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Induced Abortion Entails Inherent Risks

1.   Compared to women who give birth, women who abort have an elevated risk of death, with the risk of death associated with abortion approximately 3 times greater than the risk associated with childbirth.
 The elevated risk of death associated with abortion persists for at least eight years.
 Most prominent is the higher risk of death from suicide and accidents (which may be proxy for unrecognized suicides or risk taking behavior) though deaths from natural causes are also elevated.  Projected on the national population, this effect of an elevated mortality rate after an abortion may contribute to 2,000 - 7,000 more deaths among women each year.
 

2.   Women who have abortions have twice the risk of complications in subsequent pregnancy leading to pre- or post-term delivery.
  Premature delivery is a leading cause of neonatal death and developmental disabilities. The average hospital charge from delivery to discharge for a premature birth is $58,000, compared to $4,300 for a full-term birth.

3.   A recent analysis of health care costs found that 31.5% of preterm births are attributable to a history of induced abortion and that the initial neonatal hospital costs for treating preterm births until release from the hospital cost the nation over $1.2 billion per year.
  (With 1.2 million abortions per year, this translates to additional health care costs of about $1000 per abortion.)  Moreover, this cost estimate does not include additional costs associated with follow-up care or with lifetime treatment costs associated with cerebral palsy (1096 cases per year) which are attributable to the excess premature births resulting from latent abortion sequelae. 

4.   Pelvic Inflammatory Disease (PID) is a life-threatening disease that can increase a woman’s risk of future infertility problems and ectopic pregnancies. Studies have found that 23% of women who have a Chlamydia infection at the time of their abortion and 5% of women who don’t have Chlamydia will develop PID within four weeks after having the abortion. Approximately one-fourth of women seeking abortions have Chlamydia infections.
 
5.   Women with a history of abortion are at increased risk for endometriosis, especially teenagers who are 2.5 times more likely to acquire endometritis following abortion than are women age 20-29.


6.   A history of abortion is significantly associated with an increased risk of breast cancer, cervical cancer, and lung cancer (probably due to heavier smoking patterns after abortion).
 
7.   Abortion appears to contribute to a general decline in good health. Based on health care sought before and after abortion, on average, there is an 80% increase in doctor visits and a 180% increase in doctor visits for psychosocial reasons after abortion.


8.   At least a portion of the negative health effects associated with abortion may be indirectly caused by negative behavioral patterns which arise or are aggravated by unresolved emotional conflicts relating to the abortion.  These unhealthy behavioral patterns include increased substance use (cigarettes, alcohol, and illegal substances), eating disorders, promiscuity, and self-destructive or risk taking behaviors, all of which may be related to a prior abortion.
  

9.   A significant number of women experience mild to severe psychiatric reactions, including post-traumatic stress disorder and depression that are directly related to their induced abortions.
  Approximately 20% of women who have had abortions will meet the criteria for post-traumatic stress disorder.
  In the year following their abortions, as many as 16 percent of women may experience reactions so severe as to interfere with their ability to work.
 
10.   A review of the medical records of 56,741 California Medicaid patients revealed that women who had abortions were 160% more likely than delivering women to be hospitalized for psychiatric treatment in the first 90 days following abortion or delivery. Rates of psychiatric treatment remained significantly higher for at least four years. Even after controlling for prior psychiatric history, the women who had abortions were four times more likely to be subsequently hospitalized for psychiatric treatment.
  Women who had abortions were also significantly more likely to receive more outpatient psychiatric care.

11.   Women who have an abortion are at a 650% higher risk of death from suicide compared with women who carry to term.
  A record-based measure of suicide attempts before and after abortion has shown that the subsequent increase in suicide rates among aborting women is not related to prior suicidal behavior but is most likely related to adverse reactions to the abortion.
  Higher suicide rates subsequent to abortion persist for several years and are highest for younger women.
 
12.   Many studies have found that women who abort are several times more likely to engage in subsequent substance abuse.
  Women with a history of abortion are also more likely to persist in the use of drugs and alcohol during subsequent pregnancies as a means of coping with unresolved post-abortion stress.
  Substance abuse during pregnancy is a major cause of neonatal death and handicaps. 
13.   A study in New Zealand that tracked approximately 500 women from birth to 25 years of age has confirmed that young women who have abortions subsequently experience elevated rates of suicidal behaviors, depression, substance abuse, anxiety, and other mental problems.   Most significantly, the researchers–led by Professor David M. Fergusson, who is the director of the longitudinal Christchurch Health and Development Study and self-proclaimed “prochoice atheist”– found that the higher rate of subsequent mental problems could not be explained by any pre-pregnancy differences in mental health, which had been regularly evaluated over the course of the 25-year study.
 
