whether
supportive of the right to abortion or opposed to it, ‘ were clear that the
fetusisalive, and abortion killsit’ (Cannold, p.xii).

Thisis precisely what Scripture teaches us. The unborn child can
move, even leap (Gen.25:22; Luke 1:41), be consecrated in God' s serv-
ice (Jer.1:5; Gal.1:15), befilled with the Holy Spirit (Luke 1:15), and
blessed by God (Luke 1:42). The same Greek word is used to describe
the unborn John the Baptist (Luke 1:41, 44), the newborn baby Jesus
(Luke 2:12,16) and the young children who were brought to Jesus (L uke
18:15). When God became man in Jesus Christ, He did not come as a
newborn infant but became a child in the womb of Mary. The major
differences between the born and the unborn are thus to be found in
growth and geography.

Sincethechildinthewombisalive, itistherefore possiblefor him
or her to die in the womb (cf. Job 10:18). In the midst of an extraordi-
nary cry of despondency, the prophet Jeremiah cursed the day of his
birth and al so the man who could havekilled himin his mother’swomb
but did not (Jer.20:14-18). The poor man’s‘ crime’ wasthat ‘ he did not
kill me in the womb, with my mother as my grave, her womb enlarged
forever’ (Jer.20:17). The same Hebrew word isused in 1 Samuel 17:50-
51 to describe David' sdaying of Goliath. What the Biblerefersto bluntly
as'killing’, many pro-abortionistshavetried to dismissas‘ atermination
of pregnancy’ or even *aretrospective method of fertility control’.

When Elisha foresaw the crimes that Hazael, the king of Syria,
would commit against Israel, he wept. Part of the reason for Elisha's
distresswas the coming destruction of unbornlife: “ You will set fireto
their fortified places, kill their young men with the sword, dash their
little children to theground, and rip open their pregnant women’ (2 Kings
8:11-12). L ater, one of Israel’slast kings, Menahem, would perpetrate
the samekind of barbarities (2 Kings 15:16). Such apracticeisnot only
against the written law of God, but also the unwritten law upon our
hearts. When the heathen Ammonites ripped open the pregnant women
of Gilead, the prophet Amos announced God's judgment upon them
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(Amos1:13).

The onetext which has been used to justify attaching lessvalueto
the unborn child than to the child after birth is Exodus 21:22-25. The
situation envisaged is, one would hope, a little unusual. Two men are
fighting, and in their struggle one accidentally hits a pregnant woman.
What exactly happens next is somewhat ambiguous. According to some
trand ations, thewoman miscarries (NASB, RSV, NEB, GNB, NRSV).
Theculpritisthenfined, and only if thereisany further injury - presum-
ably the death of the woman —is there ‘life for life’. Yet even on this
interpretation, an accidenta abortion |leadsto afine; adeliberate abortion
would obviously be regarded with greater seriousness. The main point
of the passage would not be the weaker view of the unborn child but the
greater protection given to the pregnant woman. Her death, albeit
accidental, requiresthe death penalty.

According to others the woman does not miscarry but gives birth
prematurely (KJV, NKJV, NIV). If thereisno seriousinjury, to mother
or child, thefighter isonly fined, but if theinfant dies, it islifefor life.
Thisinterpretation has much to commend it. The Hebrew text in Exodus
21:22 does not actually usetheword for ‘miscarriage’ (whichisfound,
for example, in Genesis 31:38 and Hosea 9: 14) but aword which ssmply
means‘togoout’ or ‘todepart’. It isused to describe Abram’s departure
from Haran (Gen.12:4) and also to describelive births (Gen.25:26; 38:28-
30). God cast His protective law around the unborn, even to preserve
them from accidental death. Asthe Puritan Thomas Manton declared:
‘...itismurder to stifleaninfant in thewomb...” (Manton, A Commentary
on James, Banner of Truth, p.101).

Thechild sright tolife outwel ghs any supposed right to happiness
on the part of the mother. This remains true even in the tragic case of
pregnancy caused by rape. Asterrible asthetraumaof rapeis, it cannot
outweighthechild'sright tolife. The child should not pay for the crimes
of the rapist. No matter how the child is conceived, his or her lifeis
protected by God's law of justice and love. At the very least, the child
could be adopted out into aloving home. It is hard to believe that any
mother would resent thisin the yearsto come.

We must reach asimilar conclusion in the case of deformed unborn
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children. Asearly as 1958 Glanville Williamsvigorously asserted: ‘ To
allow the breeding of defectivesisahorribleevil, far worsethan any that
may befound inabortion’ (Williams, p.212). God sets Hisface against
such a view. He declares: ‘Do not curse the deaf or put a stumbling
block infront of theblind, but fear your God. | amtheLord.” (Lev.19:14)
AsHetold Moses: ‘ Who gave man his mouth? Who makes him deaf or
mute? Who gives him sight or makes him blind? Isit not I, the Lord?
(Ex.4:11) Assertions that to allow ‘defectives' to live is unfair to the
child, the parentsor society ingeneral, can bevery powerful inan emotive
way. They were so in Nazi Germany asthe statetried to eliminate those
whom it saw as physically, mentally, or racially deficient (cf. Michael
Burleigh, Death and Deliverance: ‘ Euthanasia’ in Germany 1900-1945,
Cambridge, 1994). But it remains true that God is the creator of all
human life, whether ‘normal’ or ‘ defective'.

There are rare cases in which pregnancy causes (eg severe pre-
eclampsia) or worsens alife threatening condition in the mother. Should
an abortion be performed in such circumstances? I n pregnancy, thereare
two patients—the mother and the child, and the aim should beto preserve
both lives. Advancesin medical technology means that the pregnancy
can be continued aslong as possible and the baby delivered prematurely.
Usually pregnancy can be continued until the baby isbeyond 22 weeks
when survival outside the womb becomes possible with intensive care
treatment. Even if the baby diesasaresult of prematurity, the mother is
spared the trauma of having chosen to deliberately end the baby’s life
because every effort was made to saveit.

Sometimes a serious illness in the mother requires treatment
modalitieswhich could affect her unborn child (eg. chemotherapy). The
timing and type of treatment selected should be that which does least
harm to the baby but which isthe most effectivein treating the mother’s
illness. The decision is difficult and complex. It is not wrong to use
treatment which may affect the unborn child in such cases because the
aim is to save the life of the mother (without which the baby cannot
survive) rather than to intend specifically to harm the baby. On the other
hand, aborting the baby prior to treatment ensures hisor her death when
there was the possibility (evenif small) of alive, even healthy, baby if
the pregnancy had been continued.
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I'n an ectopic pregnancy (wherethe unborn childisgrowing in one
of the mother’sfallopian tubes) thelife of themother isat graverisk. An
emergency operation must be performed to removethe embryo fromthe
tube because otherwise thetubewill burst and haemorrhage. Thisdiffers
in two ways from an abortion which simply intends to kill the child.
Firstly, an ectopic pregnancy isusually diagnosed when bleeding around
the baby stretches the tube and causes pain at about eight weeks of
pregnancy. By thistime, the baby isalready dead or isdying. Secondly,
thereisno chance of the baby surviving even if the operation were not
performed because of thelimited space in thefallopian tube. Even then,
therewill be grief and sorrow, for life isthe precious gift of God.

One American evangelical Professor of Christian Ethics, Paul
Simmons, declared in 1983 that ‘ Oneisfreeto abort or not to abort, as
God leads. Thisis the freedom of grace’ (Birth and Death: Bioethics
and Decision-Making, Westminster Press, p.106). Not so - that is the
bondage of lawlessness. God isthe God of life.

The Law upon our Hearts

God tellsusthat we all have His law written upon our hearts, and
that our consciences bear witnessto this(Rom.2:14-16). Thisiswhether
or not we have saving faith in Jesus Christ. Because of this, God callsto
account people who do not worship Him (e.g. Amos 1:1-2:3). It also
meansthat sin does something destructiveto us. After hisadultery with
Bathshebaand hismurder by proxy of Uriah, King David felt physically
ill, hegroaned al day, and was burdened by an oppressivelack of vitality.
Only when he confessed his sin to God did he find relief and peace
(Ps.32:3-5).

This has implications when the subject of abortion is raised. Dr
Paul Tournier hasaffirmed: ‘ Every abortion isamurder. That cannot be
doubted. It is not only the law of the Bible and of the Church; it is
written in the human heart itself’ (Tournier, p.158). Hence we should
not be surprised at Post-abortion Syndrome (PAS), which Anne
Speckhard and Vincent Rue consider to be ‘an emerging public health
concern’. They report the traumatic words of one PAS woman: ‘It was
so real when | woke up hearing my baby crying that | would get out of
bed and start searching through the house. | looked everywherefor my

baby. My housematesthought | had lost my mind’ (Speckhard and Rue,
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p.111). David Reardon has also found in his survey of 252 postabortion
women that many suffer from flashbacks (61%), anniversary reactions
(54%), temptationsto suicide (33%), feelings of having less control over
their lives (78%), difficultiesin maintaining and devel oping rel ationships
(52%), turning to drugs (49%) and stress (62%).

There has been a reluctance to make public any negative conse-
guencesof abortion for fear of discouraging the pro-abortion establish-
ment, but PASisrea enough. Theformer abortionist Bernard Nathanson
hasreported the effects of abortion on medical personnd, including night-
mares, marriage problems, drinking to excess, stressand fear (Nathanson,
p.141). The effects on women who aborted their babies are even more
pronounced. In 1982 Nancyjo Mann, who had undergoneasaine abortion
when shewasfive and ahalf months pregnant, founded the organi sation
Women Exploited by Abortion (WEBA), now known as Women Hurt
by Abortion (WHBA). Her angry claim is: ‘We have been lied to,
manipulated, and exploited’ (Reardon. p.xii).

Theliterature associated with the aftermath of abortion makesfor
sad reading — see Don Baker, Beyond Choice: The Abortion Sory No
Oneis Telling (Multnomah, 1985), Pam Koerbel, Abortion’s Second
Victim (Victor, 1986), Noreen Riols, Abortion: AWoman's Birthright?
(Hodder and Stoughton, 1986), LindaBird Francke, The Ambivalence
of Abortion (Penguin, 1979), Nancy Michels, Hel ping Women Recover
from Abortion (Bethany, 1988), Carol Everett, The Scarlet Lady
(Wolgemuth and Hyatt, 1991); republished asBlood Money, (Multnomah,
1992), Terry Selby with Marc Bockmon, The Mourning After: Help for
Postabortion Syndrome (Baker, 1990), Jennifer Doe (pseudonym), One
Day I'll See You (Kingsway, 1991), Jeanette Vought, Post-Abortion
Trauma: 9 Sepsto Recovery (Zondervan, 1991), and Maureen Long,
Right to Choose? (Christian Focus Publications, 1993). Each story has
asimilar theme: ‘ The emptiness, the loneliness, the loss, the sadness
(Christine Routley in O’'Donovan and Stuparich, p.26). In 1995 the
novelist Peter Carey made public his regrets over his involvement in
abortions earlier in his life (The Weekend Australian, 14-15 October
1998). In the same year Naomi Wolf tried to defend abortion but con-
ceded that it entailed the taking of human life, and so spoke of the need
to recogni se sin and the consequent need for atonement and redemption
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(TheWeekend Australian, 7-8 October 1995). Significantly, aMelbourne
woman has just successfully sued the Royal Women’s Hospital and a
gynaecologist for her post-abortion depression (NewsWeekly, 17 Octo-
ber 1998, p.10).

In 1973 in the Roe v. Wade decision the US Supreme Court found
theright to abortioninthe US Constitution—or rather, it read this‘ right’
into the US Constitution. The Jane Roe of Roe v. Wade was actually
NormaMcCorvey, anill-educated rough and ready type who felt out of
place amongst the Hollywood pro-choicers. She had been pregnant, and
even claimed, falsely, that she had been gang raped, but in truth she
herself never had an abortion. She was greatly used by the abortion
industry, but hasrecently cometo faithin Christ, and told her story. She
tells of the young women who came to the clinics for abortions: ‘We
would listento them cry, listen to them pray, listen to them swear, listen
to them beg their child for forgiveness' (Won by Love, p.59). Nor arethe
workersinthe clinicsunaffected: ‘ Believe me,” saysMsMcCorvey, ‘it
takes alot of beersto make yourself forget what you're doing’ (p.60).
Asshecomments: ‘ abortions are an inherently dehumanizing business
(p-34).

Inthe midst of the debates over abortion, which beganinearnestin
the 1960s, the pro-abortion lobby came up with the beguiling slogan
‘Every child awanted child.” Abortion was supposed to solvethe prob-
lem of unwanted and abused children, and the result would be an in-
crease of loveand ‘wantedness' inthisfallenworld. But Philip Ney has
pointed out the connection between abortion and child abuseis not what
the pro-abortion slogan would have us believe. Abortion so often leads
to child abuse and child abuseto abortion —theresult is, asNey says, ‘a
viciouscycle' (Ney, 2.20). Indeed, abortion isthe ultimate form of child-
abuse. Itisaso revealing that Ney hasfound that lack of partner support
is ‘the most important factor that determines the number of abortions
(Ney, 2.23). Furthermore, agreat many relationships — perhaps 80% —
do not survive the abortion of achild (Ney, 2.24). The sin of abortion,
likeall sins, hasadistorting and destructiveimpact on human rel ationships
and well-being.

