
CHAPTER HI

A MEDICAL VIEW

Abortion Deaths

"Five thousand American women die every year from illegal abortions!"
This assertion is repeated over and over again by proponents of abortion law
relaxation. It is demonstrably false. Informed proponentsof relaxationof the
laws know it is false, but they usually keepsilent,and popular mediacontinue
to perpetuate the false figure.

Kenneth R. Niswander, for example,writing in the Western Reserve Law
Review states: "Of women electing illegal abortion, an estimated five to ten
thousand dieeachyear."1 Bates andZawadzki state that the number ofcrimi
nal abortions each year in the United States is large, and add: "Out of this
number at least five thousand women die as a direct result."2 CBS Reports,
"Abortionand the Law," put the"fact" strategically nearthebeginning of the
program: "Five thousand ofthese women die," Walter Cronkite said with a
tone of horrified conviction.3 The "fact" was driven home again toward the
end of theprogram, thelast scene ofwhich showed analleged hospital death
following illegal abortion.

GlanvilleWilliams cites the 1939 BritishGovernment Interdepartmental
Committee for a figure ofbetween 411 and605 deaths due to abortions ofall
types in England each year, and adds that "the committee admitted that this
probably understated the position."4 For the United States, he refers toa 1935
estimate of 8,000 deaths per year, but concedes that this may have been
reduced by antibiotics.5

Whatevidence isprovided forthese figures? Niswander cites Taussig and
Russell S. Fisher. Bates and Zawadzki cite Fisher. Williams citesTaussig and
Fisher. CBS Reports cites no one at all.

Russell S. Fisher published his article originally in 1951 in a criminology
journal and revised it for the symposium edited by Rosen. Fisher simply
reworked Taussig's figures, assuming a larger number ofabortions anda lower
rate of deaths (because of the increase of population and the introduction of
antibiotics, respectively).6
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There is no need to examine in detail the extrapolations and deductions
by which Taussig arrived at a figure of 8,000 to 10,000 deaths from all types
of abortion. He assumed that the maternal death-rate following abortion
would be 1.2 percent. He worked from one careful U.S. Children's Bureau
study that examined maternal deaths in fifteen states in 1927-1928. He mixed
in some questionable German data from the same period, and assumed that
there would be as many deaths concealed as detected.7

But at the 1942conference, The Abortion Problem, Taussig admitted that
he had to reconsider his estimates: "They were trimmed down considerably,
particularly as to the number of abortion deaths, in which I attempted to find
concealed abortion deaths under other causes of death." He concluded: "I
think we can positively say there do not occur over 5,000 abortion deaths
annually in this country, no matter how we try to cull the various brackets in
the mortality statistics."8

Taussig reduced his estimateswith reluctance. He had postulated a death-
rate of 1.2 percent following abortion; Fisher trimmed this to .5 percent, on
the basis of his guess concerning the effect of antibiotics. But Gebhard and his
colleagues refer to hospital studies of the period before World War
II—before antibiotics—that revealed a range of .35 percent to 1.9 percent
deaths among abortion cases admitted tohospitals.9 Obviously onlythe serious
cases that led to complications found their way into hospital records.

A sane approach should begin with an examination of the official statis
tics. In 1964 in the United States there were 1,343 maternal deaths from all
causes related to pregnancy and childbirth. Abortion of all kinds accounted
for 247 reported deaths. A British gynaecologist who participated in the 1966
conference, Abortion in Britain, summarized British statistics, which reveal
about 50 deaths per year due to abortion of all kinds; only 61 percent of these
cases weredefinitelya resultof illegal interference.10 It wason the basisofsuch
figures that Dr. Goodhart concluded that the death-rate from illegal abortion
either approximates that from normal childbirth, or the number of illegal
abortions must be greatly exaggerated.11

Ofcourse, the officiallyreported statistics willbe disputed; the claims will
be made that many abortion deaths are concealed and remain uncounted in
official statistics. There are three routes by which we can examine the merits
of this claim. First, a closer examination of the vital statistics themselves.
Second, special studies in certain states. Third, expert opinion from persons
known to be sympathetic to abortion law relaxation.