14.   The children of women who have had abortions have less supportive home environments and more behavioral problems than the children of women without a history of abortion.
 This finding supports the view that abortion may negatively affect bonding with subsequent children, disturb mothering skills, and otherwise impact a woman’s psychological stability with a corresponding negative effect on her children.
15.   A history of abortion is associated with an increased risk of child abuse against subsequent “wanted” children.
  Abortion may adversely impact mothering skills and a woman’s view of herself as a mother.
  It may also negatively affect relationships with male partners. If the male also has the experience of unresolved grief or guilt regarding an abortion, this may sometimes be channeled into anger toward women.

16.   On average, women interviewed two years after their abortions report increasing negative feelings, declining satisfaction with their abortion decision, and no significant benefits from their abortions.

17.   Adolescent girls who abort unintended pregnancies are five times more likely to seek subsequent help for psychological and emotional problems compared to their peers who carry "unwanted pregnancies" to term.
 

18.   In one study, sixty percent of American women who had abortions reported that they felt coerced or pressured to choose abortion.
 

19.   The risk of experiencing significant psychological sequelae following induced abortion (ranging from at least one percent for disabling psychiatric illnesses to over fifty percent for less severe emotional difficulties
) is much greater than for any other elective medical procedure.

20.   Abortion is significantly associated with a more prolonged poverty and disintegration of family units. Women who have abortions, especially multiple abortions, are more likely than women who carry to term remain on public assistance, to have difficulty forming lasting relationships, and to experience divorce.
 
21.   In an unpublished analysis of 161,841 low income women in California receiving state paid medical care, 79% had at least one subsequent pregnancy compared to 39% of those who delivered.  The average number of days between an abortion and the estimated date of conception of the subsequent pregnancy ending in another abortion was approximately 346 days.  The average number of days between the abortion and conception of a subsequent pregnancy that was delivered was 364 days.
 Both these intervals strongly corroborate the reported phenomena of an anniversary reaction associated with reenactment of a traumatic abortion or need to replace the aborted baby.

22.   Most women who are pregnant as a result of rape or incest do not want abortions, and among those who do have abortions, most report that the abortion made their lives worse rather than better.
  Most women who have abortions following sexual assault do so in the face of family, medical, and social expectations that abortion is necessary or expected.  Thus, easy access to abortion has actually served to increase the pressure on sexual assault victims to submit to an abortion.
23.   Abortions for indications of fetal anomaly or because of the woman’s physical health problems are likely to involve increased psychological risks for women and their families, including the siblings of the aborted child.
 Part of the increased risk of trauma for women is related to an increased sense of helplessness they feel in these circumstances. Rather than feeling that abortion is their choice, they are likely to feel they have no choice. Furthermore, abortions for fetal anomaly are more likely to occur in the second or third trimester, after women have already felt their babies move. A later term pregnancy also means that women have had more time to bond with their children.
24.   The United States Supreme Court has concluded that: "If the pregnant girl elects to carry her child to term, the medical decisions to be made entail few -- perhaps none -- of the potentially grave emotional and psychological consequences of the decision to abort."  H.L. v. Matheson, 450 U.S. 398, 412-413 (1980).

Some Women Are at Greater Risk of Adverse Reactions

25.   It is essential that women who are at higher risk of suffering psychological distress following an abortion should be identified and counseled appropriately. "The medical, emotional, and psychological consequences of abortion are serious and can be lasting; this is particularly so when the patient is immature.  An adequate medical and psychological case history is important to the physician." H.L. v Matheson 450 U.S. 398, 411 (1980).

26.   There are well established predisposing risk factors in the medical and psychiatric literature that are predictive of a greater likelihood of adverse physical or emotional reactions to abortion.
  These risk factors include among others: feelings of being pressured to have the abortion; feelings of attachment to the unborn child; a history of prior psychological illness or emotional instability; lack of support from the partner or parents; adolescence; strong religious convictions against abortion; a second or third-trimester pregnancy; low expectations of coping well.

