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12-2014
01/09
STATE OF NEW HAMPSHIRE
In the Year of Our Lord Two Thousand Twelve
AN ACT relative to the women’s right to know act regarding abortion information.

Be it Enacted by the Senate and House of Representatives in General Court convened:

1 New Chapter; Women's Right to Know Act. Amend RSA by inserting after chapter 132-A the
following new chapter:
CHAPTER 132-B
WOMEN'S RIGHT TO KNOW ACT
132-B:1 Title. This act shall be known as the “Women’s Right to Know Act.”
132-B:2 Legislative Findings and Purposes.
I. The general court finds that:

(a) It is essential to the psychological and physical well-being of a woman considering an
abortion that she receive complete and accurate information on abortion and its alternatives.

{b) The knowledgeable exercise of a woman’s decision to have an abortion depends on the
extent to which she receives sufficient information to make an informed choice between 2
alternatives: giving birth or having an abortion.

(¢) Adequate and legitimate informed consent includes information which “relates to the
consequences to the fetus.” Planned Parenthood v. Casey, 505 U.S. 833, 882-883 (1992).

(@) Many 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. They 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.

(&) The decision to abort “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.” Planned
Parenthood v. Danforth, 428 U.S. 52, 67 (1976).

(f) “The medical, emotional, and psychological consequences of an abortion are serious
and can be lasting....” H.L. v. Mathesen, 450 U.S. 398, 411 (1981).

(g) Abortion facilities or providers often offer only limited or impersonal counseling
opportunities.

(h) Many abortion facilities or providers hire untrained and unprofessional “counselors”
to provide pre-abortion counseling, but whose primary goal is actually to “sell” or promote abortion
services,

II. Based on the findings in paragraph I, the purposes of this chapter is to:
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{a) Ensure that every woman considering an abortion receives complete information on
abortion and its alternatives and that every woman submitting to an abortion does so only after
giving her voluntary and fully-informed consent to the abortion procedure.

(b} Protect unborn children from a woman’s uninformed decision to have an abortion.

(¢) 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, 505 U.S. 833, 882 (1992).

(@ Adopt the construction of the term “medical emergency” accepted by the U.S.
Supreme Court in Planned Parenthood v. Casey, 505 U.S. 833 (1992).

132-B:3 Definitions. In this chapter:

I. “Abortion” means the act of using or prescribing any instrument, medicine, drug, or any
other substance, device, or means with the intent to terminate the clinically diagnosable pregnancy
of & woman with knowledge that the termination by those means will with reasonable likelihood
cause the death of the unborn child. Such use, prescription, or means is not an abortion if done with
the intent to:

(a) Save the life or preserve the health of an unborn child;

(b) Remove a dead unborn child caused by spontaneous abortion; or

(c) Remove an ectopic pregnancy.

1I. “Complication” means any adverse physical or psychological condition arising from the
performance of an abortion, which includes but is not limited to: uterine perforation, cervical
perforation, infection, bleeding, hemorrhage, blood clots, failure to actually terminate the pregnancy,
incomplete abortion (retained tissue), pelvic inflammatory disease, endometritis, missed ectopic

pregnancy, cardiac arrest, respiratory arrest, renal failure, metabolic disorder, shock, embolism,

" coma, placenta previa in subsequent pregnancies, preterm delivery in subsequent pregnancies, free

fluid in the abdomen, adverse reactions to anesthesia and other drugs; any psychological or
emotional complications such as depression, anxiety, and sleeping disorders; and any other “adverse
event” as defined by the Food and Drug Administration (FDA) criteria provided in the Medwatch
Reporting System. The department may further define “complication.”

IT1. “Conception” means the fusion of a human spermatozoon with a human ovum.

IV. “Department” means the department of health and human services.

V. “Facility” or “medical facility” means any public or private hospital, clinic, center, medical
school, medical training institution, health care facility, physician’s office, infirmary, dispensary,
ambulatory surgical treatment center, or other institution or location wherein medical care is
provided to any person.

VI. “First trimester” means the first 12 weeks of gestation.

VII. “Gestational age” means the time that has elapsed since the first day of the woman’s

last menstrual period.
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VIII. “Hospital” means a facility licensed under RSA 151.