Reversing the Trends
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Recently, there has been a concentrated attempt in somecirclesto
acknowledge that human life begins at conception, but to add that
personhood beginsat birth or later. The situation ethicist Joseph Fletcher
has asserted that ‘afetusis not amoral or personal being since it lacks
freedom, self-determination, rationality, the ability to choose either means
or ends, and knowledge of itscircumstances (Fletcher, pp.150-1). This
notion has been taken further by Michael Tooley and by Helga Kuhse
and Peter Singer. Tooley wantsto allow infanticide up to the end of the
first week of the newborn infant’s life (Tooley, p.64) while Kuhse and
Singer want to allow 28 days before the infant hasaright to life. Inthe
view of Kuhseand Singer, ‘infanticideis compatible with astable, well-
organized human society’ (p.108). Abortionisleading to infanticide.

In addition, children have been ableto sue over car accidents suf-
fered while in utero — which impliesthat the foetus has rights.
Cocaine use during pregnancy isalso causing concern. There has been
disguiet over practiceslike abortion on the grounds of sex selection (where
itisusualy thefemaewhoisput to death) or women athletes deliberately
falling pregnant, then aborting, in order to enhancetheir performances.
From 1981 there has been abrutal one-child policy in China, with ram-
pant femal einfanticide—yet another causefor feminist reflection. Trends
such as these have led Leslie Cannold to withdraw support from what
shenow calls*theamoral rights-based approach to abortion’ (Cannold,
p.117). However, she continues to uphold the right to abortion on the
bizarre ground that the mother hastheright to * kill from care’ (Cannold,
p.128).

Schaeffer and Koop have warned us:. ‘ Times of monstrous inhu-
manity do not come about all at once; they are slipped into gradualy’
(Schaeffer and Koop, p.110). Paul Ramsey adds a sober, if not alto-
gether elegant, word: ‘the notion that an individual human lifeis abso-
lutely unique, inviolable, irreplaceabl e, noninterchangeabl e, not substi-
tutable, and not meldable with other livesis anotion that existsin our
civilization becauseit is Christian; and that ideais so fundamental inthe
edifice of Western law and morals that it cannot be removed without
bringing the whole house down’ (Ramsey, p.xiv).

We are al created in the image of God (Gen.1:26-27; 9:6; James
3:9), and protected by the sixth commandment against murder (Ex.20:13).
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Hence human beings are, as Paul Ramsey graphically puts it, ‘fellow
fetuses' (Ramsey, in Noonan, p.67). The modern eraisreturning to the
days of the Roman Empire when, as Juvenal said, there were ‘surefire
drugsfor inducing sterility/Or killing an embryo child’ (SatireV1). The
debasement of unborn life goes hand-in-hand with the debasement of
lifeafter birth. Thereisawell-known papyrusfrom Egypt whereaman
Hilario writes affectionately to his pregnant wife, and then adds: * If you
chanceto bear achildanditisaboy, letit be; if itisagirl, exposeit’ (N.
Lewis and M. Reinhold, Roman Civilization: Sourcebook 11, Harper,
p.404).

In 1793 William Carey left England to bring the gospel to India.
Here he came acrossthe exposure of infants, aswell astheir exposureto
the river Ganges. Finally, he confronted the practice of sati (widow-
burning). The British authorities tended to argue that the I ndians ought
to be allowed to practice their religion in peace, even if that meant that
infants were sacrificed and widows were burned. Carey, however, was
not so easily placated. He lived to see the banning of child sacrificesto
the Gangesin 1804 and of widow burningin 1829. The campaign against
the destruction of the unbornisgoing to require similar grace, strength,
and persistence. But for all thisworld’s godless secularism, one senses
that the ‘whispering in our hearts' isbecoming louder and clearer.
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A
Christian’s
Anguish

Anonymous

The early nineties found us expecting our second child. Our first child
was 2Y2 years old, we were |ooking forward to another baby, and the
pregnancy started in happy anticipation.

I hadn’t had an ultrasound in my first pregnancy, but | had changed
carers and thistime an ultrasound was offered. | naively went along
expecting ahappy event, and avideo to take hometo watch. | had gone
alone, considering it al to be very routine and straight forward. Two
minutesinto the procedure the doctor stopped. Heinformed me that our
baby had a serious and major abnormality. It was devastating and crush-
ing news. The nightmare, the months of anguish, had begun.

From that moment on the pregnancy was joyless. In the early days|

found myself focussing on the ‘ abnormality’ rather than the ‘ baby with
an abnormality’. My husband was able to see the baby as primarily a
baby, not primarily aproblem. | could consider abortion as this was not a
baby. My husband saw it as a baby whom we could not abort.

We saw our obstetrician the next day who gave me some brief informa-
tion on the condition, and detail s of hisinfrequent experiencewithiit.
The condition occurs 1 in 10,000 births, apparently as either an isolated
defect or, more commonly, as part of achromosomal problem. Our next
step wasto have an amniocentesis and see which type we were dealing
with. Our doctor presented uswith these options:

1. if anisolated defect, then with surgery the prognosis was
fairly good.

A LIFE WORTH KEEPING g‘% Page 25



2. if part of achromosomal pattern, some of these were compatible
with life, some were not, and abortion was an option in certain cases.

He did not say abortion was our only option. Infact he seemed to be
saying it was arare option. | was grateful for his emphasis, and his
overall response was that it realy was afairly hopeful situation.

As| mentioned before, abortion had crossed my mind in the time after
the ultrasound. | felt | couldn’t cope with the problemswe could encoun-
ter, and | did so want to be like others and have a healthy baby. Also, as
there was some possibility of athreat to normal life, somehow | thought
it was awaste of time (and emotional effort) to proceed with the preg-
nancy. My husband, on the other hand, felt that whatever the result we
should continue with the pregnancy. | felt and knew that abortion was
wrong, but the issue seemed not so clear cut when actually faced with the
Situation.

| had to wait 3 weeks for the results of the amniocentesis. Thiswas an
overwhelmingly stressful time. | wasfeeling very confused and angry,
emotions aggravated by two friends being pregnant at the sasmetime.
They were expecting healthy babiesand | found it very hard to be happy
for them.

In those 3 weekswe were flooded with so-called hel pful advicefrom
people who had no idea of the hurt and pain. We wanted to know ‘Why
us? Hadwe done something wrong? Wewere feeling absolutely
crushed and alienated from everything. It wasdifficult to feel thiswas
God's perfect plan for us. Wereally needed our fears and anxietiesto be
understood, arecognition of how alonewefelt. We needed encourage-
ment to continue to trust God even when we were finding that so hard to
do.

Christian friends were saying we must never let the idea of abortion enter
our heads, and ‘you have to deal with what God givesyou’ —that God
would give us strength (He did indeed). What they said was hot wrong in
itself, it wastheway it was said. And so hurtful in our fragile state.
These commentswere from the friends with healthy babies, who were not
facing problems and difficult decisions. Itisso easy, sitting on the other
side of the fence, to tell me how wrong | wasto consider something as
sinful as abortion. One particular friend who was close to my husband
and shared hisviews made mefeel ungodly to have even let the notion
enter my head. At suchtimesl felt very alone and guilty.

Page 26 g’? A LIFE WORTH KEEPING



There were other Christian friends who seemed to avoid us, while others,
themselves pregnant, said they had asked the doctor to check carefully so
that they would not have the same problem. Rarely did anyonetry to
step into our shoesto see how we might befeeling. | believe the experi-
ence has given me a deeper sensitivity in responding to the hurts of
others.

We did have some dear Christian friends who truly listened and spoke a
word in season and were agreat source of comfort. Many were friends
who had faced similar heartaches, sometheloss of achild. These
brought adifferent attitude and perspectiveto things.

Non-Christian friends advised it was madness to proceed to have achild
with problems. But who can be sure of anything? Any child may have
an accident and end up with brain damage, something worse than our
best option. | was frustrated by both sides, only

wanting peopleto understand how devastated we
felt, not to judge us.

Thankfull baby had al ch But those
ankfully our baby normal chromosomes; .

it wasan isolated defect. Beforewe experienced who wait on
any of this| would say | was anti-abortionist and the Lorp
today | would still say | am anti-abortion. In shall renew

fact when | speak to people who have terminated their strength;
ababy it is heart-breaking, and | do get angry. '

But | have been through the torment and devasta- They shall
tion and | know the decision is never as straight- mount up
forward aswethink it should be. It took weeks with wings
for me to accept that God had chosen usto have like eagles,
avery special baby and it was, in fact, Hisvery

best plan for us. Once | accepted thisit became They shall
easier to see the baby asababy. | could also see run and not
that wedon't livein a perfect world and these be weary,
things happen. 1t did not help to ask ‘Why?, but

to see the situation as an opportunity for God to They shall
work Hiswork in us. We discovered the truth of walk and not
the passage in Isaiah 40:27-31. We thought God faint.
had forgotten us, instead He wanted usto wait on Isaiah 40:31

Him and trust Him.
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We visited a pediatric surgeon afew times during the pregnancy to
discuss treatment options. Ahead lay along period of hospitalisation for
our baby, many infections, dressings and surgery. It wasadifficult,
stressful, painful time but we were given the strength to deal with it.
Looking back now, | can see how God may test you to your limit but
supply all the necessary enabling to see you through.

Our baby did really well, although she still faces some surgery. Sheisa
most delightful, bubbly, happy child we could never be without, and our
hearts are full of thankfulnessto the Lord for His never-failing grace to
usall.
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Difficult Cases:
Abortion and
Foetal Abnormality

Sara Oh interviewed
by Andrew Lansdown

M any peoplewho oppose abortion on demand fedl that abortionisjus-
tifiable in cases of foetal abnormality. Sara Oh doesnot agree. A gen-
eral practitioner, awifeto Steve, and a mother to John (12), Lisa (10)
and Victoria (6), Sarais nine months pregnant with a child whois so
handicapped that heisnot expected to live long after birth. Why has
sherefused an abortion? How has she coped? Andrew Lansdown in-
terviewed her on Tuesday, 7 April 1998, to find out.

Andrew: Sara, the baby you are carrying has a serious abnormality. Can
you explain the nature of the problem, and what it means for the baby?

Sara: Our baby has Edwards' Syndrome, or Trisomy 18. This means
that he has an extra chromosome in the eighteenth pair. Babieswith that
extra chromosome can be affected in a spectrum of ways. In our casethe
baby’s brain is probably affected and he has a hole in the heart. His
hands and feet are also abnormal in their postures.

Andrew: How did you discover that your child has this problem?

Sar a: Just before the eighteenth week into the pregnancy wedid aroutine
ultrasound, which was prescribed by the doctor who was managing the
pregnancy. The ultrasound showed defectsin the hands and feet, the
brain and the heart.
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Andrew: How did you react and feel, when you learnt the news?

Sara: When the doctor was talking to me straight after the ultrasound |
was just stunned. | was shaking, really. Literally shaking. Then | went to
another room and | just cried. | just cried.

Then | went home and | told Steve. Thefirst thing Steve said was, “We
thank God and praise God.”

Andrew: How did you feel when Steve reacted that way?

Sara: | thinkinasense | wasrdieved. And | expected him to react that
way, knowing who Steveis, and what heislike.

Andrew: Did you tell your children straight away?
Sara: Yes, wedid.
Andrew: How did they react?

Sara: They were quite sad. They didn’t say very much, but they looked
sad and kept quiet. They were hoping for aboy, and it isaboy. Steve
said we have got an answer to prayer, because we were praying for a
boy.

Andrew: Did you contemplate an abortion, either then or subsequently?

Sara: No. My wholeworld view is awaysto preserve and to protect and
to savelivesin my work as adoctor. That's what we do. So if you are at
work, and you are always counselling peopleto opt for life, abortionis
not in your thinking at all. So we never thought of that.

Andrew: So your main reason for not even contemplating abortion is
being a doctor and having a vocation to save life?

Sara: No, | think the main thing really isareligious conviction.
Andrew: What is that religious conviction?

Sara: God says, “Do not kill.” That, actually, givesrise to the doctor’s
part of saving life. Both go in paralel. But thefirst thing isthe spiritual
and personal conviction from one’sown faith. And it'svery clear inthe
Bible that you do not kill.

And thisis our baby, given by God. You cannot think of killing achild —
even more so when the child isweak and frail. The senseto want to
protect him and heal him is so strong. You don’t feel, “Oh, thisisan
abnormal baby, let's get rid of it.” He'sfrail, and you want to help him,
you want heal him, you want to relieve his discomfort.
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Andrew: So that desire to heal and comfort the child really grows out of
three things: one is your religious convictions, another is your medical
profession, and the third is being a mother?

Sara: That'sright. | think being a mother is most important. | think itis
amaternal instinct. Long before | knew the baby had problems, | started
ajournal. | went back to read it just the other day and found that that

was the strongest theme that ran through all my writing and my thoughts.
You know — I want to look after you; you are in my womb; | want to take
care of you —that sort of thing. So it isjust a mother’sthing.