27.   Many researchers have found that women who choose abortion in violation of their consciences are significantly more prone to suffer severe psychological distress following an abortion.

28.   The National Abortion Federation, which represents abortion providers, reports that one in five women served by their clinics are choosing abortion despite being philosophically and morally opposed to it and are therefore at a higher risk of adverse emotional reactions.
  Other research indicates that up to 70 percent of women seeking abortion may be morally opposed to it.

29.   Researchers who support abortion have found, using just five screening criteria, that 68 percent of the 326 women seeking an abortion had risk factors for a negative psychiatric outcome that should have been used to refer the patients for more extensive counseling.  Of this high risk group, 72 percent actually did develop negative post-abortion reactions during the three-month follow-up periodXE "Abortion:health risks of".  "From a clinician's point of view," the researchers concluded, "this result can be viewed as erring on the right side, for a [pre-abortion screening] system that tends to select more women for counseling than is actually necessary is preferable to the reverse."
  Despite this finding and recommendation, even these few screening criteria are not used by all abortion providers. 

30.   There are many cases in which women who would prefer to keep their pregnancies feel pressured by boyfriends, relatives, or by other individuals or circumstances, to undergo unwanted abortions that they subsequently regret.  These coercive pressures may be subtle or overt.  Women who submit to an unwanted abortion as the result of coercive pressures are significantly more likely to suffer severe psychological maladjustments following the abortion.

31.   In some cases where women are feeling pressured to submit to an unwanted abortion, abortion providers have failed to assist the woman in finding relief from these coercive pressures to avoid an unwanted abortion.
 In at least a few cases, abortion providers have participated in this coercion resulting in harm to women.

32.   One study has found that that 44% of women having abortions experienced doubts about a decision to abort upon confirmation of their pregnancies, while 30% continued to have doubts on the day of their abortions.
  Another study found approximately 64% felt pressured to choose abortion by others, over half felt they needed more time for the decision, over a third felt emotionally close to the aborted child, and at least half felt they were violating their moral beliefs in having an abortion.  Only 11% believed their pre-abortion counseling was adequate. 

Because the Factors Involved in a Woman’s Decision Regarding Abortion Are Complex, Adequate Screening and Counseling is Essential to Protect the Validity of the Women’s Consent and to Protect Her Health

33.   Research conducted at abortion clinics has also found that most women seeking abortion have little or no prior knowledge about the abortion pro​ce​dure, its risks, or fetal development.

34.   Some women seek abortions in great haste and under emotional stress.  Many have stated that they made poor decisions in violation of their conscience and maternal desires because they did not adequately think through alternative ways of coping with their crisis situations.

35.   Journal articles by National Abortion Federation officials verify that many women in a crisis pregnancy situation may be making hasty, ill considered, dysfunctional decisions for abortion.
  Because the woman is in a crisis situation, it is incumbent on the health care provider to bring a "cool head" to the situation in order to help the patient explore alternatives she may not have considered, to identify and explain her individual risk factors, and to arrive at a medical recommendation independently.

36.   Some women report having had abortions, which they now regret, because they were unaware of alternatives or resources that were available that would have empowered them to carry their pregnancies to term.
  Researchers have found that 30 to 60 percent of women seeking abortion express some desire to keep the child.

37.   Women who initially sought an abortion and then change their minds have shown that few, if any, later regret their decision to carry to term or suffer negative psychological consequences from giving birth to an unintended child.

38.   Most abortion providers do not screen women for all the known risk factors statistically associated with adverse physical and psychological reactions.  As a result, most women considering an abortion have not been informed of the risks that are particularly associated to women matching their unique physical and psychological profile.
 

39.   Post-procedural adjustment to an induced abortion is complicated by sexual, familial, and moral dimensions. Conversely, if unresolved emotional issues exist prior to an abortion, adjustment and recovery are complicated and the risk of serious emotional sequelae is heightened.
 

40.   "It cannot be questioned that psychological well-being is a facet of health. . . . In attempting to ensure that a woman apprehend the full consequences of her decision, the State furthers the legitimate purpose of reducing the risk that a woman may elect an abortion, only to discover later, with devastating psychological consequences, that her decision was not fully informed." Planned Parenthood v. Casey 120 L Ed 2d 674 at 718.