IX. “Medical emergency” means that condition which, on the basis of the physician's good
faith clinical judgment, so complicates the medical condition of a pregnant woman as to necessitate
the immediate termination of her pregnancy to avert her death or for which a delay will create
gerious risk of substantial and irreversible impairment of a major bodily function.

X. “Physician” means any person licensed under RSA 329. The term includes medical
doctors and doctors of osteopathy.

XI. “Pregnant” or “pregnancy” means that female reproductive condition of having an
unborn child in the woman’s uterus.

XII. “Qualified person” means an agent of the physician who is a psychologist, licensed social
worker, licensed professional counselor, registered nurse, or physician.

XIII. “Unborn child” means the offspring of human beings from conception until birth.

XIV. “Viability” means the state of fetal development when, in the judgment of the physician

© based on tﬁe particular facts of the case before him or her and in light of the most advanced medical

technology. and information available to him or her, there is a reasonable likelihood of sustained
survival of the unborn child outside the body of his or her mother, with or without artificial support.

132-B:4 Informed Consent Requirement. No abortion shall be performed or induced without the
voluntary and informed consent of the woman upon whom the abortion is to be performed or
induced. Except in the case of a medical emergency, consent to an abortion is voluntary and
informed if and only if:

I. At least 24 hours before the abortion, the physician who is to perform the abortion or the

referring physician has informed the woman, orally and in person, of the following:

(8) The name of the physician who will perform the abortion;

(b} Medically-accurate information that a reasonable patient would consider material to
the decision of whether or not to undergo the abortion, including (1) a description of the proposed
abortion method; (2) the immediate and long-term medical risks associated with the proposed
abortion method inciuding, but not limited to, the risks of infection, hemorrhage, cervical or uterine
perforation, danger to subsequent pregnancies, and increased risk of breast cancer; and (3)
alternatives to the abortion;

‘ {c) The probable gestational age of the unborn child at the time the abortion is to be
performed;

(d) The probable anatomical and physiological characteristics of the unborn child at the
time the abortion is to be performed;

(e) The medical risks associated with carrying her child to term; and

( Any need for anti-Rh immune globulin therapy if she is Rh negative, the likely

consequences of refusing such therapy, and the cost of the therapy.
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II. At least 24 hours before the abortion, the physician who is to perform the abortion, the
referring physician, or a qualified person has informed the woman, orally and in person, that:

(@) Medical assistance benefits may be available for prenatal care, childbirth, and
neonatal care, and that more detailed information on the availability of such assistance is contained
in the printed materials and informational DVD given to her and described in RSA 132-B:5.

(b) The printed materials and informational DVD in RSA 132.B:5 describe the unborn
child and list agencies that offer alternatives to abortion.

(¢} ‘The father of the unborn child is liable to assist in the support of this child, even in
instances where he has offered to pay for the abortion. In the case of rape or incest, this information
may be omitted.

{(d) She is free to withhold or withdraw her consent to the abortion at any time without
affecting her right to future care or treatment and without the loss of any state or federally-funded
benefits to which she might otherwise be entitled.

{e) The information contained in the printed materials and informational DVD given to
her under RSA 132-B:5, are also available on a state-maintained website.

1. The information required in paragraphs I and II is provided to the woman individually

“and in a private room to protect her privacy, to maintain the confidentiality of her decision, and to

ensure that the information focuses on her individual circumstances and that she has an adequate
opportunity to ask questions.

IV. At least 24 hours before the abortion, the woman is given a copy of the printed materials
and permitted to view or given a copy of the informational DVD described in RSA 132-B:5. If the
woman is unable to read the materials, they shall be read to her. If the woman asks questions
concerning any of the information or materials, answers shall be provided to her in a language she
can understand.

V. Prior to the abortion, the woman certifies in writing on a checklist form provided or
approved by the department that the information required to be provided under RSA 132-B:5 has
been provided. All physicians who perform abortions shall report the total number of certifications
received monthly to the department. The department shall make the number of certifications
received available to the public on an annual basis.

VI. Except in the case of a medical emergency, the physician who is to perform the abortion
shall receive and sign a copy of the written certification prescribed in paragraph V of this section
prior to performing the abortion. The physician shall retain a copy of the checklist certification form
in the woman's mediecal record.