And after | knew he was affected thisway, | had the feeling of wanting to
hold him after he’s born —just to embrace him, especialy when heis
dying.

It'sall very confusing, but you’ re thinking about the baby dying, and the
doctor kept saying that the baby will probably diein the womb. So there
were timeswhen you thought, “ Oh, if the baby is dying in the womb
right now, | want to hold him as he is passing away.” Then you think,
“Yes, that's exactly what | am doing. If he'sin the womb, that’s the way
that | can hold him.”

Andrew: How do you cope with knowing that the child could die as you
carry him, or shortly after birth?

Sara: It could be avery common reaction for mothers and other people
to shrink away from a so-called abnormal child —to reject anything that
isnot normal, or anything that is not nice looking. A lot of people say,
“How can you even think that you want to keep thiskind of achildin
your womb?’ | think the fact that thisisyour own child changes every-
thing —and that he is given by God. God doesn’t give us anything that’'s
bad. He gives us everything that’s good. And we believethischildis
good in that sense. Throughout thistime, believeit or not, | have often
felt thankful that God has all owed me to go through this experience.
Without it I may not have had such thoughts about God.

The other thought | had isthat God trusted us enough with our love for
Him. He trusted usin a sense that He knows we are not going to question
Him and turn our backs on Him. | seeit as God allowing thisfor meto
know Him and Hislove in agreater dimension. | find thisvery much a
lessonin God'slove, really.

Andrew: In the early stages did you have doubts about God's love, either
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for you or for the baby?
Sara: No.
Andrew: Why is that?

Sara: | have never questioned God'slove. | know that Helovesusvery
much. Infact, | think Hisloveiseven stronger. He must love me so much
that Heis putting me through the sort of experiencesthat | have always
asked Him for. So | think that throughout this experience that’s what
He'sleading meto.

Andrew: Just to clarify something: When you speak of the sort of experi-
ences you have always asked God for, you mean experiences that would
draw you into a deeper understanding of His love, not specifically an
experience of having a baby such asthis?

Sara: Yes, sure. | mean anything that is necessary for meto really know
Him moreintimately and more accurately, and to experience Himin
greater and greater measure. | give Him free reign to do whatever He
wantsin my lifefor that purpose. So | think thisis one of the things that
He allowsfor that particular prayer that | always have.

Andrew: TheWest Australian published an interview with you on the 17th
of March (1998), and that same day you spoke at a large pro-liferally at
Parliament House. Why did you decide to come out publicly about your
condition and against abortion?

Sara: | think thisis an opportunity that God has given usto speak for the
life of the unborn child. And being pregnant at thistime [when the
Western Australian parliament is debating whether or not to legalise
abortion] seems just theright time. | want to show that lifeis precious,
even thelife of ababy whoisnot entirely normal.

Also, by going public | am telling women with handicapped babies that
their worth isnot diminished. It is humbling that we can have babies who
have defects, but that doesn’t make us defective or inferior. Itisa
message to women that if they do have children who have defects, they
don’t need to feel ashamed, becauseit’s not their fault.

The other thing is, we found that the debate seemsto be weighted in
favour of the pro-abortion side. The doctors seem to give theimpression
they are on the side of pro-abortionists. We felt that we had to balance
that debate.

Andrew: | understand you are a founding member of the nemy created
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Doctors Against Abortion. Why did you decide to found this organisa-
tion?

Sara: Inthe mediathe impression isthat doctors are for abortion because
of afew high-powered, heavy-weight doctorswho came out publicly and
said they arefor “choice’. So there was this feeling among the public

that most doctors are actually for abortion. | am adoctor and | know of
other doctors who arejust not for abortion. We felt that we needed a
voice, acollectivevoice. And it seemed to be theright timeto launch this
group. Over fifty doctors have signed adeclaration for the respect of
human life.

Andrew: How hasyour public profile over the past few weeks affected you
and Steve and the children?

Sara: It has had no particular effect.

Andrew: The West Australian has carried a number of lettersin response
to the front page articleit did on you on the 17th of March. Some of those
letters have been in praise of your stance, but others have been quite
hostile. How do your respond to some of those criticisms? Let me read
several to you. One person asked: “ Do Sara Oh and her husband think of
the pain, heartache and frustration for the whole family when they bring a
disabled baby into theworld?” How do you respond to the notion that you
are being cruel to your own family by not aborting your child?

Sara: | think it ison the contrary. Our children know that abortion is
actually taking thelife of the baby in the womb. And if we wereto do so
with their little brother, there’s no stronger message to show that we
really don’t love their baby brother. But to bring him into the world, to
love him, to let him live as naturally as possible, and to let him diein the
love of hisfamily, isagood lesson for them.

They need to know about death in the family, even though thisseemsa
premature lesson for them. It isfor them to know that death is a part of
life, and thisisthe way you deal with it. You don't just take the baby’s
life. If you do that, then they might think, “ Okay, Mum can take away
this baby because heisnot entirely normal, or heisgoing to cause
inconvenience. What if | become not as perfect as she likes meto be? She
might also take my life away.” So really, bringing our baby to birth is not
going to harm our children. It isentirely the opposite.

Andrew: That leads me on to another question. Your child may not live
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very long. Do you intend that the whole family should be a part of wel-
coming the child?

Sara: Yes.

Andrew: So you are not going to keep the baby hidden or apart fromyour
other children?

Sara: No. The planis, when the baby isborn, wewill bring all the
children there. It'sal afamily experience, because thisis as much their
little brother as our son. So they will beinvolved from the beginning, and
they will beinvolved with thefuneral.

We are all going to die. If death must come, you treat it as normally as
possible. And with us as Christians, death is not the end of everything. It
isnot like we are never going to see this baby again, and hewill just
become dust. But we are going to see him again in heaven. Soin asense,
we have victory over death. Death isjust apart of life we haveto go
through.

Andrew: Let me come back to the West Australian. The same person who
asked the previous question also asked, “ Have [you] thought of the suf-
fering of the child?” So now this correspondent has shifted from the idea
of cruelty to the family to cruelty to the child himself. How do you respond
to that?

Sara: | think we really do not know what sort of suffering the child has.

There are different levels of appreciation of suffering. And suffering also
isapart of life. If the child really hasto suffer, that is better than suffer-
ing avery violent, cruel and painful death in the womb through abortion.

Andrew: Andisn'tit better to be a witnessto suffering, and to do what you
can to alleviate it, than to be the brutal cause of it?

Sara: That'sright. And | think the first and foremost principleis, you
just don’t take alife. And when you havethat principle, everything elseis
worked out.

Andrew: In another letter a woman noted that you are fortunate to have a
loving supportive husband in Steve. She asked, “ Would she, perhaps, feel
differently if she had no partner and was faced with the daunting prospect
of caring for that child for the rest of her life, solely dependent on an
inadequate welfare system?” How do you respond to that?

Sara: | would still keep the baby eveniif | did not have the support of a
partner, because | start from that very premise, that you do not kill. So if
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it means suffering along the way, | will bear with it.

Andrew: There are, of course, some women who don’t have supportive
husbands. You mentioned earlier that Steve’s reaction was to recognise
God's goodness and sovereignty in your present situation, and to immedi-
ately give you his full support. Some husbands might do the reverse and
put pressure on their wivesto have an abortion. Wouldn't those women be
justified in having an abortion?

Sara: No, still never.
Andrew: Why not?

Sara: Because the baby isalive. An abortion iskilling the baby. | cannot
over-emphasise just how important the support of a partner, of ahus-
band, is. | think | am very, very fortunate to have Steve by my side giving
me spiritual, emotional and practical support. And without his support |
can see how difficult it would be. | think thething isto actually lend
these women practical support asthey go through with their pregnancy
and look after their children. But abortion is still out of the picture.

Andrew: Sara, how do you feel right now, now that the time of delivery is
almost upon you?

Sara: | feel the need to be closer to God, to get strength from Him. |
think the human feelings arethere. There' s no point denying them.
There's alittle bit of fear — afraid of what we arein for. But then, soon
after | think like that, the next thought isthat we can only take it one day
at atime, and that God will be with us. God will be with me, and | will
be ableto cope.

And | suppose there’s also a sort of sadness and grieving. It'sall quite
mixed. It'sall human, maternal emotions. It'sjust trying to be strong and
not to be overwhel med by these emotions. | cried thelast two nights. |
have cried many times, but not for long, and not uncontrollably, notin a
way that you are defeated, but just arelease of sadness.

Asthebirth of the baby is coming closer —you know, he's been so much
talked about, he's been with usfor so long — sometimes | wish | could
carry him forever because whilehe’'sin mehe'salive.
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Postscript

Sx days after thisinterview, on Monday 13th April, Sara gave birth to
her son, Jonathan Agape Oh. Jonathan died at birth, and his body was

laid to rest on Friday, 17th April.

The day after the funeral, Steve and Sara published the following letter

in the West Australian:

Jonathan, which means God hasgiven
us a son, did not die in vain. In the
short time he lived he awakened his
parents conscienceto theplight of the
unborn child and inspired them to
speak out for those who could not.

Hefought against the oddsto stay dlive
until full term. Most babies like him
die in the womb by abortion or
naturally.

His was not to be a normal life be-
cause he camefor apurpose. He came
at atime when peoplewere beginning
tolosetheir sense of what isright and
wrong, when their hearts were being
hardened by selfishness, when many
law-makers who are given the man-
date by God and man to protect and
serve society have deserted its most
defencelessmembers.

He cameto remind usthat lifeis pre-
cious, that lifeisworth respecting, that
no matter how people think of others
as ugly and usgless in their own dis-
torted minds, they are always beauti-
ful to those who look at them through
theeyesof love.

Jonathan was a beautiful baby. But for
a dightly curled foot he was almost
perfect. It was the unseen — his brain
and damaged heart —that refused him
life. His heart was beating perfectly
until the last moment. | [Steve] saw
his head emerge, hislips movefor an
instant and then he was gone. Perhaps
this served as an ironic reminder to
those who have normal brains and
heartsyet aredead intheir feelingsand
concernfor others.

We would have preferred no public-
ity, but that wasimpossible. Jonathan
led us into the war against abortion.
Aswe gazed at his ultrasound image,
it suddenly struck usthat people were
killing what we so earnestly wanted
to save. We would have willingly
traded some part of ourselvesif only
Jonathan had a chance to live. But
from the beginning hedid not. Hiswas
adeath sentence. But 9,000 other WA
unborn children who die needlessly
each year are pink and healthy.
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My
Abortion
Testimony

by Caroline (aged 30)

| was 15 years old, my boyfriend was 17. | was attending a Girl’s High
School, my boyfriend worked. | fell pregnant. We were absol utely terri-
fied! We had aguest speaker come to my school from the abortion clinic.
(I think it wasin South Melbourne). She seemed so nice, | sat in the
classroom listening to her speech about how they werethereto help! |
went to an aunt and uncle who | looked up to and shared the facts with
them and they advised usto go to the clinic fast. My aunt was concerned
for the heartbreak it would cause my parents. | was dazed. (I actually
thought God had sent the clinic lady to help). | rang, made an appoint-
ment and went with my boyfriend. | was 12 weeks pregnant and nobody
even explained the method of abortion, or even shared the meaning of
being pregnant. Thiswas just a problem to be solved quickly, pat uson
the knee and say, “ It will be aright, hand us the money and you can go
home soon. No-onewill ever know!”

When 22 yearsold | married after many relationships. | fell pregnant. |
was not free, | felt guilt. | miscarried traumatically at 8 weeks and whilst
in hospital a nun approached me and consoled me and said | should be
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angry with God for letting this happen. | knew | had no right to be angry
with God, | knew what | had done, | was amurderer. The statement of
that nun played on my mind. | knew | was guilty and whilst listening to a
tape by Carmen that | had just bought, the words of the song, ‘ This
Blood isfor you, the blood of the Lamb’, brought me to repentance.

I knew when | killed my baby | was responsiblefor killing my Lord Jesus
onthecross, | cried out to Him for forgiveness and that day He removed
my guilt and I grew and continue growing as a born again Christian. |
know, | know Jesusforgivesmy sin. | have 3 beautiful boys: Thomas
aged 6, Adam aged 4, Luke aged 2, and a beautiful daughter Rachel aged
one. My children aretruly giftsfrom God. While pregnant | continually
read the Word of God knowing He knows us before He even startsto
form usin our mother’swomb. There are so many barren women in the
Biblewho He blessed with children!

I know we cannot go back to our past, we must only look forward, but |
want to say if only | had been informed about the baby | was carrying, if
only someone had shown me a picture of a 12 week old baby inside me.
If only they had spoken up and helped me as all too few are doing today,
I would not have killed my baby like a problem to be swept under the
mat. The abortionists and their staff do not help, they do not inform you
about the baby you are carrying.

Please stand firm and tell the world abortionisasin, it ismurder. Your
words may just reach the ears of a scared teenager and they may call for
help.

| thank God that | am now freeto live in His peace, to liveto serve Him
with the beautiful family He has given me.