Physicians Have a Legal and Ethical Obligation to Protect the Rights and Well-being of Women Considering an Abortion

41.   Abortion is one of many options used by physicians to treat a crisis pregnancy. Other tools, such as a referral for financial aid, legal counseling, or marital counseling, may sometimes better serve a woman's needs by helping to alleviate a crisis situation, allowing her to carry a wanted pregnancy to term, or otherwise better preserve a woman’s health or serve her socioeconomic needs.

42.   "The abortion decision in all its aspects is inherently, and primarily, a medical decision, and basic responsibility for it must rest with the physician." Roe v Wade, [hereinafter Roe] 410 U.S. 113, 166 (1973). "The attending physician, in consultation with his patient, is free to determine, without regulation by the State, that in his medical judgment, the patient's pregnancy should be terminated." Roe at 163.

43.   It is clear, both in the law
 and in standard medical ethics,
 that patients are not allowed to prescribe their own abortion.  While a woman may initiate a request for an abortion, it is the attending physician who is responsible for determining if an abortion is actually recommended and likely to be beneficial, given each woman's individual needs and risks.

44.   At least some abortion providers perform abortions on request without forming an adequate medical basis to justify recommending abortion as the best form of care compared with other alternatives for managing a crisis pregnancy.

45.   In forming a medical recommendation, the physician is obligated to develop this opinion "in light of all factors - physical, emotional, psychological, and the woman's age - relevant to the well being of the patient." Planned Parenthood v Danforth 428 U.S. 51, 67 (1975).  And in all cases, the weighing of all the factors should operate "for the benefit, not the disadvantage, of the pregnant woman." Doe v. Bolton 410 U.S. 179 (1973) at 192.

46.   It is essential to the psychological and physical well-being of a woman considering an abortion that she receives complete and accurate information on her alternatives.  This is especially so since "abortion is inherently different from other medical procedures, because no other procedure involves the purposeful termination of potential life." Harris v. McRaie, 448 U.S. 297, 325 (1980).

47.   A patient has the right to be fully informed of the basis for a physician's recommendation to abort, and of the risks attendant to abortion, and of alternative forms of care.  "The decision to abort, indeed, is an important, and often a stressful one, and it is desirable and imperative that it be made with full knowledge of its nature and consequences." [emphasis added] Danforth, at 67.  Furthermore, provision of this information is necessary to "insure that the pregnant woman retains control over the discretion of her consulting physician." ibid, at 66.

48.   A study of women’s desires to be informed of risks relative to elective procedures found that 95 percent of patients wished to be informed of all the risks of a procedure and 69 percent wanted to be informed of all alternative treatments, not just the alternatives preferred by their doctor, and that the desire for full disclosure is generally even higher when the elective procedure being considered is abortion.  Moreover, in their ranking of the seriousness of complications, women ranked mental health complications as “very serious” and only slightly below the risk of death or heart disease.

49.   The standards for screening and provision of information which should be required by state statute should not be less than that of the following recommendation of medical authorities: “It is essential for the gravida [pregnant woman] to be fully informed about alternative resources and options and about the safety and risks of the procedure.  Psychosocial assessment and counseling are done at the very first visit [see section on psychosocial assessment].  In addition to the medical history, an in-depth social history including relationships with others, attitudes about abortion, and support systems must be obtained at this time...No decision should be made by the gravida in haste, under duress, or without adequate time and information.  Special attention should be given to feelings of ambivalence, guilt, anger, shame, sadness, and sense of loss.... Patients requesting abortion must also be screened to uncover any serious medical or psychiatric conditions."
 [Italics added]

The Standard of Care Widely Used by Abortion Providers in Practice Is Not Always Adequate to Protect the Health Needs of Women

50.   At least some abortion providers neglect to develop an adequate psychosocial profile of the woman seeking an abortion, or fail to identify and note known risk factors that would place the woman at greater risk of experiencing adverse physical or psychological sequelae after an abortion, both of which are necessary to making an informed recommendation.

51.   Some abortion providers have admitted a lack of expertise in providing counseling regarding all aspects of the abortion decision that might be relevant to women considering an abortion.

52.   Some abortion providers hire unlicensed "counselors" with no formal medical or psychological training.  In some cases, the persons employed as “abortion counselors” are primarily trained to ease a woman’s concerns and fears to encourage a decision to abort with the purpose of selling abortion services.