VIL. In the event of a medical emergency requiring an immediate termination of pregnancy,
the physician who performed the abortion shall clearly certify in writing the nature of the medical
emergency and the circumstances which necessitated the waiving of the informed consent

requirements of this chapter. This certification shall be signed by the physician who performed the
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emergency abortion, and shall be permanently filed in both the records of the physician performing
the abortion and the records of the facility where the abortion takes place.

VIII. A physician shall not require or obtain payment for a service provided to a patient who
has inquired about an abortion or scheduled an abortion until the expiration of the 24-hour reflection
period required in this section.

132-B:5 Publication of Materials.

1. The department shall cause to be published printed materials and an informational DVD

in English and Spanish and other appropriate language within 90 days after this chapter becomes

law. The department shall develop and maintain a secure Internet website, which may be part of an

- existing website, to provide the information described in this section. No information regarding

persons using the website shall be collected or maintained. The department shall monitor the

-wehbsite on & weekly bagis to prevent and correct tampering,

II. On an annual basis, the department shall review and update, if necessary, the following
easily comprehensible printed materials and informational DVD:

(@) Geographically indexed materials that inform the woman of public and private
agencies and services available to assist a woman through pregnancy, upon childbirth, and while her
child is dependent, including but not limited to adoption agencies.

(1) The materials shall include a comprehensive list of the agencies, a description of
the services they offer, and the telephone numbers and addresses of the agencies, and shall inform
the woman about available medical assistance benefits for prenatal care, childbirth, and neonatal
care, |

(2) The department shall ensure that the materials described in this section are
comprehensive and do not directly or indirectly promote, exclude, or discourage the use of any agency
or service described in this section. The materials shall also contain a toll-free, 24-hour-a-day
telephone number which may be called to obtain information about the agencies in the locality of the
caller and of the services they offer,

(3) The materials shall state that it is unlawful for any individual to coerce a woman
to undergo an abortion and that if a minor is denied financial support by the minor’s parents,
guardian, or custodian due to the minor's refusal to have an abortion performed, the minor shall be
deemed emancipated for the purposes of eligibility for public-assistance benefits, except that such
benefits may not be used to obtain an abortion. The materials shall also state that any physician
who performs an abortion upon a woman without her informed consent may be liable to her for
damages in a civil action at law and that the law permits adoptive parents to pay costs of prenatal
care, childbirth, and neonatal care. The materials shall also include the following statement:

“There are many public and private agencies willing and able to help you to carry your child to
term, and to assist you and your child after your child is born, whether you choose to keep your child

or to place her or him for adoption. The state of New Hampshire strongly urges you to contact one or
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more of these agencies before making a final decision about abortion. The law requires that your
physician or his or her agent give you the opportunity to call agencies like these before you undergo
an abortion.”

(b) Materials that include information on the support obligations of the father of a child
who is born alive, including but not Limited to the father’s legal duty to support his child, which may
include child support payments and health insurance, and the fact that paternity may be established
by the father's signature on a birth certificate, by a statement of paternity, or by court action. The
printed material shall also state that more information concerning establishment of paternity and
child support services and enforcement may be obtained by calling state or county public assistance
agencies,

(¢) Materials that inform the pregnant woman of the probable anatomical and
physiological characteristics of the unborn child at 2 week gestational increments from fertilization
to full term, including color photographs of the developing unborn child at 2 week gestational
increments. The descriptions shall include information about brain and heart functions, the
presence of external members and internal organs during the applicable stages of development, and
any relevant information on the possibility of the unborn child’s survival. If a photograph is not
available, a picture must contain the dimensions of the unborn child and must be realistic. The
materials shall be objective, nonjudgmental, and designed to convey only accurate scientific
information about the unborn child at the various gestational ages.

(d) Materials which contain objective information describing the various surgical and
drug induced methods of abortion, as well as the immediate and long-term medical risks commonly
associated with each abortion method including, but not limited to, the risks of infection,
hemorrhage, cervical or uterine perforation or rupture, danger to subsequent pregnancies, increased
risk of breast cancer, the possible adverse psychological effects associated with an abortion, and the
medical risks associated with carrying a child to term.