May God bless all those who have the courage to speak out and give
them continued strength to serve Him.

In the name of Jesus Christ my Redeemer.
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The Psychological
Effects of Abortion
on Women

Dr Joanna Barlow

Introduction

| never should have been so...s0 arrogant. So confident
that | could have a baby whenever | wanted one. | should
have known that if | threw away one baby | would never
have another one... | just never thought of it as a baby
before. It was just a fetus. A clump of tissue. Nothing. But
now | feel likel’ mfinally facing thefact that it was at least
a potential life | cut off and | just feel so sorry about it
(Klugger-Bell, 1998).

My immediate response was relief — but that soon passed
away and all that | have ever felt sinceisguilt. | know that
abortion is killing and | would give anything to have the
child now (Korbell, 1990).

| just wanted to forget it, but after a year | started having
anxiety attacks. | didn’t think the abortion was causing them,
though. | thought that was all past. On the anniversary of
the abortion it got really bad. | started to shake and cry:. |
huddled on the floor and felt like | was screaming, and my
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breathing became heavy and uncontrolled. | started having
two or three attacks a week, and it was scary (Francke,
1978).

| wish | hadn’'t done it. I wish someone had told me how
bad I’ d feel afterwardsif | did it. | see those protesters at
theabortion clinicson TV trying to block women fromgoing
inside and | think — this is awful | know — but | think to
myself | wish somebody had stopped me! | mean | know |
had a right to do what | did, | know it was my choice, but
still...(Kluger-Bell, 1998).

The literature, both secular and religious, contains many such ac-
counts of women who appear to be suffering significant psychological
distressrelated to abortion. However, areading of the majority of scien-
tific studies and reviews leaves one with the impression that adverse
psychological effects after abortion are infrequent and generally not
severe. This chapter considers the limitations of the scientific studies,
particularly in determining the number of women" with psychological
problems post abortion, as well as examining the nature of those prob-
lems, and considering waysin which we can best hel p and support those
experiencing difficulties. If you have had an abortion and are experienc-
ing psychological pain, | would encourage you to read on. Thereishope
and help available.

Why is it difficult to know how many women are
affected?

Atfirst glanceit would not seem particularly difficult to determine
the psychological effectsof abortions. Surely one could take agroup of
women before their abortions, do some psychological tests, and then
repeat them after the abortion and seewhat differences are found? Some
difficultiesareimmediately apparent with thisapproach. Thefirstisone
of participation: women with unwanted pregnancies may not be in a

" Thereisevidence that men too may experience psychological difficulties after

abortion (e.g. Shostak et al, 1984), as do some workers involved in the abortion
procedure. This chapter will be restricted to women post-abortion.
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frame of mind to consent to undergo interviews or psychological tests.
Evenif they do agreeto participate, they are often not willing to return
for follow-up, preferring to put the abortion episode behind them as
quickly aspossible. Thusamost al the studies suffer from asignificant
drop-out of subjects to follow-up, and those who remain may not be
representative of the original sample (who may not be representative of
women in general, if they comefromaparticular clinic or ared). Indeed,
those who do not return for follow-up may conceivably be suffering
greater difficultiesand want no reminder of the procedure.

A second difficulty is selecting what tests or interviews to use.
Most psychological instruments are not designed for use in this situa-
tion, and if they aremodified, may nolonger bescientifically valid. Many
studiesrely on examining for specific psychiatricillnesses, and symptoms
which may be subtle and not sufficiently severe to warrant the label of
“illness’ may thus be discounted.

A thirdissueisthetiming of follow-up. Most studies havereviewed
women in theweeksand months post abortion, and very few have sought
to follow up women longer than two years afterwards. Thusthelonger-
term effects of abortion are untapped; anecdotal reports suggest that
many women who experience psychological problemsafter abortion have
a delayed onset, perhaps triggered by events such as a subsequent
childbirth.

Another consideration is the position which the authors take on
abortion. Ideally, research should be objective and not contaminated by
the viewpoint of those who conduct it, but thereality isthat it isalmost
impossiblein afield such as abortion for this not to occur, even unwit-
tingly. Biasmay occur in the popul ations observed, the types of psycho-
logical instruments chosen, the ways in which gquestions are phrased,
and many other ways.

An alternative method of study isto look at women who report
psychological effectsafter abortion. Thisapproach can help tofocuson
the particular difficulties which are experienced, but has the drawback
that it isnot possibleto determinewhat proportion of women undergoing
abortion will experience such effects. Aswell asthis, it isnot possibleto
‘prove’ unequivocally that the psychological effectsare dueto the abor-
tion and did not pre-exist. However, these small-scal e studi es often pro-
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videthe elementswhich the short-term oneslack; they examinereactions
over yearsand probefor after-effectsin avariety of behaviour and symp-
tom areas (de Veber et al, 1990).

What do the scientific studies say?

Itisdifficult to generalisefromthe studiesastheir design and meth-
odsvary greatly, aswell asthe populations studied, the time of follow-
up etc. Neverthel ess, the majority of reviews maintain that psychologi-
cal problems are rare. Romans-Clarkson’s 1989 review acknowledges
the considerable methodological difficulties, but concludesthat induced
abortion does not cause del eterious psychological effects. Shegoeson,
in asomewhat contradictory fashion, to describe predictors of adverse
reactionsin a‘few women’. Other reviews concede that psychol ogical
disturbances occur but are only marked, severeor persistent inaminority
(approximately 10%) of women (e.g. Zoleseand Blacker, 1992). Rogers,
Stomsand Phifer (1989) compiled asummary of investigationsin English
published between 1966 and 1988, and concluded that ‘ outcome
incidence rates and methodological profiles vary substantially across
studies... both advocates and opponents of abortion can provetheir points
by judicioudly referencing only articlessupporting their political agenda.

Who is particularly vulnerable?

Despitethelack of consensus between the studies asto the propor-
tion of women who experience psychological difficulties post-abortion,
thereis considerabl e agreement about the factors which place awoman
at risk of such problems. All studies agree that women with apast history
of psychiatric problems have a higher risk of psychological problems
after abortion. Most studies identify younger and unmarried women
without children as more likely to experience negative reactions than
those who are older and have already given birth. Some post-abortion
counsellors note that women who already have children may also describe
significant difficulties, because of their personal experience and
understanding of exactly what they are giving up. The ease with which
thedecision to abort ismadeisalso afactor: the greater the difficulty of
deciding to terminate a pregnancy, the morelikely therewill be negative
responses. Women who have late abortions (second or third trimester)
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are often identified asbeing at risk, in part because the delay may have
been caused by ambivaence. Inaddition, thelonger gestation increases
the bonding with the baby, including the experiencing of foetal movement.
Such later procedures tend to be more painful and prolonged, with a
higher chance of medical complications, thusincreasing psychol ogical
trauma. WWomen who perceive coercion from parents, boyfriend or others
are also at risk, whereas perceived support appears to be a protective
factor. Abortion whichisperformedfor foeta abnormalitiesusually occurs
in the context of awanted pregnancy and increases therisk of psycho-
logical difficulties. Similarly, women who undergo selective foetal
reduction in a multiple pregnancy (usually following IVF) may be at
risk. Belonging to or identifying with a group which does not condone
abortion, especidly religiousgroups, issaid to result in greater discomfort
post-abortion. Some studies suggest that Catholic women devel op more
difficultiesthan other religious groups, while othersidentify members of
‘conservative’ Christian groups to be at most risk. The common factor
seems to be regularity of church attendance. It has been suggested that
conversion to Christianity at sometime after abortion may alsoresultin
psychological problems. Coping style also affectsthe responseto abor-
tion: women who expect to cope appear to do better, while those who
usedenial experience more depression and anxiety. Some studies suggest
that women who have undergone multiple terminations have a higher
risk of problems.

What psychological problems are seen after
abortion?

Overview of problems

Women describe arange of psychological effectsfollowing an abor-
tion. Workersin the areahave understood and classified these effectsin
different ways, some of which overlap. Most studiesrecognise anormal
(non-pathological) response which isexperienced by thelarge majority
of women, and utilise a stress/coping model, seeing abortion as a life
stressor with a variety of coping responses. The vast majority of
researchers acknowledge that a proportion of women (the size of which
isindispute, aspreviously noted) will experience more prolonged and/
or severe psychological difficulties following abortion. Other workers
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conceptualise the responseto abortion asgrief related to abereavement,
while others prefer to distinguish abortion from natural losses such as
miscarriage because of the added aspect of guilt experienced by some
women. Still other workers believe that the best description isafforded
by the post-abortion syndrome, aterm coined by Rue (Speckhard and
Rue, 1992) as a specific subtype of the post-traumatic stress disorder,
described below.

Each of the model s recogni ses the significance of the anniversary
phenomenon, where psychological symptoms appear or areincreased at
the due date of the baby or the anniversary of the abortion. Psychological
difficultiesmay also be magnified by the so-called ‘ catalytic event’, such
as a subsequent pregnancy or miscarriage, or even losses of adifferent
nature.

My own view tendsto the eclectic, in that syndromes overlap and
they are, at best, descriptive ‘labels . Some women’s main symptoms
are those of depression and grief, some reaching a level where the ap-
propriate diagnosisis amajor depressive disorder. Others are troubled
primarily by intrusive re-experiencing and avoidance, and the most hel pful
‘label’ inthat situation isapost-abortion syndrome.

Women with a past history of psychiatric problems may experi-
encearecurrence of their illnessfollowing abortion. The appearance of
psychosisfor thefirst time after abortionisvery rare.

A“normal” response to abortion

Most studies as well as pamphlets given to women post-abortion
acknowledge that many women will experience a range of emotions,
which are felt to be generaly transient and self-limiting. Many such
studiesemphasise positivefeelings, in particular relief, especially soon
after the procedure. Other emotions include sadness, guilt, anger, and
regret. Unlessthese responses are severe or prolonged, they are consid-
ered normal. Theretendsto be areluctanceto call attention to negative
consequences of abortion for fear of providing support to anti-abortion
groups (Speckhard and Rue, 1992). Kluger-Bell, apro-choice psycho-
therapist, cameto recognisethisin her own practice:

After aparticularly difficult sessioninwhich | kept probing
and [Patricia) kept resisting me, it finally occurred to me
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that | was not hearing what shewastrying to say. What kept
coming up in session after session was her guilt and regret
over the abortion she had had six years before. Probably
because of my own commitment tothelegal right to abortion,
| considered early-first-trimester abortion a fairly
straightforward medical procedure with few, if any, long-
lasting effects. Women, | believed, should be legally enti-
tled to choose to terminate a pregnancy they are either
unwilling or unableto bring to term. But my political con-
victionsled meto view Patricia sabortion only in the con-
text of her empowerment. | had failed to recognise that in
her present circumstancesthe abortion felt to her likeahuge,
irrevocable mistake. It wasthreatening to my political con-
victionsto allow her to fully explore the range of her feel-
ingsabout abortion. After all, if therewas ashadow sideto
abortion, wouldn'’t those opposed to it citethe painful emo-
tional fallout from abortions as another reason why women
should not be entitled to achoicein the matter of whether to
bring their pregnanciesto term? Once | realised that | had
been minimising the psychological impact Patricia’s abor-
tion had had on her, | began to make a concerted effort to
help her expressthe profound regret shefelt over her abor-
tion, particularly inlight of her current struggle to become
pregnant again (1998).

Grief/bereavement and depression

The loss of any significant person or relationship resultsin grief.
When adeath inthefamily occurs, aperiod of grief isexpected and seen
as legitimate, while the funeral enablesthe reality of the loss to be ac-
knowledged and faced with the support of others. Pregnancy loss, in
contrast, is often a private loss surrounded by a shroud of silence. In
addition, theloss may

seem sointangibleand unreal, especially in the case of preg-
nancieswhich end before aheartbeat isheard, or an abdo-
men beginsto swell. But eveninthe case of later pregnancy
losses... there are no memories to hold on to, no life to
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recall outside of the womb, only fantasies of who these
babies might have been (Kluger-Bell, 1998).

Over and abovethe difficulties attached to pregnancy lossin gen-
eral, women who have had an abortion face the difficulty of speaking out
about their experiences, fearing condemnation from pro-life advocates.
Thus the necessary work (and work it is) of grieving must be done in
secret and in solitude.

Working through it involveslearning to withstand the cer-
tainty and the finality of the loss, uncovering the personal
significance of what has been lost, and neither holding onto
nor pushing away the sorrow, anger, guilt, shame, despair
and envy that arise in response to it. Obvioudly it is not
possibleto dothisif most or all of therelevant thoughtsand
feelingsareimmediately repressed, denied or minimized —
if the loss is never identified as being real (Kluger-Bell,
1998).

Grieving alossispainful and difficult enough when onefeelsfree
to express emotions and receive support and practical help from others,
Itisnot surprising, then, that women who have had an abortion are at a
great disadvantage in their ability to work through their grief, with the
result that it may become protracted and slow. In some women, the
symptoms may become severe enough to warrant the diagnosis of an
adjustment disorder or major depressive episode, for which specific
treatment may be required, whether pharmacological or psychothera-
peutic. Such adepression ischaracterised by anumber of features, which
may includelowered mood, loss of interest and pleasurein daily activities,
weight loss or gain, sleep disturbance, feelings of worthlessness and
hopel essness and difficulty concentrating. Suicidal ideas may occur and
indeed have been described specifically asan anniversary phenomenon
post abortion.