The Vital Statistics ofthe United Statesuses the years 15-44 as a basis for
•calculating the fertility rate, becausealmost all pregnancies occur during these
ages. In 1964, when 247 deaths were reported due to abortion of all kinds, only
50,241 American women aged 15-44 died from all causes. To conceal any
substantial number of deaths in this small total mortality would be impossible.
In these age groups, far more men than women died—the total of American
male deaths, aged 15-44 in 1964, was 89,759. If abortion deaths were con-
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cealed in large numbers, then, they would have to be in categories where female
deaths outnumber male deaths. One such category is cancer. All forms of
cancer accounted for nearly a quarter of female deaths—11,943. There were
fewer male deaths due to cancer in the corresponding age groups—only 9,687.
But the difference is explained by the simple fact that 3,044 women died of
breast cancer, while only 8 men died from cancer of the breast.

As to special studies, one of particular interest is a report by Dr. Milton
Helpern, Chief Medical Examiner of New York City. This was presented at
the 1955 Planned Parenthood abortion conference, and it is hard to believe that
most advocates of abortion law relaxation are unaware of it. Dr. Helpern
described the investigations that were conducted to determine whether a death
was due to criminal abortion. Although reporting had improved, the number
of deaths had nevertheless fallen—from 140 in 1931 (around the time the
material for Taussig's book wasgathered)to 15in 1951.12 New York has about
4 percent of the nation's population, and probably more than its share of
abortions. But if Helpern's figure were projected, only about 375 abortion
deaths per year in the U.S. would be revealed.

A more recent report on New York indicates a ratio of 3.1 abortion deaths
per 10,000 live births in 1960-62.13 Apparently this figure applies to deaths
due to abortion of all types, not only to criminal abortions. If this rate were
projected, with a present birth-rate under 4,000,000, the number of deaths
from abortion of all types would be about 1,200. This study was reprinted and
distributed by the Association for the Study of Abortion, Inc.; other parts of
it are often cited by advocates of the relaxation of abortion laws.

A very careful Minnesota study, 1950-1965, was reported by Dr. Alex
Barno (who happens to be a Unitarian) at a 1966 meeting of the Central
Association of Obstetricians and Gynecologists. Minnesota has one-fiftieth of
the country's population; Dr. Barno points out that if there are 5,000 to 10,000
abortion deaths, the Minnesota share would be 100 to 200 per year. Actually,
the average number of deaths due to criminal abortion was 1.3 per year. If this
figure were projected to the nation as a whole, the result would be 65 deaths
per year.14 In the discussion following Dr. Barno's paper, Dr. LeeStevenson
of Michigan presented material from the Michigan Maternal Mortality Sur
vey. These figures reveal an average of 15 deaths per year from all sorts of
abortions between 1955 and 1959, and a higher average of 24 deaths per year
between 1960 and 1964. In 1964 there were 25 deaths; if this were projected
to the whole nation the result would be 628 deaths due to abortion of all

kinds.15
A study of Maternal Mortality Committees ofCalifornia reveals that "the

number of deaths per year from all abortions has averaged about 30 without
much variation during the period" (1957-1965) understudy.16 The abortions
causing deaths studied were definitely induced in 54.7 percent of the cases and
definitely spontaneous in 13.1 percent. Theremainder were uncertain.17 Since
California has about one-twelth of the population of the U.S., a projection to
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the entire country would indicate less than 350 deaths due to criminal abortion
in the nation as a whole. If, as seems likely, the California proportions of types
of abortions leading to deaths apply in Michigan and New York City, the
projections for criminal abortions must be 13.1 percent to 45.3 percent less
than the projections derived from their rates of maternal deaths due to abor
tion of all kinds.

From these studies, it seems clear that even if the official figures are
seriously understated, the total number of deaths due to criminal abortion is
less than 400 per year. This figure is in line with the results from Michigan
and California studies, though very high in comparison with the Minnesota
results and somewhat low in comparison with recent New York City figures.