53.   In a retrospective survey of 252 women who experienced post-abortion sequelae, 66 percent of the woman said their counselors advice was very "biased" toward choosing abortion.  In addition, 40 to 60 percent of the women described themselves as not certain of their decision prior to counseling, of whom 44 percent were actively hoping to find an option, other than abortion, during their counseling sessions.  Only 5 percent report that they were encouraged to ask questions, while 52 to 71 percent felt their questions were inadequately answered, sidestepped, or trivialized.  In all, over 90 percent said they were not given enough information to make an informed decision.  Over 80 percent said that it was very likely that they would have chosen differently if they had not been so strongly encouraged to abort by others, including their abortion counselor.

54.   At least some abortion practitioners withhold information about risks or alternatives that if provided might alter the woman's decision and result in her refusal to undergo the recommended abortion.  Sometimes this information is withheld to reduce the woman's stress prior to the abortion, but this omission may result in greater distress, or even psychological illness, following the abortion.

55.   Women are ill served by those abortion providers who would patronizingly protect them from evidence of risks that they have a right and need to consider. "As the patient must bear the expense, pain and suffering of any injury from medical treatment, his right to know all material facts pertaining to the proposed treatment cannot be dependent upon the self‑imposed standards of the medical profession." Cooper v. Roberts, 220 Pa. Super Ct. 260,267,286 A.2d 647, 650 (1971).  "True consent to what happens to oneself is the exercise of a choice, and that entails an opportunity to evaluate knowledgeably the options available and the risks attendant upon each." Canterbury v. Spence, 464 F.2d 772 (D.C. Cir. 1972) at 780.  "What is at stake is the woman's right to make the ultimate decision, not a right to be insulated from all others in doing so." Casey, at 715

56.   The recommendation for abortion by some doctors is influenced by financial interests, racial bigotry, or population control ideology that may be at odds with the individual woman’s own best interests.

57.   Some abortion providers encourage clients to make a decision quickly and without adequate counseling necessary to alleviate stress that may result in an ill-considered decision that will later be regretted.

58.   At least a few abortion providers encourage women to believe that abortion is the only way to solve their crisis when in fact financial, legal, and social resources are available which might help them to resolve their social, economic, or familial problems and thereby transform their untimely pregnancy into a wanted pregnancy.

59.   More than 80% of all abortions are performed in clinics devoted solely to providing abortions and family planning services.  Most women who seek abortions at these facilities do not have any relationship with the physician who performs the abortion before or after the procedure.  Often, women do not return to the facility for post-surgical care.  In most instances, the woman's only actual contact with the physician occurs simultaneously with the abortion procedure with little opportunity to receive counseling concerning her decision.

60.   Abortion providers, particularly in urban settings, complain of intense competition for customers.  As described in a recent front page article in the New York Times, the subsidized abortion services of Planned Parenthood, which runs 147 abortion clinics in the U.S., has left for-profit clinics with little choice but to hire low-paid, poorly educated workers “to do everything but the actual surgery.”
  Their survival as businesses rests on high volume and low costs.  Because of this competitive cost-cutting pressure, while all other medical costs have soared nearly 500 percent in the last twenty-five years, the cost of abortion has hardly changed at all.  
61.   Some abortion providers admit they simply don’t have time for individual counseling.  “Most of us abortion providers don’t have time. Well at least at our clinic, we don’t specifically counsel every woman.  I liked that--today’s term--’consult with women’ as a part of getting them--as a part of the decision of making the abortion rather than counseling.  So I used to be really pro-counseling but now I’m really changing my thinking in term--in that term.”
  At the same conference another participant discussed the financial pressure on clinics to do “enough abortions” to be profitable:  “And that we really are running a business and it was very difficult--and it still is very difficult for me when I say ‘Oh my God, we didn’t do enough abortions today!  Aahh!” You know, we’re not gonna make our budget.” ... Cause when I tell my friends, they go, “What?! You didn’t do enough abortions?  That’s disgusting!” But that is the bottom line with us, isn’t it?”

62.   Financial pressures not only discourage investment of the time and staff necessary to do proper individualized screening and counseling, but they may also foster a desire to “sell” this elective surgery to every customer who walks in the door.
  In this regard, screening and counseling for risk factors, might actually serve to reduce a clinic’s clientele and jeopardize their ability to survive as a business enterprise precisely because the proper identification of risks might cause some women to change their minds or even compel the counselor to recommend against abortion.
63.   Some abortion practitioners, many with a history of incompetency, move from state to state.