The post-abortion syndrome

The post-abortion syndrome, a sub-type of post-traumatic stress
disorder, has been invoked by anumber of workersto conceptualisethe
psychological difficultieswhich somewomen experience post-abortion.
Post-traumatic stress disorder is a syndrome described in the DSM
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(Diagnostic and Statistical Manual) of the American Psychiatric Asso-
ciation (1994), where the response to a significant traumaincludes re-
experiencing of the traumain dreams or flashbacks, avoidance of any
reminders of the trauma, and increased physical arousal (such asrapid
heart rate, sweating, jumpiness etc). Abortion is not specified by the
DSM as an example of atrauma; the text notes that the trauma must be
of an extreme (i.e. life-threatening) nature, which may be experienced
directly or witnessed. Specific mention is made however of the trauma
of unexpectedly witnessing a body or body parts, which does occur
occas ondly during abortion, especialy second trimester procedures. The
post-abortion syndromeisconsidered a‘ myth’ by someleading workers
inthefield (e.g. Stotland, 1992), while others argue that it cannot be a
type of PTSD because the abortion is volitional. Interestingly, post-
abortion traumaisacknowledged in acommonly-used post-abortion pam-
phlet whichisprovided by abortion clinics (Baker, 1992), and accounts
of women who meet the diagnostic criteriaare not restricted to Christian
literature.

Re-experiencing the trauma of the abortion may occur in severa
different ways. Recurrent, intrusive recoll ections may occur in response
to experiences that resemble the abortion, such as being placed on a
tablewith feet in stirrups or the sound of avacuum cleaner evoking the
memory of the suction machine. Flashbacks may occur where sounds,
sensations, sights and emotions occur asif the abortion were currently
being experienced. There may be intrusive nightmares, which may in-
cludethemesof judgment or of searching for something preciouswhich
cannot befound.

Avoidance may occur of any situation which isreminiscent of the
trauma. This may include making efforts to avoid people, places and
situationsthat remind awoman of aspects of an abortion, such aschild-
related activities or gynaecological investigations and treatment. There
may be an inability to recall aspects of the abortion experience, in an
attempt to ‘forget’ parts of thetrauma. There may bealack of reactivity
or ‘numbing’ and afeeling of estrangement from significant others, such
asdifficulty bonding with one’schildren.

Increased physiological arousal may be manifested as difficulty
sleeping, trouble concentrating and/or an exaggerated startle response
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to situationswhich resemble or symbolise an aspect of the abortion, such
asbreaking into a profuse sweat upon a pelvic examination.

Specific to PAS, some women become anxious about infertility
and are preoccupied with becoming pregnant again. They may feel that
God ispunishing themfor their abortion with infertility, or with the later
birth of adisabled child. There may be significant guilt and the feeling
that the act was so bad it could not be forgiven. It has been suggested
that women who have had an abortion may be morelikely to abusetheir
living children (Ney, 1979) although this has been disputed.

As aresult of these problems and in an attempt to self-medicate,
somewomen turn to drugs and al cohol. Eating disorders may occur and
some women have described turning to promiscuity.

What of denied abortion and adoption?

Alternatives to abortion — those of so-called ‘ mandatory mother-
hood’ or adoption - arerarely seen asreadlistic possibilities. The psycho-
logical ramifications of ‘denied abortion’, with itsimplication that the
child born asaresult will be unwanted, aswell astheresults of adoption
will bebriefly considered.

The unwanted child

It is often assumed that if a pregnancy isunwanted, it will remain
that way for itsduration and following birth of the child. However, there
isevidenceto suggest that someinitially unwanted pregnancies become
wanted. Even wherethisisnot the case, the assumption that the outcome
for thechild isinevitably poor should becritically examined. There have
been two major studies on the outcome of unwanted children. In Sweden,
Forssman and Thuwe (1996) traced 120 children whose mothers had
sought unsuccessfully to abort them, comparing them with 120 control
children. Examining the study group at age 21, the authorsfound more
insecurity, agreater need for psychiatric care, morereported delinquency,
more drunken misconduct, lesshigher education, and severa other indices
of socia and emotional disabilities. The study however hasbeen criticised
for failing to control for illegitimacy. A second, morerigorous study was
carried out in Czechoslovakia (Dytrych et a, 1975), examining the
outcomes of 220 children whose mothers had twice been denied abortion,
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the second occasion on appeal. On many of the comparisons with a
matched control group, the differences between the groups were too
small tobe statistically significant. Burtchaell commentsonthesestudies:

The most rigorous research into the ups and downsin the lives of
children rgjected during pregnancy does not show them to be blighted
by adversity. They seem, on an honest reading of the studies, to bein
arrears in some areas of their lives, but far less than one might have
anticipated, and decidedly |essthan would reasonably support the thought
that society and the children would both be better off had the children
been denied birth. Presumably even those willing to entertain the view
that the unborn are being done a favour by extirpation would need
evidence of amoredreadful destiny for them than these studies describe
(Burtchaell, 1975).

Adoption

Adoption, once acommon outcome of unwanted pregnancies, has
becomerelatively uncommon. Abortion service providers may not even
mention it asan aternativeto women considering abortion; indeed, some
counsellorsactively discouragethe possibility, citing difficultiesfor both
relinquishing mother and child.

Thereisno doubt that the decision to relinquish ababy in adoption
is a difficult and painful one. Martha Zimmerman (1997) describes
“‘Sharon’, ayoung woman who chose to do so:

Even though she knew that thiswas the * best choice”, the
decision was not an easy one. In fact, it was the “most
challenging and heart-wrenching” decision she ever faced,
[and] carried through with, in her life... “The truth about
adoption is that it hurts. No one can quite explain how
difficult it isto carry a child in your womb, nurture him,
feel hismovements, give birth, hold him, love him deeply,
and then carefully place him into the arms of another
mother”.

Nevertheless, Sharon noted in her journal

[The adoptive couple] have been wanting, waiting and
preparing for achild... It brings me so much joy to think
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that | could givethem agift of life, which they never could
have had otherwise. That isone of the beauties of adoption.

Children raised by adoptive parents are not at adisadvantage when
compared with those brought up by birth parents. Burtchagll (1982) com-
mentsthat

There seems to be a general unawareness that adopted
children are cared for by parentswhose desirefor themiis,
by and large, more demonstrably keen than that of physical
parents... [A]dopted children are emotionally and person-
ally aswell integrated as anybody — and sometimes alittle
more so.

What help is available to women with psychological
difficulties post-abortion?

If you or someone you know is experiencing psychological prob-
lems after an abortion, there areanumber of avenues of assistance. Talk
toyour GP or minister —if heor sheisnot experienced or comfortablein
theareaof post-abortion counselling, areferral may be madeto someone
whois. Christian counselling services often have someone on staff who
is familiar with the issues and experienced in assisting women and
couples. Mot citiesand towns of reasonable size have acrisis pregnancy
centre, whichisestablished not just for women with apregnancy dilemma,
but a so for those who experience difficulties post-abortion. Many such
centresfacilitate the formation of groups, where women can meet with
others in similar situations and offer support and advice based on
experience. There areanumber of organisationswhich exist in order to
help post-abortion sufferers, some of which have web sites. Women who
have used self-hel p books such asthose listed below have reported help
and healing.

Management of PAS variesto some degree depending on the par-
ticular practitioner, but most sharein common thefollowing steps:

 acknowledgment of thereality of the abortion and its effects

» acknowledgement of guilt, shameand anger

 working through depressivefeglings

 forgivenessof oneself and othersinvolved in the abortion, and recon-
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ciliation (for the Christian, thisincludes God' sforgivenessand cleans-
ing)
» memorialisation of the child and letting go.
| would urge women whose symptoms may be sufficiently severe
that they represent aclinical depression to seek specialised help viatheir
family doctor.

In conclusion

Abortion hasamarked psychological aftermath for some women;
even if only aminority of women who have had abortionsis so affected,
this trandates into significant numbers. The pain and burden of many
women is documented in the literature and seen by practitioners who
work with women post-abortion. For somethereisareal disruption of
their relationships and ability to cope with day-to-day activities. Many
find comfort in knowing they are not alone and that they are not going
crazy. Help and healing are avail able through avariety of agencies, many
of which provide aspecifically Christian focus.

What helpful books are available?

Self-help

Her Choiceto Heal: Finding spiritual and emotional peace after
abortion, Sydna Masse and Joan Phillips (Colorado Springs, Chariot
Victor Publishing, 1998). Written by two Christian women who them-
selvesunderwent abortion, thissmall book aimsto ‘ offer atangible hope
to women struggling from post-abortion pain’.

A Season to Heal: Help and hope for those working through post-
abortion stress, Luci Freed and Penny Yvonne Salazar (Nashville,
Cumberland Publishing House Inc, 1993). The authors are post-abor-
tion counsellorswith extensive experiencein crisis pregnancy centres.

Does Anyone Fedl like | Do? and other questions women ask fol-
lowing an abortion, Pam K oerbel (New York, Doubleday, 1990). K oerbel
experienced significant psychological difficultiesfollowing asaline abor-
tion, and she chroniclesher journey to healing along withinsights gleaned
from otherswho shared with her.
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Unspeakabl e Losses. Under standing the experience of pregnancy
loss, miscarriage and abortion, Kim Kluger-Bell (New York, W.W.
Norton and Co, 1998). Written by a psychotherapist who herself experi-
enced pregnancy losses; her perspectiveis pro-choice but nevertheless
offersmany helpful insights.

For women considering abortion, especially teens

Should | Kegp My Baby? by Martha Zimmerman (Minneapoalis,
Bethany House Publishers, 1997). A small, practical book written from
aChristian perspective and encouraging the choice of life, by either keep-
ing the baby or adoption.

Re Psychological effects

A Time to Choose Life: Women, abortion and human rights, lan
Gentles, Editor (Toronto, Stoddart Publishing Co, 1990). Especially the
chapter on Abortion and Bereavement. A scholarly Canadian collection
of essayson different aspects of abortion, pro-life but not overtly Chris-
tian.

Aborted Women: silent no more, David Reardon (Chicago, Loyola
University Press, 1987). A survey and 20 case profiles of members of
WEBA (Women Exploited by Abortion), most of whom acknowledge
Chrigtianfaith.

The Ambivalence of Abortion, Linda Bird Francke (New York,
Random House, 1978). A compilation of women’'s (and some men’'s
and parents’) storiesfollowing abortion, Francke'sbook iswritten from
a pro-choice point of view but makes compelling reading. Of signifi-
canceisthefact that it has not been embraced by the pro-choice move-
ment, having been considered too ‘dark’.

Pregnant by Mistake: the stories of seventeen women, Katrina
Maxtone-Graham (New York, Remi Books, 1990). Like Francke,
Maxtone-Graham interviewed a series of women, however here two
children were adopted out.

Rachel Weeping and other essays on abortion, James Tunstead
Burtchaell (New York, Andrewsand McMesl, Inc. 1982). Burtchaell, a
Catholic theologian, haswritten an elegant and carefully-researched se-
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riesof essayson aspectsof abortion. Interestingly, heincludes commen-
tary on some of Francke's and Maxtone-Graham's cases.

Soul Crisis: one woman'’s journey through abortion to renewal,
Sue Nathanson (New York, New American Library Books, 1989).
Nathanson, herself a psychotherapist, decides on abortion and tubal
ligation after three children. Thisaccount of her subsequent difficulties
iswell-written and poignant; her focuson feminist mysticismmay dienate
some readers.

Abortion in general

Won by Love: Norma McCorvey, Jane Roe of Roe v. Wade, speaks
out for the unborn as she shares her new conviction for life, Norma
McCorvey with Gary Thomas (Nashville, Thomas Nelson Inc, 1997).
The fascinating story of the woman whose case was used to legalise
abortion in the United States, McCorvey never in fact had an abortion
but did go on to work in an abortion clinic. She subsequently became a
Christian and devel oped anew convictionfor life.
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Abortion Methods
and Complications

Dr Eloise Piercy

Abortion isusually thought of as a safe procedure. Induced abor-
tion is the deliberate interruption and cessation of pregnancy with the
intention being to cause the death of the baby in the uterus (womb).
Surgical or chemica methodsare used to achievethisend. Thisisdiffer-
ent from spontaneous abortion (miscarriage) in which the unborn child
diesnaturally. However, whether surgically or chemically induced, there
can be physical complications with induced abortion just as there are
with any medical procedure. Animportant difference between induced
abortions and other medical procedures, though, is that virtually all
abortions are carried out for social not medical reasons. It isvital that
women considering abortion beinformed of therisksthey face.

Surgical Abortion

Thereareanumber of surgical methods of induced abortion which
are used according to the size of the embryo or foetus.