Finally, there are the experts. Dr. Tietze examined the question of the
validity of the official statistics in a 1948 article. After considering all the
possibilities for understatement, he concluded that the vast majority of abor
tion deaths in the U. S. are correctly reported, though perhaps not as large a
proportion as in Britain, where the Registrar General for England and Wales
asserted there was no reason to suppose understatement by more than 10
percent.18

Mary S. Calderone, who edited the report of the 1955 Planned Parent
hood abortion conference, wrote in 1960:

Abortionis no longer a dangerous procedure. Thisapplies not just to therapeutic
abortions as performed in hospitalsbut also to so-calledillegalabortions as done
by physicians. In 1957 there wereonly 260deaths in the wholecountry attributed
to abortions of any kind.

She went on to note the decline in deaths between 1921 and 1951, and she
explained it by drugs and by the large proportion of abortions performed by
physicians.19 This explanation is confirmed by the California study, which
revealed that the death-rate from abortions performed by physicians must be
very low; less than 3 percent of the deaths certainly due to criminal abortion
followed the intervention of a physician, while two-thirds of them followed an
attempt by the woman herself.20

Not 5,000 to 10,000deaths due to criminal abortion, but 200 to 400 per
year in the United States—that is the truth of the matter, and no advocate of
abortion law relaxation should distort the facts. By "criminal abortion" here
we refer to all illegally induced abortion, whether self-induced or induced by
amateurs, or by trained physicians.

To his credit, Dr. Robert E. Hall, President of the Association for the
Study of Abortion, Inc., and leading advocate of abortion law relaxation,
recently criticized the excessive claims, referring to the article by Niswander
mentioned above:

I would quarrel with Niswander on only one point, namely, his perpetuation of
Taussig's thirty-year-old claim that five thousand to ten thousand American
women die every year as the result of criminal abortions. Whether this statistic
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was valid in 19361 do not know, but it certainly is not now. There are in fact fewer
than fifteen hundred total pregnancydeaths in this country per annum; very few
others could go undetected and of these fifteen hundred probably no more than
a third are the result of abortion. Even the "unskilled" abortionist is evidently
more skillful and/or more careful these days. Although criminal abortion is of
course to be decried, the demand for its abolitioncannot reasonablybe based upon
thirty-year-old mortality statistics.21

Dr. Hall would have done better to have mentioned the census
figure—247 deaths from abortion of all kinds. As we have seen, even if the
figure is understated, cr/mma/abortion deaths are surely lessthan 400 per year
in the United States. Apparently Hall is maintaining Taussig's tradition, at
least to the extent that Hall still doubles the reported death-rate, and uses the
result in a way likely to lead the unwary reader to suppose there are as many
as 500 deaths due to criminal abortion. However, for a man who is retreating,
"probably no more than a third" of 1,500 deaths is a considerable improve
ment upon the much higher figures that usually have been given by advocates
of abortion law relaxation.

Unfortunately, Dr. Hall in the same essay perpetuates the unfounded
claim that there are one million illegal abortions peryearin theUnitedStates.22
Abortionists would have to be extremely skillful indeed if the actual mater
nal death-rate following abortion has to be reduced from Taussig's unbelieva
bly high guess of 1.2 percent to .05 percent, or one death for each 2,000
criminal procedures.

Even more disturbing, however, is that Dr. Hall continues to talk as if
legalizing abortion would eliminate criminal abortions and their consequences:
"Although criminal abortion is of course to be decried," Dr. Hall says, "the
demand for its abolition cannot reasonably be based upon thirty-year-old
mortality statistics.23 Even 400 deaths would be a very grave matter if they
could be prevented. But, as we saw in chapter two, in our examination of "The
Frequency of Illegal Abortions in Other Countries," a limited relaxation of
anti-abortion laws is likely to lead to an increase of all abortions, of illegal
abortions, and so of abortion deaths; even abortion on demand does not lead
to the abolition of criminal abortion.

Often it is pointed out that the abortion death-rate is higher for non-
whites than for whites. This is true; the 1964 census shows a death-rate, due
to abortion ofall kinds, six times higher among non-whites. In actual numbers,
there were 130 non-white deaths due to abortion, and only 117 white deaths
from this cause. But thesefigures includespontaneous and therapeuticabortions
as well as illegal ones. And the non-white maternal death-rate from all causes
other than abortion also is disproportionate; in 1964 it was five times as high
for non-whites as for whites.