Clarifying the Appropriate Standard of Care in Statute with Appropriate Civil Remedies for Injured Women Is the Most Practical Means of Protecting the Rights of Women Without Infringing on Their Reproductive Rights

64.   Some abortion facilities or providers neglect to carry adequate insurance coverage to protect the interests of patients who may be injured because of their abortions.

65.   Some injured abortion patients have been unable to recover damages in civil action for lack of adequate insurance coverage to cover their claims.

66.   According to the New York Times, “a $300 abortion in 1972 would cost $2,251 today.”
   One of the major ways the cost of abortion has been kept low is by minimizing the costs of screening and counseling individual women. 
67.   Some complications associated with abortion may only become clear several years, or even decades, after the abortion.

68.   Some injured abortion patients have suffered psychological injuries that prevent them from seeking recovery of damages in a civil action, or cooperating effectively with counsel, before their recovery from their psychological disabilities.  Because these injured women may be unable to cooperate in an action for recovery before the expiration of the normal statute of limitations, some injured patients have been denied legal representation or standing.

69.   Without a clear statutory provision allowing women to recover damages for delayed reactions to abortion, women are often denied just compensation for their injuries. Obstacles, such as this, in the way of injured patients recovering damages for abortion related injuries, have artificially reduced the abortion provider’s liability and undermined the financial motivations which normally work to ensure that physicians employ a high standard of care. Eliminating barriers to proper liability will encourage a higher standard of care and thereby will reduce the occurrence of abortion related injuries and, conversely, increase the likelihood that the psychosocial benefits sought by their patients will actually be achieved.

The Prevailing Low Standard of Care Discourages Competent Physicians From Providing Better Counseling Services and Safer Reproductive Health Care

70.   While every licensed physician is allowed by law to perform abortions, and most have a favorable view of abortion, only a small number of physicians currently perform abortions, often in facility dedicated primarily to abortion services.  According to Ronald Fitzsimmons, executive director of the National Coalition of Abortion Providers, he gets calls from doctors who want to perform abortions but he cannot help them because ''There are places in this country where there are more doctors who perform abortions looking for work than we can handle.”

71.   According to a front page investigative report from the New York Times tough competition has resulted in cost cutting measures that involve the use of untrained staff and variations from recommended procedures.
 

“...unlike other areas of medicine, where prices have surged over the years, competition among abortion clinics has kept prices so low that an abortion in many cities costs less now than it did 25 years ago, without even adjusting for the nearly 500 percent inflation in medical services. If abortion had kept up with inflation in medical services, a $300 abortion in 1972 would cost $2,251 today....

“‘The fees are not set by the cost of the services but by the cost of the competition,’ said Dr. Warren Hern, owner of the Boulder Abortion Clinic in Colorado. And, he said, ‘the competition for patients is absolutely ruthless.

“Ms. Allen and Ms. Miller [owners of an Arizona abortion clinic] still have to watch every penny. Like other clinics, the owners save money by training a low‑paid staff to do everything but the actual surgery, from drawing blood to doing lab tests. Most of the time, no patients are scheduled and the staff cleans and does paper work. But when the doctor comes, a parade of patients is ready for the procedure, which takes just two or three minutes in the first trimester of pregnancy...

“Now, clinics are grappling with the mifepristone dilemma. Owners feel they have to offer the recently approved abortion pill, formerly known as RU‑486, because women are asking for it and seem to expect it. But its price ‑‑ $270 for three pills ‑‑ will be a problem. Many owners say that if they charge what it costs to provide the three pills plus the three office visits, the lab work, and the counseling, they will lose customers to competitors who say they will keep the price much lower. 

“Some have found creative solutions. Ms. Chelian said she is considering offering women just one pill instead of three and to have them sign a form saying they understand that one pill is not the approved dose but that studies have shown that one pill is effective. Then she can charge them just $80 more than for a surgical abortion. 

“Carmen Franco, who owns six clinics in Detroit, said she expects to charge women $450 for a mifepristone abortion with the full three‑pill dose. It is less than her costs. But, she said, by making it available, she expects to draw patients to the clinic where they can see the full range of options she provides. ‘We probably will use it as a loss leader,’ she said.” 