4-6 weeks of pregnancy

Invery early pregnancy, within two weeks of amissed period, abor-
tion is carried out by “ menstrual extraction” in which a fine plastic
catheter (tube) is pushed through the cervix (neck of thewomb) and the
embryoisremoved by suction produced by asyringe or suction machine
attached to the catheter.

6-14 weeks of pregnancy

Asthe baby grows larger, the cervix must be dilated to allow the
extraction of the larger parts. The cervix isdilated (opened) by dilators
and strong suction is used to remove the developing child. A curette
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with asharp-rimmed loop isthen used to scrapethewall of the uterusto
ensurethat all tissue has been removed. Thismethod iscalled dilatation
and vacuum aspiration.

12-14 week s pregnancy and beyond

Induction of labour

In this method drugs called prostaglandins are administered vagi-
nally and orally to start a*“ premature labour”, which can be quite pro-
longed. Sometimes a solution of potassium chlorideisinjected through
the mother’s uterus and the baby’s chest into hisor her heart in order to
ensurethat the baby isdead on delivery.

Aninjection of potassium chlorideinto the heart isalso used for the
purposes of “selective reduction” where one of a set of twins has
abnormalities (eg. Downs syndrome) or the number of babiesin twins
or higher multiples (eg. triplets, quadruplets etc.) isto be decreased. In
these cases, the baby or babies which have been killed with potassium
chloride remain in the womb until thetime of birth of thelive one(s).

Dilatation and Evacuation

Inthisabortion operation the cervix isdilated and then instruments
are used to crush and dismember the unborn child, which is then re-
moved through the cervix. The completeness of the abortion must be
checked by examination of thefoetal partsto make sureall of thebaby’s
body and placenta have been extracted. It is no surprise to read of this
method: “ Thistechniqueis more psychologically traumatic to the doc-
tor, compared with the alternative methods” (Mackay et al, 1992).

Partial Birth Abortion (Dilatation and Extraction)

Lateterm abortions are performed beyond twenty weeks of gesta-
tion. Theinduction of labour and dilatation and evacuation methods of
abortion are both used, but a third surgica method, used by a small
number of doctors, for procuring a late term abortion is partial birth
abortion, also called dilatation and extraction. Thisinvolvesdelivery of
alive, moving baby, feet first, and, beforethe head isdelivered, the baby
is killed by suction of its brain. This allows collapse of the skull for
completion of delivery. The American Medical Association calledfor a
ban on this procedure on the grounds that it is of increased risk to the
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mother’shealth andlife, and that it isnever medically necessary asother
safer methods exist (American Medical Association, 1997).

Complications of Surgical Abortion

M ethod-Specific Complications

Menstrual Extraction, and Dilatation and Vacuum Aspiration

Perforation of the uterus. Thetip of the catheter (or sponge forceps)
can puncture the wall of the uterus during vacuum aspiration. The
uterine artery can be punctured if this occurs, causing severe bleed-
ing.

Haemorrhage (bleeding) from the uterus. Thismay be duetoinability
of the uterusto contract adequately, traumato the uterus, the embryo
implanting low down in the uterus, or the embryo being of a more
advanced age, and therefore larger, than was thought.

Failed abortion. Sometimesthe procedurefailstokill and removethe
embryo and so the pregnancy continues. Pregnancy can al so continue
following the procedurein caseswhere the embryoisnot in the uterus
but hasimplanted in afallopian tube (ectopic pregnancy).

Injury to thecervix. “ Cervical injury isone of the most frequent com-
plications of suction curettage abortion” (Schulz, 1983).

Retained products. Sometimes parts of the placenta or foetus can be
left inside the uterus. Thiscan lead to bleeding and infection .

Induction of Labour

Tearsof the cervix.

Rupture (bursting) of the uterus.

Retained products of conception.

Prostaglandins have a high incidence of side effects and need to be
avoided in patients with asthma, cardiovascular disease and various
other conditions. Nausea, vomiting and diarrhoea occur in most
patients. High temperature, increased heart rate and low blood pres-
sure also occur.

Infection of the uterusis also arisk because of the often prolonged
(average 16 hours) nature of the labour.

The baby can be born alivewhichisdistressing to staff.
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Dilatation and Evacuation
Complications specific to abortion by thismethod include:

* Retained products. “ After the procedure, the operator carefully ex-
aminesthefoetal partsto be sure all have been evacuated. On occa-
sion, thefoeta calvariam [skull] isretainedintheuterus’ (Stubblefield,
1986).

 Perforation of the uterus.

 Cervical incompetence. Cervical incompetenceisaconditioninwhich
the cervix isweak and so, when the amniotic sac containing the baby
and amniotic fluid fills the uterus and starts to stretch it, the cervix
cannot remain closed. The cervix opensand miscarriage occurs. “The
majority of cases [of incompetent cervix] follow termination of
pregnancy, which accounts for a recent increase in incidence”
(Beischer, 1986).

Partial Birth Abortion

This method requires the doctor to reach into the womb and turn
the baby around to the feet first position. This has been avoided as an
obstetric technique for the last 30 - 40 years because of the significant
risk of haemorrhage or rupture of the uterus. Suction of the brain to
cause skull collapse involves insertion of scissors or other instrument
into the birth canal in order to puncture the skull. This poses arisk of
laceration of the uterusor cervix and possible severe haemorrhage. Such
complications may necessitate hysterectomy (American Medical

Association, 1997).

Complications According to Time since the
Abortion

Duringthe Operation

* Anaesthesia-related accidents

* Perforation of the uterus +/- damage to other organs

* Laceration of the cervix

» Haemorrhage

» Bleedingdisorders

* Amniotic fluid embolism: adangerous condition in which the amni-
otic fluid entersthe mother’scirculation.
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Burnhill (1986), in hisarticle® Risk Management in Pregnancy Ter-
mination”, deal s with various crises which abortionists may face: “The
following is [part of] alist of crises which can and do occur in free-
standing facilities.

Medical crises

» Cardiac and/or pulmonary failurerelated to aprocedure
Life-threatening haemorrhage

* Mgjorinjury totheviscera[internal organs|

Shock [inadequate blood pressure], syncope [fainting] and seizure
 Coma”

Regarding life-threatening haemorrhage, Burnhill states: “ Profuse
vaginal bleeding may occur during the procedure. This may be dueto
profound uterine atonia [inability of the muscle of the uterus to con-
tract], especially if general anaesthesia has been employed, to lacera-
tions of asmall vessel within the cervix or internal os[areajust inside
the neck of thewomb] following dilatation, or to rupture of atubal ectopic
pregnancy or disruption of acornual or interstitial pregnancy [an embryo
implanted in thewrong place] during preoperative examination, during
the procedureitself, or afterwards.”

Inrelationto major injury to theviscera, hesaysthat “ It ispossible
to lacerate the cervix, perforate the uterus, injure the bladder, avulse
[tear away] a ureter [tube which transports urine from a kidney to the
bladder], or damagetherectosigmoid [part of thelargeintestine], small
intestine or omentum [fatty layer which hangs over theintestines].”

During the days/ early weeksfollowing the abortion

* post-abortion bleeding and anaemia

* retention of part of the placenta, baby or other gestational tissue
* infection

* clotsintheveinswhich canleadto clotsin thelungs

* depression, psychosisand suicide.

According to Castadot (1986), “ Pelvicinfection with at |east 3 days
of fever at 38 degrees celsius, bleeding requiring transfusion, and unin-
tended surgery (laparotomy [opening of the abdominal cavity], hyster-
otomy [opening of the uterus] and hysterectomy) represent 88% of all
major complications.”
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Inastudy by Heisterberg and Kringelbach (1987), “ Complications
subsequent to 5851 consecutively induced first trimester abortionsduring
the period 1980 - 1985 wereanalysed. Three hundred and fifty-six abor-
tions (6.1%0) led to complications requiring hospital admission.”

Long-term problems

Long-term complications of induced abortion can jeopardise fu-
tureterm delivery of subsequent children and are dueto:

» Post-abortioninfertility (usually aresult of pelvic infection damaging
the fall opian tubes ensuing from the abortion)

» Cervical incompetence

» Low birth-weight and premature delivery of future children

 Rhesusisoimmunisation (where mixing of mother’sand baby’sblood
during the abortion can cause animmune reaction against subsequent
unborn babies, |eading to miscarriage unlesstreatment isgiven)

* Psychological problems.

* Epidemiological and animal studiesindicatethat induced abortionisa
risk factor for the later devel opment of breast cancer.

Further Information about Particular Complications
of Surgical Abortion

Mortality

Deaths can and do occur as aresult of legal abortions. Castadot
(1986) noted that “ The major causes of deathsrelated to abortioninthe
United States areinfection (23%), embolism [clotsin thelungs] (23%),
haemorrhage (20%), and complications of anaesthesia(16%).” Healso
noted that “ On average, the mortality rateincreases 30% with each passing
week of gestation”. The National Health and M edical Research Council
recorded 3 deaths associated with abortion in Australia in 1985-7
(NH&MRC report on Maternal Deathsin Australia 1991-1993), while
in 1994, abortionsin aparticular abortion clinicin Queensland resulted
inthe death of onewoman and another isseverely brain damaged. (Courier
Mail (Brisbane), Feb 14,15,16,17, 1996 and Feb 7, 19, 1998)

The American Medical Association has stated that “ Maternal mor-
tality isthe most serious complication resulting from induced abortion,
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and the risk of maternal death increases with gestational age.... At 21
weeksor moreit increased to onein 6,000 procedures, and exceeded the
risk of maternal death from childbirth, which was one in 13,000
deliveries’ (American Medical Association).

Retained Products

“Failure to remove all the products of conception during athera-
peutic abortion is an acknowledged complication whose incidence in-
creases with increased gestational age” (Wiebe, 1986). Failureto com-
pletely empty the uterus can lead to haemorrhage and infection of the
uterus, which in turn can cause other physical problemsfor the woman.

Infection, Pelvic Inflammatory Disease and I nfertility

Many medical studies have found that if awoman who hasanin-
fection of the vaginaor cervix undergoes an abortion, theinfection can
be carried up into the uterus by the instruments. Often the woman does
not even know that she has such an infection. The infection can then
spread to thefallopian tubes causing acondition called salpingitis (when
the infection is short-lived) or pelvic inflammatory disease (when the
infection lasts longer). Ridgway et al (1983) stated that “ Prospective
studies have shown that nearly one quarter of women with chlamydial
infection at thetime of termination of pregnancy will subsequently develop
pelvic inflammatory disease.” Pelvic inflammatory disease can cause
scarring and blockage of the fallopian tubes with the resultant risk of
infertility and ectopic pregnancy.

Heisterberg et a showed in their study published in 1986 that
women with postabortal pelvic inflammatory disease had significantly
higher rates of miscarriage, infertility, pain on intercourse and chronic
pelvic pain than women without postabortal pelvic inflammatory dis-
ease. They further stated that ” Induced first-trimester abortions are of -
ten performed in young healthy women who intend later to bear achild.
Postabortal infectious complicationswith subsequent tubal damage may
affect thefecundity [ability to bear children] of thesewomenintheforms
of ectopic pregnancy, infertility and spontaneous abortion.”

Ectopic Pregnancy
Therate of ectopic pregnancy has been shown in many studiesto
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haverisenin linewith therisein the rate of abortion around the world,;
however, it isdifficult to show induced abortion as arisk factor for ec-
topic pregnancy onitsown, sinceit isfound so often in association with
pelvic inflammatory disease. Abortion leading to pelvic inflammatory
disease and damage to the Fall opian tubesisthe most obvious means by
which abortion could contributeto therisk of ectopic pregnancy. Indeed,
a French study published in 1998 found a 50% increase in the risk of
ectopic pregnancy inwomen with previous abortions and an even higher
increasein risk in women with two or more previous abortions (Tharaux-
Deneux, 1998).

Cervical Incompetence

Cervical incompetence results in loss of the baby in the second
(mid) trimester of pregnancy, at which timethe uterusisbeing stretched
and the weakened cervix is unable to stay closed. A number of studies
point out that therisk of causing cervical incompetence during an abor-
tionisgreatest in women who areintheir teens (Schulz, 1983). A study
in Californiareveal ed that women who had undergone abortionsin the
past had nearly twice asmany deliveriesin the second trimester asthose
who had not (Madore, 1981).

Perforation of the Uterus

The first instrument introduced into the cervix isarod (called a
sound) which is used to show the direction of the cervical canal and
measure the size of the uterus. The sound can be pushed too far or too
hard, perforating the uterus. “ Some oppose the use of the sound, |abel -
lingita‘perforator’. Inour experience, the sound gives useful informa-
tion and may prevent perforation with asharp dilator or vacuum cannula
which, should it occur, would produce greater injury” (Stubblefield,
1986). Even with the use of the sound, however, the vacuum cannula
can till perforate the uterus.

Breast Cancer

Studies showing alink between induced abortion and the devel op-
ment of breast cancer have beeninmedical literaturesince 1957. Inthe
past, thislink was seen to be inconclusive, but more recently, acompre-
hensive review and statistical analysis of all the world-wide medical
literature on the subject up until 1996 was undertaken (Brind, 1996). Of
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the 21 studieswhich looked at induced abortion and breast cancer spe-
cificaly, 17 showed apositive associ ation between thetwo. These studies
spanned three continents (Asia, Europe and North America) and also
included women of African descent. The overall finding wasa30% in-
creased risk for the development of breast cancer in women who had
undergone induced abortion.