The latter difference can hardly be explained by criminal abortion; the
laws against abortion could be loosened without altering this disproportion.
The death-rate from all causes among non-whites is higher, usually more than
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twice as high in all age groups up to fifty years of age. A non-white newborn
baby girl is five times as likely to die of infection as a white baby girl; a
non-white woman is nearly six times as likely to be a victim of murder as a
white woman. These facts are due to a whole complex of social conditions
which will not be improved in the least by a loosening of the laws against
abortion.

Colored women simply do not get adequate medical care. Adverse condi
tions undoubtedly lead non-white women—who are less prone to abortion, as
we have seen—to try to abort themselves, while white women get professional
help, legally or illegally. Thus the Kinsey materials showed that 8-10 percent
of abortions among the basic sample of white women were self induced, but
30 percent among the Negro and prison samples were self induced.24

Many women who are now dying as a consequence of self-induced abor
tion would not go to a physician for the operation if it were legal, unless it were
free ofcharge. Advocates of abortion law relaxation have not yet proposed that
the operation be done without charge. What would the American Medical
Association have to say about such a program of aborticare?

Indications for Therapeutic Abortion

If a physician openly and with legal justification interrupts a pregnancy
with the expectation that the child will thereby die, he is said to perform a
"therapeutic abortion." Therapy is treatment by a physician; in therapeutic
abortion the pregnant woman's disease is treated, in part, by interrupting her
pregnancy.

When Taussig wrote his book, he devoted a long chapter to "Indications
for Therapeutic Abortion."25 In medicine the word indications refers to those
conditions which seem to warrant a certain procedure. Taussig stated:

If therapeutic abortion were limited to those cases where the life of the mother
was certainly and immediately imperiled, the number of such abortions would be
exceedingly small, and unfortunately they would in many instances be done too
late to save her life.

But, he adds, "serious danger to the health of the mother" also must be
considered.26 A longlistof indications follows; the leading oneis active tuber
culosis. Psychiatric reasons are mentioned, but they play a rather small role.

By 1951, Dr. Guttmacher was able to state:

Even before the advent of the "miracle" drugs, the practice ofallowing pregnancy
to continue in women with pulmonary tuberculosis had become general. It had
been determined that if the tuberculous pregnant woman was treated like the
non-pregnant, with pneumothorax or even surgery if indicated, she did well.27

In other words, the leading indication in Taussig's time became insignificant
in less than two decades, mainly because a prejudice against pregnancy was
overcome by the facts. Guttmacher expresses this reason for change with
admirable clarity:
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Two decades ago the accepted attitude of the physician was that, if a pregnant
woman were ill, the thing to do would be to rid her of her pregnancy. Today, it
is felt that unless the pregnancy itself intensifies the illness, nothing is accom
plished by abortion.28

Dr. Guttmacher's effort to set out possible indications for therapeutic
abortion also is introduced and concluded by a frank statement that there is
little consensus among physicians concerning legitimate indications:

I should like to re-emphasize the fact that, if two well-qualified obstetricians were
each to write upon this subject, there would be no likelihood of absolute agree
ment: the views expressed, therefore, are not necessarily the only correct
ones.29

An interesting survey of medicalliterature wasincluded in Eugene Quay's
legal study published in 1960. This survey reveals a trend toward reduced
recognition ofmedical indications for abortion. But as the indications lessened
in number, they also became less definite, so that hardly any condition is
generally admitted to require abortion for the protection of the mother's life
and health.30

There appear to be only the following types of cases concerning which
there is general agreement:31

1) Some cases, including hydatidiform mole, in which the fetus is dead
or has been reabsorbed. Such cases, though technically involving an interrup
tion of pregnancy, present no ethical question.

2) Some types of cancer and other tumors require removal of the uterus
during pregnancy. We shall see in considering the ethical questions that these
cases present no problem; there is general agreement that removal ofthe uterus
is allowable.