(e) Materials that inform the pregnant woman that there is a direct link between
abortion and breast cancer. It is scientifically undisputed that full-term pregnancy reduces a
woman's lifetime risk of breast cancer. It is also undisputed that the earlier a woman has a first full-
term pregnancy, the lower her risk of breast cancer becomes, because following a full-term
pregnancy the breast tissue exposed to estrogen through the menstrual cycle is more mature and
cancer resistant. In fact, for each year that a woman’s first full-term pregnancy is delayed, her risk
of breast cancer rises 3.5 percent. The theory that there is a direct link between abortion and breast
cancer builds upon this undisputed foundation. During the first and second trimesters of pregnancy
the breasts develop merely by duplicating immature tissues. Once a woman passes the thirty-second
week of pregnancy (third trimester), the immature cells develop into mature cancer resistant cells.
When an abortion ends a normal pregnancy, the woman is left with more immature breast tissue

than she had before she was pregnant. In short, the amount of immature breast tissue is increased
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and this tissue is exposed to significantly greater amounts of estrogen—a known cause of breast
cancer. Women facing an aborfion decision have a right to know that such medical data exists. At
the very least, women must be informed that it is undisputed that pregnancy provides a protective
effect against the later development of breast cancer.

(f) A uniform resource locator (URL) for the state-maintained website where the
materials described in this section can be found.

(g) A checklist certification form to be used by the physician or a qualified person under
RSA 132-B:4, V, which will list all the items of information which are to be given to the woman by a
physician or the agent under this chapter.

(h) The materials shall be printed in a typeface large enough to be clearly legible.

(i) The department shall produce a standardized DVD that may be used statewide,
presenting the information described in this section. In preparing the DVD, the department may
summarize and make reference to the printed comprehensive list of geographically indexed names
and services described in subparagraph I(a). The DVD shall, in addition to the information
described in this section, show an ultrasound of the heartbeat of an unborn child at 4 to 5 weeks
gestational age, at 6 to 8 weeks gestational age, and each month thereafter, until viability. That
information shall be presented in an objective, unbiased manner designed to convey only accurate
scientific information.

(j) The materials required under this section and the DVD described in subparagraph (h)
shall be available at no cost from the department upon request and in appropriate number to any
person, facility, or hospital.

132-B:6 Medical Emergencies. When a medical emergency compels the performance of an
abortion, the physician shall inform the woman, before the abortion if possible, of the medical
indications supporting the physician’s judgment that an immediate abortion is necessary to avert her
death or that a 24-hour delay will cause substantial and irreversible impairment of a major bodily
function.

132-B:7 Criminal Penalties. Any person who intentionally, knowingly, or recklessly violates this
chapter is guilty of a class A felony.

132.B:8 Civil Penalties.

I. In addition to any and all remedies available under the common or statutory law of this
state, failure to comply with the requirements of this chapter shall:

(a) Provide a basis for a civil malpractice action for actual and punitive damages.

(b) Provide a basis for a professional disciplinary action under RSA 329.

I1. No civil liability may be assessed against the female upon whom the abortion is

performed.
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III. When requested, the court shall allow a woman to proceed using solely her initials or a
pseudonym and may close any proceedings in the case and enter other protective orders to preserve
the privacy of the woman upon whom the abortion was performed.

IV. If judgment is rendered in favor of the plaintiff, the court shall also render judgment for
a reasonable attorney’s fee in favor of the plaintiff against the defendant.

V. If judgment is rendered in favor of the defendant and the court finds that the plaintiffs
suit was frivolous and brought in bad faith, the court shall also render judgment for reasonable
attorney’s fees in favor of the defendant against the plaintiff,

132-B:9 Reporting.

I. For the purpose of promoting maternal health and life by adding to the sum of medical
and public health knowledge through the compilation of relevant data, and to promote the state’s
interest in protecting the unborn child, a report of each abortion performed shall be made to the
department on forms prescribed by it. The reports shall be completed by the hospital or other
licensed facility in which the abortion occurred, signed by the physician who performed the abortion,
and transmitted to the department within 15 days after each reporting month. The report forms
shall not identify the individual patient by name and shall include the following information:

(a) Identification of the physician who performed the abortion, the facility where the
abortion was performed, and the referring physician, agency, or service, if any. Notwithstanding any
provision of law to the contrary, the department shall ensure that the identification of any physician
or other health care provider reporting under this section shall not be released or otherwise made
available to the general public,

(b) The county and state in which the woman resides.

(¢) The woman’s age.

(d) The number of prior pregnancies and prior abortions of the woman.