A brief summary of the findings of the meta-analysisaswell as of
important individual studiesisasfollows:

» womenwho have had an abortion increasetheir breast cancer risk by
an average of 30%

* thereisevidence that undergoing repeat terminations increases this
risk even further

* teenagers who abort their first pregnancy are particularly at risk, as
are women who have an abortion after 30 years of age

» therisk of breast cancer inwomenwho haveafamily history of breast
cancer isincreased even further following abortion

 datafromtheonly study on Australian women regarding the abortion-
breast cancer link was published in 1995 and reported a significant
160% increased risk in the women who had undergone one or more
abortions (Andrieu, 1995)

 animal datahas shown astrong correl ation between surgical abortion
and the development of breast cancer

* natural miscarriage has not been shown to be arisk factor for breast
cancer. Thisis thought to be because of the lower oestrogen levels
when apregnancy isdestined to miscarry

Currently, thelifetimerisk for the development of breast cancer in

Austraianwomenislin 14 andisincreasing (Breast Cancer in Austral-

ian Women 1921-1994, NH&MRC). Induced abortion therefore in-

creasesawoman’srisk by afurther 30%to 1in 11.

Not only isthe statistical evidencefor alink between induced abor-
tion and breast cancer compelling, but there is also evidence for abio-
logical mechanism by which theincreased risk occurs. Well-known risk
factorsfor breast cancer, such as early age of commencement of men-
struation and | ate age of menopause, are attributabl e to oestrogen excess.
Oestrogen is the primary growth promoter of breast tissue and breast
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cancer tissue. During thefirst three months of pregnancy, oestrogen levels
rise dramatically. Oestrogen causes the immature cellsin the breast to
dividerapidly to eventually become milk-producing cells. If thisprocess
is interrupted suddenly by an induced abortion, the cells are left in a
vulnerable state and are more at risk of developing into cancer cells.
However, when apregnancy continuesto full term, thedividing cellsare
ableto mature and are less vulnerabl e to becoming cancerous.

Theeditor of the Journal of Epidemiology and Community Health
stated in an editorial:

...inthe light of recent unease about appropriate but open
communication of risksassociated with oral contraceptive
pills, it will be surely agreed that open discussion of risksis
vital and must includethe people - in this case the women -
concerned. | believethat if youtakeaview (asl do), which
is often called ‘ pro-choice’, you need at the same time to
have aview which might becalled * pro-information” without
excessive paternalistic censorship (or interpretation) of the
data. (Donnan, 1996)

Complications of Chemical Abortion

Some abortions are induced chemically by drugs at an early stage
of pregnancy. Some of these drugs are used beforethewomanisableto
know whether or not she has conceived (morning-after pill, emergency
“contraception”), and others are used when pregnancy is confirmed (eg.
RU 486).

TheMorning After-Pill

The morning-after pill is a very high dose of synthetic female
hormones. In fact, some morning-after pill regimesconsist of giving the
woman instructions on how to take her own oral contraceptive pill asa
morning-after pill. Thethree most commonly used formsare oestrogen
only pills, progesterone only pills, and pillswith both combined.

Themorning-after pill istakenwithin 72 hours of intercourse. The
actual mechanism by which the morning-after pill worksdependsonthe
stage of themenstrual cycleduringwhichitistaken. If thewoman takes
the morning-after pill at atime prior to ovulation, it can act to prevent
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ovulation. However, if ovulationisnot prevented becauseit hasaready
occured or because ovulation was very imminent at the time of taking
the morning-after pill, fertilisation can occur. Thereisgenera agreement
inthe medical and pharmaceutical literature that in these casesthe morn-
ing-after pill exertsitseffect by altering thelining of thewomb to make
it hostileto thefertilised ovum.

The most common side-effect of the morning-after pill is nausea
and vomiting. Thereare also anumber of medical risks associated with
the morning-after pill. Due to the very high doses of female hormones
involved, thereisarisk of inducing clotting problems, eg. clotscantravel
to the lungs. Questions about how such large doses of oestrogen affect a
woman’s life-supply of eggs or her risk of breast cancer have yet to be
answered. There is also the potential for inducing abnormalities in a
surviving embryo.

RU 486

RU 486 (al so called mifepristone) isasynthetic hormonewhich
has an antiprogesterone effect. Progesterone is often called the “ preg-
nancy hormone” andisvita for the development and maintenance of the
lining of the womb (endometrium). Because of the action of progester-
one, thelining of thewomb isableto accept theimplantation of an embryo
and supply it with oxygen and nutrition. Antiprogesterones such asRU
486 block the action of progesterone so that the thickened womb lining
of the pregnant woman cannot be sustained and it degenerates. If RU
486 isgiven after conception but beforeimplantation, the breakdown of
the endometrium meansimplantation cannot occur and theembryo dies.
If implantation has already occurred when the drug is given, the
degeneration of the endometrium deprives the embryo of its source of
oxygen and nutrition. It therefore diesand isexpelled.

Most studiesinvolving the use of RU 486 for pregnancy termi-
nation recommend that it be limited to a period within 7 weeks of the
woman’s last menstrual period, although some authors promoteit asa
useful abortifacient in the second trimester of pregnancy and beyond
(Ulmann, 1995; Ashok, 1998; Klein, 1991).

Effectiveness of RU 486
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RU 486 has a poor success rate of causing abortion when used
aone. Studies have shown rates varying from between 54% and 90%
when used in thefirst 7 weeks of pregnancy. Complete abortion occurs
at an even lower rate if RU 486 is used in subsequent weeks. RU 486
wasintended to enable women wishing to terminate pregnancy to avoid
surgery. However, if RU 486 fails to bring about complete abortion,
surgical intervention is necessary. |n these cases, the woman is exposed
to therisks of both types of abortion. To increase its effectiveness, RU
486 isused in combination with the chemical prostaglandin.

RU 486 and Prostaglandins

Prostaglandins are made naturally by the body and have power-
ful and varied effects such as altering blood pressure, the tone of the
muscles of theinternal organs (such asthe uterusand stomach), central
nervous system activity and the actions of hormones. Chemicals have
been synthesised which mimic many of the effects of natural
prostaglandins, including the ability to cause strong contractions of the
uterus. A number of these synthetic prostaglandins have been combined
with RU 486 to enhanceits action in emptying the womb of the embryo
or foetus.

Administration of RU 486 and Prostaglandin

Because of the adverse side effects of the RU 486/prostaglandin
combination, a4-step procedureisrequired for itsadministration.

1. Confirmation of pregnancy, usually by blood test, and an internal pelvic
examination. A vagina ultrasound examination may a so be performed
to assess more accurately the age of the baby.

2. After atleast 24 hours, the woman returnsto the hospital or clinicand
takesthetabletsin the presence of amedical professional.

3. After 48 hours, the woman returns again to the clinic for aprostaglan-
din injection, tablet or suppository, and undergoes another pelvic
examination. Her blood pressure is monitored frequently over the
next 3 - 4 hours. While it is hoped that the baby will be expelled
during thistime, many women experiencethis event at home or el se-
where hours or days|ater.

4. A few days after the prostaglandin is given, thewoman returnsto the
clinic to make sure that the abortion is complete and to monitor the
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amount of bleeding. Thisinvolvesyet another pelvic examination and
possibly afurther vaginal ultrasound.

Inaninterview for Le Mondein 1990, Edouard Sakiz, chairman
of Roussel Uclaf (the pharmaceutical company which developed RU
486) conceded that:

Asabortifacient procedures go, RU 486 isnot at all easy
to use. In fact it is much more complex to use than the
technique of vacuum extraction. True, no anaesthetic is
required. But a woman who wants to end her pregnancy
hasto ‘live’ with her abortion for at least aweek using this
technique. 1t'san appalling psychological ordea (LeMonde,
Aug 1, 1990 and reprinted in Guardian Weekly, UK, August
19, 1990, as quoted by Klein, 1991).

Side Effects of RU 486 and Prostaglandin

Death

A French mother of eleven children died of heart and ciculatory
failurewhen RU 486 was combined with an injection of the prostaglan-
din sulprostone. (Australian, 13-14/4/1991) Because of thisand other
deaths attributabl e to sul prostone, Roussel-Uclaf recommend the use of
alternative prostaglandins, particularly ones called gemeprost and
misoprostol, instead. (Ulmann, 1995)

Haemorrhage (Heavy Bleeding)

Bleeding can be heavy and prolonged, and trials have consist-
ently demonstrated increased bleeding compared to that of surgical
abortion. A small number have required blood transfusions.

In their book “RU 486: Misconceptions, Myths and Morals’,
feministsKlein and colleagues detail thefollowing case:

A nursewho was part of the UStria sundertaken by David
Grimes in Southern Californiarelates— in aletter to the
Los Angeles Times — that she was one of the non-success
stories of the US abortion pill experiment. After 12 hours
of severe cramping and vomiting, she went to the County
university hospital emergency room where she was given
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an excruciating pelvic examination, a shot of Demerol (a
narcotic analgesic), and a prostaglandin inhibitor to slow
down her contractions. Then after mild bleeding for six more
days, she hemorrhaged. She continued to bleed for three
months....She chose chemical abortion because it was
presented to her as a ‘relatively benign experience’ and
because she thought it would advance the causes of both
women and science’ (Klein, 1991).

In areport on induction of abortion with RU 486 and the pros-
taglandin misoprostol in the New England Journal of Medicine, the
authors stated: “Hemorrhage requiring transfusion isarecognized side
effect of medical aswell as surgical induction of abortion. Althoughthis
complication isuncommon, the possibility of hemorrhage with medical
abortion highlights the need for vigilance and ready access to medical
help” (El-Refaey, 1995).

Pain

Pain severe enough to require narcoticsfor relief isexperienced

by asignificant proportion of women using RU 486/Prostaglandin.

Uterine Rupture

Gemeprost (a prostaglandin used with RU 486) has been asso-
ciated with rupture of the uteruswhen used for 2nd trimester abortions.

Pelvic Infection

Infection of the uterus complicates a small percentage of RU
486/prostaglandin abortions.

Other Sde Effects of RU-486/ Prostaglandin

Prostaglandins have wide-ranging effects on the systems of the
body. Normally, however, naturally produced prostaglandinsin the body
aremadein very small concentrationsinthelocal areaor organ onwhich
they areto act. Itisnot surprising, therefore, that giving acomparatively
large dose of asynthetic prostaglandin, which circulates throughout the
whole body, results in diverse side effects. These include changes in
gastric juice secretion, low blood pressure, chest pain, palpitations,
bronchospasm (narrowing of the airways), fever, headache, and nausea,
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vomiting and diarrhoea. Severe hypotension (low blood pressure)
requiring intravenousinfusion of fluids, and heart attacks have occurred
with the use of RU 486 and prostaglandin in France.

Birth Defects

There is concern that RU 486 may have the capacity to cause
birth defects in babies who survive attempted abortion with this drug.
Similar concerns have been raised in relation to misoprostol, one of the
prostaglandins used with RU 486. Further research will be needed to
determine whether the abnormalities detected so far are aresult of these
drugsor occurred coincidentally.

RU 486 has been shown in anumber of studiesto alter the hor-
mones produced by the placenta, which may affect an ongoing preg-
nancy. Thereisalso evidencethat the disruption of the action of proges-
terone by RU 486 may have a lasting effect on tissues. Cekan and
colleagues conducted astudy in which eggswere collected from women
for IVF purposes following administration of RU 486. They found that
RU 486 entersthefollicles (the egg and its surrounding barrier of cells)
of women’'s ovaries (Cekan, 1988). Therefore, use of RU 486 may be
accompani ed by serious adverse reactionswhich are not yet fully under-
stood.

Klein and her co-authorsrai se concerns about this:

What will be the ‘quality’ of an egg that has undergone
previous chemical arrest? |f awoman after RU 486 decides
to become pregnant, does she need to worry about RU 486
residues and/or irreversible damage to that follicle and
perhaps others too? And what about cycle disturbances?
To our knowledge no long-term follow-up studies of women
after RU 486/PG [ prostaglandin] have been undertaken to
evaluate later pregnancies and menstrual cycles (Klein,
1991).

The RU 486 and prostaglandin form of abortion not only de-
stroysthelife of an unborn child, but poses significant risksto the health,
and even life, of the woman who undergoesthe abortion.
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Summary

Abortion by any technique is ‘unnatural’ as it must interrupt a
normal physiological process. Asamedical intervention, abortion car-
riesrisksto thewoman involved, riskswhich should be made known to,
and be understood by, all women considering one.
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Rev John Stasse

Abortion isshrouded and camouflaged in mythswhich weneed to
seethrough. We have seen theliethat that whichisinthewombisnot a
person but merely amass of cells and tissue, that abortion is safe, and
that abortion will free women from trauma in their lives. We have
particularly seen the high value that God sets on life within the womb.

But theword that al need to hear, whether they are involved with
abortion or ministering to thosewho are, isgrace.