3) Ectopic pregnancies—i.e., those which involve implantation outside
the uterus, usually in the tubes, but occasionally in the abdominal
cavity—require removal. In most cases ectopic pregnancy presents no ethical
problem. We shall consider the question in detail.

4) Heart and kidney diseases which are complicated by progressively
diminishing or failing heart and/or kidney functions, especially during the first
three months of pregnancy. These cases present an important ethical question,
because there does exist a very broad medical consensus that there are legiti
mate grounds for therapeutic abortion in such cases, while an absolute prohibi
tion of abortion seems to exclude the procedure.

Incidence of Therapeutic Abortion

Dr. Robert E. Hall has accepted a somewhat extended list, including a
few less common conditions and special cases of some fairly common condi
tions. He observes that if his list were strictly observed, the rate of therapeutic
abortions would be about 1 per 10,000 deliveries. The actual rate has declined
in recent years, but hospital studies indicate it still is 1:400-500; the total
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number of therapeutic abortions per year in the United States is 8,000 to
10,000.32

There are two facts that must beconsideredwith regard to the therapeutic
abortions that are now performed. The first is that incidence varies greatly in
different hospitals, and between different groups of patients treated in the same
hospital. The second is that most of these abortions are performed for reasons
that are not, in a strict sense, therapeutic.

These points are revealedby severalstudies. Dr. Gold and his colleagues
in their study in New York City show a 1960-1962 rate of 1 abortion per
10,000 births among Puerto Ricans—the ratio Dr. Hall said would prevail if
strict medical indications were adhered to. The rate among non-whites was 5
times as high, and that among other whites 25 times as high, as that among
PuertoRicans.33 Again, therateinmunicipal hospitals was 1per10,000 births;
the rate in general services of voluntary hospitals was 7 times as high, in private
service of voluntary hospitals 24 times as high, and in proprietary hospitals 39
times as high, as in the municipal hospitals.34

Dr. Hall tabulated data from sixty large hospitals concerning recent
periods, mainly in the early 1960s.These revealed variations between ward and
private services of such an order that on the average therapeutic abortions were
performed more than three times as often in private as in ward services. In
1951-1962, George Washington University Hospital, Washington, D.C., (pri
vate, not Catholic) had only 1 abortion to 4,324 deliveries in its ward service,
but had 1 to every 218 deliveries in its private service. In 1960-1962, Woman's
Hospital, New York City, had two and one-half times as many ward deliveries
as private deliveries (4,501 to 2,023). But there were only 5 abortions on its
ward service, while there were 101 on its private service, where a ratio of 1
abortion per 20 births was reached. Chicago Lying-in 1957-1962, performed
1 abortion for every 227 deliveries in its service, exclusively ward; Cincinnati
General Hospital in the same years had no abortions but 24,417 deliveries in
its service—also strictly ward. Similarly, in hospitals with strictly private
services there were vast discrepancies. The California Hospital, Los Angeles,
reported (1953-1962) 1 abortion per 488 deliveries; St. Luke's Episcopal Hos
pital, Houston, reported (1961) no abortions and 2,969 deliveries.35

Why this great variation? Dr. Hall suggests three reasons. First, ward
patients generally register later for care and are "less aware of their need to
be aborted." (This suggests either that the need is nonmedical, or that the
patients in private service are better judges of medical need than their physi
cians.) Second, there is a higher incidence of abortion for psychiatric reasons
among private patients. At Sloane Hospital, New York (1951-1960), psy
chotherapy was given to 86 percent of the ward patients and to only 57 percent
of the private patients aborted on psychiatric grounds. (This suggests that
pregnancy as such has a much less damaging effect on the mental health of
women in lower socioeconomic brackets.) Third, "abortions were more com
mon among the private patients at Sloane Hospital for virtually all of the more
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debatable indications, such as arthritis, inactive tuberculosis, and
rubella."36