72.   The specialization of abortion services has led to competitive marketing practices that emphasize high volume and low cost.  The cost cutting measures have often involved compromises in the standard of care necessary to safe guard women’s health and have led to charges that many freestanding abortion clinics operate on an “assembly line” basis.  In many cases, the time set aside for counseling women is extremely limited.  This is especially disturbing since the irrevocable decision to abort is very complex one, often made in highly emotional situations with great ambivalence, and includes many risks.  Furthermore, in many cases, this very limited screening and counseling that is provided is undertaken by employees who lack any professional accreditation as medical or psychological counselors.

73.   The cost-cutting measures employed by “assembly line” abortion clinics have reduced costs to a point that it is difficult for other physicians who would employ a higher standard of care to provide abortions at a comparable cost. Many physicians who would otherwise be willing to perform abortions simply cannot afford to provide abortion services at a competitive rate without making similar sacrifices in the standard of care they believe would be most appropriate. 

“Dr. Hern used to have plenty of patients for first‑trimester abortions at his clinic in Boulder, where he was charging $375. Then, a Planned Parenthood clinic opened in nearby Fort Collins, charging less than $300. Subsidized by the nonprofit Planned Parenthood Foundation, the clinic was able to keep its fees lower than Dr. Hern could even contemplate. 

''Within a month after that clinic opened, my patient numbers dropped by 25 percent,'' Dr. Hern said. 

Independent abortion providers say Planned Parenthood clinics can easily undercut them. ''I would sort of compare them to Wal‑Mart coming in and taking over from all the mom and pops','' said Dr. William West, who works at an abortion clinic in Dallas.”
 

74.   To the degree that the higher standards of care that will result from this statute may increase the cost of abortion, more physicians will be able to provide abortion services at a reasonable profit without endangering their patient’s health.

75.   Reports of aberrant and unethical behavior on the part of some abortion providers, and the fact many doctors who perform abortions do so in an “assembly line fashion,” have contributed to negative perceptions about abortion providers within the medical community and in society at large.
   This perception may discourage many doctors who favor abortion from actually providing abortion services.

76.   Defining a higher standard of care through statute will help to reduce the perception, both within and outside the medical community, that the quality of health care provided by doctors who perform abortions is “second rate.”

77.   Appropriate screening and counseling of women are necessary to protect their health and to determine if a recommended abortion is indeed likely to be more beneficial than harmful to them.  It is the considered opinion of this committee that any increased costs associated with providing this necessary level of care are appropriate and necessary for the protection of women.  Therefore, it is in the legitimate interests of the state to clarify the standards for screening, counseling, and disclosure by statute in order to ensure that the standard of care does not decline because of cost cutting pressures.

Providing Right to Redress Against Non-physicians Who Perform Illegal Abortions or Encourage Self-abortions Is an Important Means of Protecting Women’s Health

78.   Abortions performed by persons other than a licensed physician are dangerous and have many times the risk of causing death and other serious physical and psychological injury. 

79.   Women who attempt or complete a self-abortion at are a much greater risk of suffering serious physical and emotional complications, including death, as compared to women who receive abortions from a licensed physician under safe conditions with appropriate screening and counseling.  Persons or organizations which dispense medical advice regarding self-abortion techniques are exploiting the fears of women in crisis, encourage the false belief that a self-induced abortion can be safe, and thereby deter women them from seeking appropriate medical care from a licensed physician who can ensure that women receive adequate pre-abortion risk evaluation, counseling, and post-operative care.

80.   Providing a means for women to hold non-physicians who perform illegal abortions or provide information or materials with the intent of encouraging or aiding a woman in inducing a self abortion liable for endangerment of the woman’s health and for actual injuries suffered is an important deterrent against such activity and will safe guard women’s health by better ensuring that women seeking abortion will be counseled and treated by licensed physicians.

LEGISLATIVE PURPOSES
Based on the findings described above, HB1236 is intended to achieve the following purposes:

1.
To reduce "the risk that a woman may elect an abortion, only to discover later, with devastating psychological consequences, that her decision was not fully informed." Planned Parenthood v.  Casey, 112 S.Ct.  2791, 2823, (1992).

2.
To clarify the standard of care for screening and counseling of women seeking abortion so as to better ensure that physicians recommending and performing abortions have carefully evaluated and informed each woman of the risks that are most likely to be associated with a person matching her physical and psychosocial profile.

3.
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4.
To better protect women from individuals or circumstances that would pressure them into a violation of their conscience.

5.
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