(e) The probable gestational age of the unborn child.

{f) The type of procedure performed or prescribed and the date of the abortion,

(g) Preexisting medical condition or conditions of the woman which would complicate
pregnancy, if any.

(h) Medical complication or complications which resulted from the abortion, if known,

(i) The length and weight of the aborted child for any abortion performed pursuant to a
medical emergency as defined in RSA 132-B.6.

(i) Basis for any medical judgment that a medical emergency existed which excused the
physician from compliance with any provision of this chapter.

II. When an abortion is performed during the first trimester of pregnancy, the tissue that is
removed shall be subjected to & gross or microscopic examination, as needed, by the physician or a

qualified person designated by the physician to determine if a pregnancy existed and was
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terminated. If the examination indicates no fetal remains, that information shall immediately be
made known to the physician and sent to the department within 15 days of the analysis.

II1. When an abortion is performed after the first trimester of pregnancy, the physician shall
certify whether or not the child was viable, and the dead unborn child and all tissue removed at the
time of the gbortion shall be submitted for tissue analysis to a board-eligible or certified pathologist.
If the report reveals evidence of viability or live birth, the pathologist shall report such findings to
the department within 15 days, and a copy of the report shall also be sent to the physician
performing the abortion. The department shall prescribe a form on which pathologists may report
any evidence of live birth, viability, or absence of pregnancy.

IV. Every facility in which an abortion is performed within this state during any quarter
year shall file with the department a report showing the total number of abortions performed within
the hospital or other facility during that quarter year. This report shall also show the total abortions
performed in each trimester of pregnancy. These reports shall be submitted on a form prescribed by
the department that will enable a facility to indicate whether or not it is receiving any state-
appropriated funds. The reports shall be available for public inspection and copying only if the
facility receives state-appropriated funds within the 12-calendar-month period immediately
preceding the filing of the report. If the facility indicates on the form that it is not receiving state-
appropriated funds, the department shall regard that facility’s report as confidential unless it
receives other evidence that causes it to conclude that the facility receives state-appropriated funds.

V. After 30 days public notice following the effective date of this chapter, the department
shall require that all reports of maternal deaths occurring within the state arising from pregnancy,
childbirth, or intentional abortion state the cause of death, the duration of the woman's pregnancy,
when her death occurred, and whether or not the woman was under the care of a physician during
her pregnancy prior to her death. The department shall issue any necessary regulations to assure
that information is reported, and conduct its own investigation, if necessary, to ascertain such data.
Known incidents of maternal mortality of nonresident women arising from induced abortion
performed in this state shall be included in the report as incidents of maternal mortality arising
from induced abortions. Incidents of maternal mortality arising from continued pregnancy or
childbirth and occurring after induced abortion has been attempted but not completed, including
deaths occurring after induced abortion has been attempted but not completed as a result of ectopic
pregnancy, shall be included as incidents of maternal mortality arising from induced abortion.

V1. Every physician who is called upon to provide medical care or treatment to a woman who
is in need of medical care because of a complication or complications resulting, in the good faith
judgment of the physician, from having undergone an abortion or attempted abortion, shall prepare
a report. The report shall be filed with the department within 30 days of the date of the physician's

first examination of the woman. The report shall be on forms prescribed by the department. The
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forms shall contain the following information, as received, and such other information except the
name of the patient, as the department may from time to time require:

(a) Age of the patient.

() Number of pregnancies patient may have had prior to the abortion.

(¢) Number and type of abortions patient may have had prior to this abortion.

(d) Name and address of the facility where the abortion was performed.

(e) Gestational age of the unborn child at the time of the abortion, if known.

(f) Type of abortion performed, if known.

(g) Nature of complication or complications.

(h) Medical treatment given.

@) The nature and extent, if known, of any permanent condition caused by the
complication.

VII. Reports filed pursuant to paragraphs I or VI shall not be deemed public records and
shall remain confidential, except that disclosure may be made to law enforcement officials upon an
order of a court after application showing good cause. The court may condition disclosure of the
information upon any appropriate safeguards it may impose.

Vill. The department shall prepare a comprehensive annual statistical report for the
general court based upon the data gathered from reports under paragraphs I and VI. The statistical
report shall not lead to the disclosure of the identity of any physician or person filing a report under
those paragraphs, nor of any patient about whom a report is filed. The statistical report shall be
available for public inspection and copying.