This explanation tends to be confirmed by a recent study of therapeutic
abortion at Mount Sinai Hospital, New York, 1953-1964. Abortions in the
private service have risen very rapidly; between 1956-1958 and 1962-1964 the
rate more than doubled, from 49 to 121 per 10,000 deliveries. At the same time
there was only a slight increase on the ward service, from 48 to 62 per 10,000
deliveries. In both services, abortions for psychiatric indications increased, but
more than two and one-half times as much in the private service. The rate for
genetic reasons (mainly German measles) fell 75 percent in ward service while
it increased more than 50 percent in private service. Very strikingly, the rate
for the indication ofcancer was consistently higher in private service; the mean
rate (1953-1964) for this indication was 7 times as high on the private service
as on the ward service.37

The authors of this report comment:

On the basis of a twelve-year experience with therapeutic termination of preg
nancy, we concur with the growing opinion that for most clinical conditions the
natural history of a disease is not influenced deleteriously by an intercurrent
pregnancy. Neither is the course of pregnancy often seriously affected by a com
plicating medical condition.38

The discrepancies thus seem to arise mainly from differences in the extent
to which psychiatric and fetal indications are accepted as justifications for
abortion. Psychiatric and fetal indications are such complex topics that we
shall devote the next two sections to them. Fetal indications are not a basis

for therapeutic abortion, if the word "therapeutic" is taken in its proper sense,
because the health of the mother is not involved, and the health of the child
is not improved. We shall see that psychiatric indications also have little to do
with therapy. It follows that most abortions, performed openly in hospitals,
are not, in a strict sense, therapeutic. Dr. Alan F. Guttmacher has written that
over 85 percent of the abortion operations performed at Mount Sinai Hospital
(1952-1956) "at least bent the law, if they did not fracture it."39 He has also
said that "the abortion laws make hypocrites of all of us."40

From data such as we have been reviewing it has been argued by Dr. Hall,
Dr. Guttmacher, and others, that the differences in treatment are an inequity
to those who have fewer abortions, and that changes in the laws are necessary
to permit abortion for the indications in accord with which it is being
performed.41

One point to be observed is that the evidence reveals that no change in
the laws is needed to permit physicians who want to perform abortions for
psychiatric, fetal, and other reasons to do so. If a physician in good standing
wishes to perform an abortion in a hospital for any reason that would be
approved by a substantial number of his colleagues, he can act following
consultation; physicians are not convicted for violating anti-abortion laws in
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such cases.42 Laws that do not reflect current practice need not be altered to
permit that practice; however, if the lawsare loosened, practice may wellvary
even more widely.

A second point is that the argument for loosened anti-abortion laws based
on the "inequitable" differences in treatment is strictly parallel to—in fact, is
merely an extension of—the argument that always has been used by advocates
ofbirth control when faced with the evidencethat contraception increases the
fertility differential between upper and lower social classes. In recent years the
argument has been that contraception must be included in public health and
welfare programs, so that lower class women might share the freedom to be
as infertile as they wished. In the 1920s and early 1930s the argument was
frankly eugenic—that contraception had to be extended to the lower classes
lest their uncontrolled breedingdebasesocietyand culture. The extraordinary
argument for a loosening of anti-abortion laws to eliminate inequities in treat
ment begins to make sense when it is put into its proper historical context.

A third point is that the matter may well be more complex than the
argument suggests.

To begin with, Drs. Keith P. Russell (who has been a member of the
Board of Directors of Dr. Hall's Association) and J. George Moore have
concluded that differences in the patients, rather than a double standard,
account for differential abortion rates in various types of hospital
services.43 Perhaps they are not correct, but if there is a double standard in
practice among the same doctors in the same hospital, changing the laws
would not eliminate it. Undoubtedly the well-to-do enjoy—if that is the correct
word-a great deal more surgery generally, and the laws do not create whatever
double standard is involved. Rather, it-is a simple matter of economics.

Moreover, the differential between public and private services need not
exist. A review at Toronto General Hospital (1954-1965), where 262 abortions
were performed in a recent twelve-year period, shows a statistically insignifi
cant difference between the "therapeutic" abortion-rate in public (1:181) and
private (1:172) services. The law at Toronto is as restrictive as in the United
States; the author of this report also favors loosening it.44 But apparently in
Toronto physicians are as willing to bend the law for poor patients as for rich.