How we need to remember that our God isaGod of grace; that He
graciously meetsusin our need and helpsusaswelook to Him! Thereis
the grace to help us through the pain and confusion of unexpected cir-
cumstances, the grace of forgivenessto help usdeal with sinful activity,
thereisthe grace of restoration aswe seek to live with the consequences
of our actions, thereisthe grace of tenderness and wisdom aswe seek to
support and assist those who are struggling and grieving. But the one
central fact is that this grace comes only from God through the Lord
Jesus Christ. Our prayer is that it will be more evident amongst us —
particularly aswewrestle with all the realities summed up in that word
abortion.

Some who have read this booklet may be saying “If only | had
known!” Can | draw you back to Caroline’stestimony and her discovery
of forgiveness with God. O what joy to know that our God is “ God-
Who-Forgives’ (Psalm 99:8). Though abortion is sin before God it is
not unforgivable. That isthe great message of the Gospel. Forgiveness
is available because Jesus paid for and removed the penalty of sinin-
cluding your sin of abortionin Hisdeath

Theoffer and promise of forgivenessisavailableto the person who
till now has never acknowledged God let alone sought His mercy in
forgiveness. It isavailableto believerswho will find that God'sforgive-
nessisasreal for sin committed since coming to Christ asit wasfor the
sinthey confessed when they cameto Jesus Christinfaith. Andyes, itis
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even availableto those who have been part of the abortion industry.

Others who read this book may also be confronted by sin, even
though they were never directly involved in an abortion, such asthat of
silence or of insensitivity to those wrestling with the question as it is
placed before them. It maybe even be that there has been sinin theway
inwhichyou havetried to resist the evil of the abortion industry. Increas-
ingly around theworld discredit to Christ and holiness has been brought
by the use of unholy means under the guise of aholy end.

TheBibledeclares:

“1f we confessour sinsHeisfaithful and just to forgive usour sins
and to cleanse usfromall unrighteousness’ (1 John 1.9). “ Let usthere-
fore come boldly to the throne of grace, that we may obtain mercy and
find grace to help in time of need” (Hebrews 4:16).

Tragically there are Christian people who have confessed sin and
received forgiveness, but can’t forgive themselves. Though forgiven ac-
cording to God’'sWord they do not know thejoy of itintheir lives. They
continualy live with the past, digging up their sin and renewing their
sense of guilt. If thisistrue of you then you need to believe God and
accept His forgiveness. It is true that when God forgives He does not
expunge our memory. But wearetolook upon it asagravestone marking
something buried by grace. If you find yourself reading the inscription
onthegravestone don’t engagein self-abuse and disbelief by digging up
the past. Rather turn from the record of your sin, and rejoice in Christ
and what He has done for you. Here is the source of joy —in clear and
fresh views of Jesus Christ and His saving love for you.

How we all need to draw near to the Lord Jesus Christ! It isonly
from this vantage point that we can be helped and be ahelp to others. It
isonly from this vantage point that the scourge of abortion can be dealt
within our times.

Counselling and Advice
Services available
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Compiled by Rev Tony Power

VICTORIA

Caroline Chisholm Society 41 Park St. Moonee Ponds 1800 134863
(03) 9370 5122

Open Doors 5 Greenwood Ave. Ringwood (03) 9879 2332 (Pregnancy
lossno.) (03) 9870 7044 (Pregnancy counseling no.)

Pregnancy Counseling Australia Bendigo Centre, cnr. King St. and
Edward St. (Opposite Target) Bendigo (03) 5441 5795

Pregnancy Counseling Australia Suite 5, First Floor 228 Clarendon St.
East Melbourne 1800 650840 (03) 9419 7622

Pregnancy Counseling Australia LaTrobe Valley Centre. 13 George St.
Morwell (03) 51337254

Pregnancy Counseling Australia 43aHigh St. Shepparton 03 5821 0991

Pregnancy Counseling Australia Warrnambool Centre, Walter House cnr.
Liebig & Lava St. Warrnambool (03) 5562 6679

Pregnancy Help Geelong Inc 17 Adams Place Geelong 1800 440540
(03) 5223 2425

Wodonga Pregnancy Help 14 Havelock St. Wodonga ( 0)3 6024 6775

Victims of Abortion AnneLastman P.O. Box 6094 Vermont South, 3133
Mob. 0408 175 033

NEW SOUTH WALES
Abortion Alternatives Telephone Counseling 24hrs. (02) 9299 1057
Bellingen Pregnancy Help Bellingen (02) 6655 0042

Campbelltown Pregnancy Support 18 King St. Campbelltown
(02) 4625 8028

Doonside Pregnancy Help 17/19 Hillend Rd. Doonside (02) 9622 8219

Parramatta Pregnancy Support Centre 119 Macquarie St. Parramatta
(02) 9635 4449

Liverpool Pregnancy Help 251 Bigge St. Liverpool (02) 9602 6543

Manly-Warringah Pregnancy Help Baby Health Centre Brookvale
(02) 9905 1974
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Manning (Taree) Pregnancy Support 75 Albert St. Taree (02) 6551
3900

Newcastle Pregnancy Help 182 Union St. The Junction (02) 4969 6675
Pregnancy Caring Bathurst (02) 6332 4366

Pregnancy Counseling Blacktown Room 3/53 Main St. Blacktown
(02) 9671 5844 (02) 9622 2126

Pregnancy Support Line (02) 9413 1341 (02) 9299 1057 24hrs

Pregnancy Support Armidale/New England 80 Taylor St. Armidale
(02) 6772 7100

Riverina Pregnancy Support Lockhart Janice: (02) 6920 5647,
Marie: (02) 6929 3429

St. Vincent DePaul  St. Vincent De Paul Building, 28 Wallace St.
Macksville (02) 6568 1046

Young Pregnancy Help  (02) 6382 6660

QUEENSLAND
Centacare Pregnancy Support 193 Abbot St. Cairns  (07) 4051 9511

Pregnancy Counseling Link (QId) Inc 2™ Floor, Bowman House 276
Edward St. Brisbane 1800 777 690

Pregnancy and Family Support Inc 27 Connor St. Burleigh Heads
(07) 5535 0444

Pregnancy Help Mackay Mackay (07) 4951 1498

Pregnancy Problem Centrelnc Caboolture. By Appointment. Servicing
Brisbane’s northern suburbs.  (07) 5499 4366

Pregnancy Problem Centrelnc Mt. Gravatt. By Appointment. Servicing
Brishane, Logan and Ipswich. (07) 3219 4288

NORTHERN TERRITORY

Darwin Pregnancy Help (Centacare) 18 Geranium St. The Gardens, Stuart
Park (08) 8981 8526

Centacare 8 Hartley St. Alice Springs (General counseling including
pregnancy counseling) (08) 8953 3177

Family Link cnr. Gilesand First Sts., Katherine (General counseling
including pregnancy counseling) (08) 89710777
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WESTERN AUSTRALIA

Pregnancy Assistance 195 Lord St., East Perth  (08) 9328 2929

Pregnancy Crossroads 3/20 Rockingnham Rd. Spearwood (08)
9434 4142

Pregnancy CrisisCare Pinjarra (08) 9531 2551

Pregnancy Help Bunbury Lotteries House, 101 Victoria St. Bunbury
(08) 9797 1922

Pregnancy Help Geraldton Geraldton  (08) 9921 6544
Pregnancy & Life Education (08) 9497 9199

Pregnancy Life Line 138 Bennett St., East Perth  (08) 9221 7117 or
a/h (08) 9271 6361

Pregnancy Problem Group Albany (08) 9842 1917
Pregnancy Problem House 342 Wanneroo Rd. Nollamara (08) 9344 8110

SOUTH AUSTRALIA
Abortion Alternatives Adelaide (08) 8365 3099
Birthline 49 North Tce. Hackney (08) 8363 1444

Genesis Pregnancy Support Basement, Stafford House, 25 Leigh St.,
Adelaide (08) 8231 8500

Louise Place 5 Randolph Avenue, Fullarton (08) 8272 6811

TASMANIA

Pregnancy Support Service McDougall Building, Ellerslie Rd. Hobart
(03) 6224 2290

Pregnancy Support Service 75 Cameron St. Launceston (03) 6334 4291

“Pro-Life” Organizations
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Victorian

Prolife Victoria

672B Glenferrie Rd
Hawthorn 3122

PO. Box 2115
Hawthorn, 3122

Tel (03) 9818 6186
Fax (03) 9819 0573
prolife@prolife.org.au

Right to Life Australia

233 Brunswick Rd
Brunswick, 3056
Tel (03) 9387 7098
Fax (03) 9387 2182

Action Pregnancy Problem Centres

5/228 Clarendon St

(Cnr Victoria Pde)

East Melbourne, 3002

Tel (03) 9419 7622

or

7 Baxter St.(Cnr Davey St.)
Frankston, 3199

Tel (03) 9783 6250

24 Hr call (03) 9419 7622

Open Doors

5 Greenwood Ave
Ringwood, 3134

Tel (03) 9870 7044

Free call outside Melbourne
1800 647995

Caroline Chisholm Society
(Pregnancy & Family Support
Services)

41 Park St

Moonee Ponds, 3039

Admin (03) 9370 5122

Fax (03?9326 1045
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24Hr Counseling Line
Tel (03) 9370 3933
or 1800 134 863

Helpersof God's Precious Infants

P.O. Box 4075
Patterson, 3189

Tel (03) 9585 5232
Fax (03) 9887 1978

Catholic Doctor s Association of
Victoria

PO. Box 291

Kew, 3101

Tel (03) 9859 6563

Australian Family Association

582 Queensherry St
Nth Melbourne, 3051
Tel (03) 9326 5757
Fax (03) 9328 2877

Billings Family Life Centre

27 Alexandra Pde
Nth Fitzroy, 3068
Tel (03) 9481 1722
Fax (03) 9482 4208

Salt Shakers

P.O. Box 489

Blackburn, 3130

Tel (03) 9894 8780
Mobile 019 320 327
pstokes@ozemail .com.au

Focuson the Family

60 Carroll Rd

Oakleigh Sth, 3167
Tel (03) 9558 2977
Fax (03) 9558 2720

Endeavour Forum
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79 Church St
Beaumaris, 3193
Tel (03) 9822 5218
Fax (03) 9822 3069

National

Right to Life Australia

233 Brunswick Rd,
Brunswick, 3056

Tel (03) 9387 7098
Fax (03) 9387 2182

Federation of Right to Life
Associations

PO. Box 3612
Sydney, 2001

Tel (02) 9299 8172
Fax (02) 9290 1135

Human Life International
(Australia) Inc

PO. Box 205

Broadway, 2007

Tel (02) 9211 2793

Fax (02) 9211 6324
hliaust@ozemail .com.au

NSW Right to Life Association Inc

G.PO. Box 3612
Sydney, 2001

Tel (02) 9299 8350
Fax (02) 9290 1135

Queensland Right to Life
Association

G.PO. Box 1507
Brisbane, 4001

Tel (07) 3229 5437
Fax (07) 3229 5424

grtl@qrtl.org.au

South Australia Right to Lifelnc

PO. Box 264
Kent Town, 5071
Tel (08) 336 3758

Western Australia Right to Life

P.O. Box 6087 Hay Street
East Perth, 6892
Tel (08) 221 7117

Northern Territory Right to Life

P.O. Box 3016
Darwin, 5794

Tel (089) 27 3845
(24 Hr line)

ACT Right to Life

P.O. Box 333, Civic Square
Canberra, 2608

Tel (02) 6253 3100
actrtla@actrtla.org.au

Tasmania Human Life Protection
Society

G.PO. Box 1158M

Hobart, 7001

Tel (03) 6224 2632

World Federation of Doctors
Who Respect Human Life
(Australian Branch)

38 Judge St
Randwick, 2031
Tel (02) 9398 6444

Nursesfor Life

PO. Box 235
Welland, 5007
Ph/Fax (08) 8297 7172

Phar macists Who Respect
Human Life
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Seven Hills Day & Night Phar-

macy,
Shop 1, 36 Johnson Ave
Seven Hills, 2147

Tel (02) 9674 4248
Fax (02) 9624 1072

Dietrich Bonhoeffer International

Institute for Bioethical Studies Inc.

G.PO. Box 588
Adelaide, 5001

Women Hurt by Abortion Inc.

PO. Box 904
Canning Bridge, 6153
Ph/Fax (08) 9313 1784

Australia Family Association

582 Queensherry St
Nth Melbourne, 3051
Tel (03) 9326 5757
Fax (03) 9328 2877

Foundation Genesis

PO. Box 414

Lane Cove, 2066
Tel (02) 9418 8678
Fax (02) 9418 6109

Coalition for the Defence of
Human Life

G.PO. Box S1505
Perth, 6845

Tel (08) 9321 2822
Fax (08) 9321 1798

Festival of Light

46 Holt St

Surry Hills, 2010
Tel (02) 9318 2892
Fax (02) 9698 7976

Dr Toni Turnbull

23 Oshorne St
Hackney, SA, 5069
Work: (08) 8336 3378
Fax: (08) 8336 3988
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