IX. Original copies of all reports filed under paragraphs I, IV, and VI shall be available to
the board of medicine for use in the performance of its official duties.

X. The following penaities shall attach to any failure to comply with the requirements of this
section:

(a) Any person required under this section to file a report, keep any records, or supply
any information, who willfully fails to file such report, keep such records, or supply such information
at the time or times required by law or regulation, is guilty of “unprofessional conduct,” and his or
her license for the practice of medicine and surgery shall be subject to suspension or revocation in
accordance with procedures provided under RSA 329.

(b) Any person who willfully delivers or discloses to the department any report, record,
or information known by him or her to be false is guilty of a class B misdemeanor.

(©) Any person who willfully discloses any information obtained from reports filed
pursuant to paragraph I or VI, other than that disclosure authorized under paragraph VII, or as
otherwise authorized by law, is guilty of a class B misdemeanor.

{d) Intentional, knowing, reckless, or negligent failure of the physician to examine an

unborn child or tissue remains or submit an unborn child or tissue remains to a pathologist as
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required by paragraph II or III, or intentional, knowing, or reckless failure of the pathologist to
report any evidence of live birth or viability to the department in the manner and within the time
preseribed in paragraph 111 is a class A misdemeanor,

(e) In addition to the above penalties, any person, organization, or facility who willfully
violates any of the provisions of this section requiring reporting shall upon conviction;

(1) For the first time, have his, her, or its license suspended for a period of 6 months.
(2) For a second time, have his, her, or its license suspended for a period of one year.
(3) For the third time, have his, her, or its license revoked.

X1.(a) The department shall create the forms required by this chapter within 60 days after
the effective date of this chapter and shall cause to be published, within 90 days after the effective
date of this chapter, the printed materials described in this chapter.

{b) No provision of this chapter requiring the reporting of information on forms
published by the department, or requiring the distribution of printed materials published by the
department pursuant to this chapter, shall be applicable until 10 days after the requisite forms are
first created and printed materials are first published by the department or until the effective date of
this chapter, whichever is later,

132-B:10 Construction. Nothing in this chapter shall be construed as creating or recognizing a
right to abortion. It is not the intention of this law to make lawful an abortion that is currently
unlawful.

132-B:11 Right of Intervention, The general court, by joint resolution, may appoint one or more
of its members, who sponsored or cosponsored this chapter in his or her official capacity, to intervene
as a matter of right in any case in which the constitutionality of this chapter is challenged.

132-B:12 Severability. If any provision of this chapter or the application thereof to any person
or circumstance is held invalid, the invalidity does not affect other provisions or applications of the
chapter which can be given effect without the invalid provisions or applications, and to this end the
provisions of this chapter are severable.

2 Effective Date. This act shall take effect January 1, 2013.
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HB 1659-FN - FISCAL NOTE

relative to the women's right to know act regarding abortion information.

FISCAL IMPACT:

The Judicial Branch, Judicial Council, New Hampshire Association of Counties, and the

Departments of Justice, Corrections, and Health and Human Services state this bill will

increase state and county expenditures by interminable amounts in FY 2013 and in each year

thersafter. There will be no fiscal impact on state, county, or local revenue, or local

expenditures.

METHODOLOGY:

The Judicial Branch states several sections of this bill could result in a fiscal impact the

Branch:

Q

The Branch has no information on which to estimate how many felonies would be

prosecuted against individuals who intentionally, knowingly or recklessly violate the

provisions of this proposed law, but the Branch indicates the estimated cost of an

average routine criminal case in the superior court will be $389.84 in FY 2013 and
$401.48 in FY 2014. These amounts do not include the cost of appeals which may be
taken following trial.

A civil malpractice action brought against a person for failure to comply with the
requirements of this bill law would be classified as a complex civil case in the superior

court. The Branch has no mformation on which to estimate how many new complex

" civil cases will be brought, but estimates the cost of an average complex civil case in the

superior court will be $633.81 in FY 2013 and $651.29 in FY 2014. These amounts do
not include the cost of appeals which may be taken following trial.

Professional disciplinary actions against physicians pursuant to proposed RSA 132-B:8
or 132-B:9, X(a) may be appealed to the Supreme Court. The Branch has no
information on how many appeals may arise from the proposed bill or on whether the
appeals would be declined, accepted for full appellate review, or accepted for a more
limited review.