We have seen in chapter two that the very lowest socioeconomic classes
are not very likely to have criminal abortions. They may be even less likely
Tto seek comparatively costly "therapeutic" abortions. Moreover, Dr. Alice
Rossi, a sociologist who favors legalizing abortion for any woman who wants
it, has speculated that middle class women and working class women react
differently to illegal and legal abortion. A middle class woman who obtains an
illegal abortion is distressed in part by the experience of going across the
"social tracks," Mrs. Rossi explains:

A working class woman under similar circumstances may feel very differently.
Her discomfort may actually be greater about going uptown to a big, alien hospital
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to obtain an abortion at the hands of a middle classdoctor than resorting to an
abortionist or physician in her own community.45

Mrs. Rossi assumes that the "working class woman" is likely to want an
abortion. But in the poorest groups, we have seen that the desire may not be
present. The Kinsey materials seem to show that those in the lowest socioeco
nomic class have a more affirmative attitude toward procreation and that
abortionincreases withstatus-striving.46 Thusa majorfactorin thedifferential
incidence of "therapeutic" abortions may be difference in demand.

This supposition concerning difference in demand receives some confir
mation from an interesting study of therapeutic abortion in Salt Lake City,
1954-1964. The incidence in four large hospitals was one therapeutic abortion
per 2,482 births. The author of the report points out that about 50 percent of
the residents of Salt Lake City are members of the Mormon Church, which
"places great value on having children. Such a philosophy is antithetical to the
extensive use of abortion."47 He explains further that the "Church makes no
dogmatic statement concerning therapeutic abortion, but one finds strong
sentiment against it, and criminal abortion is condemned as a sin."48 In this
situation 73 percent of the abortions were for medical indications (two-thirds
of these serious heart and kidney problems), 18 percent were for psychiatric
reasons, and 9 percent for fetal indications.49

The same report included an interesting survey of the attitudes of Salt
Lake City's obstetricians and gynecologists. They considered (40 to 3) that
indications for therapeutic abortion sometimes exist. But asked to assume that
each condition was serious, a majority said they would consider therapeutic
abortion only in case of rheumatic heart disease (22-19), certain kidney prob
lems (26-14 and 28-10), and cancer of the cervix (25-19). The majority
rejected all non-medical indications; for example, rape (13-30), suicide threat
(17-20), German measles (7-36).50

Psychiatric Aspects of Therapeutic Abortion

Fourteen psychiatrists polled in the same survey all accepted possible
indications for therapeutic abortion, and the majority of those answering was
willing to consider almost every indication suggested. Interestingly, the
majority of psychiatrists accepting many of the medical indications was almost
unanimous, while it was significantly reduced where psychiatric indications
were in question. The majority of the psychiatrists (9-4) rejected psy-
choneuroses as a possible indication. They also rejected (7-4) suicide threat,
and in this were more reserved than the obstetricians and gynecologists. Ap
parently, the more a physician knowsabout an excusefor therapeutic abortion,
the less likely he is to consider it valid. At the same time a majority of the
psychiatrists polled did accept schizophrenia (8-5) and manic-depressive reac
tion (7-6) as possible indications for therapeutic abortion.51 Clearly, in Salt
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Lake City there wasno general agreement in favorof therapeuticabortion for
any of the proposed psychiatric indications.

Other reports strongly suggestthat psychiatric indications for therapeutic
abortion are mostly subjective. One study in California revealed attitudes that
varied so much that some psychiatrists never recommend therapeutic abor
tion, while some "seem always to do so."52 Dr. David C. Wilson, reporting
on abortion at the University of Virginia Hospital, explained why abortions
on psychiatric grounds dropped from an average of 3.8 per year
(1941-1950) to none (1951-1952):

The fact that no abortions have been done for neuropsychiatric reasons during the
last two years at the University of Virginia Hospital means that a change of
attitude has been successful in helping many people solve their problems in living,
problems which seemed to bewithout solution at the timethecasewaspresented.

The attitude that changed was not only that of the patients, but also that of
the physicians.53

We shall see more about hospital committees in a subsequent section. It
is perhaps due to their work that although the proportion of therapeutic
abortions performedon psychiatricindicationsseemsto be risingalmost every
where, the absolute number of such abortions seems to be declining, at least
in some places. The study of trends in New York City (1943-1962) by Dr.
Gold and his associates reveals that therapeutic abortion for mental disorders
declined 19.1 percent between the 1951-53 period and the 1960-62
period.54

A variant of the committee system is a review board; staff members do
not pass on proposed therapeutic abortions in advance, but simply formally
review and discuss all such cases afterwards. This simple procedure reduced
the incidence of therapeutic abortion on psychiatric grounds at Tampa Gen
eral Hospital from 1 per 149 births (April 1963 to March 1964) to 1 per 410
births (April-December 1964). The authors of this report cite the even more
dramatic declines achieved elsewhere by this simple device. They also point
to the pre-existing situation. Between 1960 and 1964 various psychiatrists had
recommended from one or two to as many as 23 and 33 abortions. One might
suppose that differences in their practices were a factor, but thisisdiscounted,
and the difference is explained by "varying opinions of the subject."55

The strongest psychiatric indicationfor therapeutic abortion would seem
to be the case in which a woman would otherwise commit suicide. However,
Dr. Myre Sim, of Birmingham, England, cites evidence from earlier studies
that women refused abortion do not commit suicide, and cites a study
(1950-1956) by the coroner of Birmingham who concluded:

In no casehaspregnancy been established asa factorinbringing about the suicide.
In two cases the woman thought she might be pregnant, but it was certainly not
confirmed by medical examination or post-mortem examination. We have no
record of any woman known to be pregnant having committed suicide.56
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solve it."67 Dr. Myre Sim concluded flatly: "There are no psychiatric grounds
for termination of pregnancy."68

Of course, many psychiatrists would not agree. But it is extremely impor
tant to understand why they would not.

Drs. Ebaugh and Heuser, of the University of Colorado School of Medi
cine, observedin a 1947 articlethat psychopathyand psychoneuroticreaction
do not warrant therapeutic abortion. But in selected cases of schizophrenia,
a therapeutic abortion may help to "soften the environmental stress." In
selected cases of manic-depressive psychosis, abortion "may be advisable ow
ing to the inability ofthe patient to care for the child and the problemsinherent
in management, confinement, and labor."69 Here abortion is more a conven
ience for the hospital than a therapeutic measure for the patient.

In Rosen's 1954 symposium, Dr. May E. Romm stated:

Women with major psychoses of the schizophrenic or manic-depressive types
which are not amenable even to protracted therapy, if pregnant, should be relieved
from continuing the gestation, both as a humane measure for themselves and for
the sake of human beings who otherwise would be brought into an untenable
environment.70

Here there is no question of therapy; the disease is assumed in advance to be
"not amenable even to protracted therapy." Abortion is simply chosen in
preference to other possibilities (which are not even mentioned) as a solution
to a social problem.

At the 1955 Planned Parenthood abortion conference, Dr. Rosen, himself
a psychiatrist, stated:

So frequently when the psychiatrist sees a patient, he has been asked to do so not
really because psychiatric indications or contraindications may be involved, but
because socioeconomic factors are pronounced.71

By 1964, Dr. Alexander Simon of University of California School of
Medicine inserted an extremely significant sentence in a summary of his view
of the proper psychiatric evaluation of indications for therapeutic abortion:

Essential to this evaluation is the assessment of other factors which always influ
ence it: the patient's age, number of children, her wishes regarding therapeutic
abortion, the family situation and interpersonal relations, the socioeconomic

. situation, fetal indications.72

This seems to mean that there is a psychiatric indication whenever the psychia
trist decides that, all things considered, it would be good if a woman's demand
for abortion were approved. The psychiatrist becomes a kind ofjudge to whom
patients must submit, but who himself decideseach case without any definite
rules.

Dr. Jack Weinberg, a prominent Illinois psychiatrist, has proposed explic
itly that psychiatrists assume this role:

It is in the more subtle situations with less defined and self evident indications for

abortion where no expertise may be needed, that our hearts must grow strong, and








































