Actions to disclose to law enforcement officials confidential reports filed pursuant to
proposed RSA 132-B:9 would be considered complex equity cases in the superior court.

The Branch has no information on how many such cases may arise, but estimates the
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cost of an average complex equity case in superior court will be $576.05 in FY 2013 and
£602.60 in FY 2014. These amounts do not consider the cost of any appeals that may be
taken following trial.

¢ The Branch has no information on how many class B misdemeanor cases would be
brought pursuant to the proposed RSA 132-B:9, X (b) and (c). The Branch estimates the
cost to process an average class B misdemeanor case in the district division of the
circuit court will be $43.19 in FY 2013 and $44.54 in FY 2014. These amounts do not
consider the cost of any appeals of a class B misdemeanor that may be taken to the
Supreme Court following trial in the district division of the circuit court.

e The Branch has no information on how many class A misdemeanors would be
prosecuted pursuant to 132-B:9 X(d), but does have information on the average cost of
processing these cases in the trial court. The cost to the Judicial Branch of processing
an average class A misdemeanor in the district division of the circuit court is estimated
to be $59.11 in FY 2013 and $61.31 in FY 2014. These amounts do not consider the cost
of any appeals that may be taken following trial.

In summary, the Judicial Branch is able to identify areas of fiscal impact in this bill, but is not

able provide an accurate estimate of the fiscal impact.

The Judicial Council states this bill may result in little or no fiscal impact to the Judicial
Council. The Council assumes physicians may be less likely than average citizens to be eligible
for indigent defense representation, but states if an individual is found to be indigent, the flat
fee of $275 per misdemeanor and $756.24 per felony is charged by a public defender or contract
attorney. If an assigned counsel attorney is used the fee is $60 per hour with a cap of $1,400 for
a misdemeanor charge and $4,100 for a felony charge. The Council also states additional costs
could be incurred if an appeal is filed. The public defender, contract attorney and assigned
counsel rates for Supreme Court appeals is $2,000 per case, with many assigned counsel
attorneys seeking permission to exceed the fee cap. Requests to exceed the fee cap are seldom
granted. Finally, expenditures would increase if services other than counsel are requested and

approved by the court during the defense of a case or during an appeal.

The New Hampshire Association of Counties states to the extent more individuals are charged,
convicted, and sentenced to incarceration in a county correctional facility, the counties may
have increased expenditures. The Association is unable to determine the number of individuals
who might be charged, convicted or incarcerated as a result of this bill to determine an exact
fiscal impact. The average annual cost to incarcerate an individual in a county correctional

facility is approximately $35,000. There is no impact on county revenue.
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The Department of Justice states the criminal offense created by this bill would typically be
prosecuted by a county attorney’s office. The Department states there would be a fiscal impact
. in cages when an appeal is taken to the NH Supreme Court, but is not able to predict how many
cases raay be appealed. In addition, violations could trigger a complaint to a medical licensing
board which would impact the Civil Bureau which serves as legal counsel to the boards. The
Administrative Prosecutions Unit may need to investigate and prosecute complaints filed with
a Yeensing board for violations under this law. Finally, additional resources may be needed
within the Civil Bureau to provide legal counsel to the Department of Health and Human
Services tp assist it in meeting its obligations described in the bill. The Department is not able

to determine the fiscal impact of these potential requirements.

The Department of Corrections states it is not able to determine the fiscal impact of this bill
because it does not have sufficient detail to predict the number of individuals who would be
subject to this legislation. The Department of Corrections states the average annual cost of
incarcerating an individual in the general prison population for the fiscal year ending June 30,
2010 was $32,492. The cost to supervise an individual by the Department’s division of field
gervices for the fiscal year ending June 30, 2010 was $659.

The Department of Health and Human Services states this bill requires to Department to
publish printed informational materials and produce an informational DVD in English,
Spanish, and other appropriate languages. The materials would be updated annually and
available at no cost, and would include the complete and comprehensive information on
abortion and the alternatives to abortion as specified in the bill including the checklist
certification form used by the physician or qualified person to confirm the information has been
provided to the woman. In addition, the Department must maintain a secure Internet website
to provide the information and a toll free 24 hour-a-day telephone number to provide
information on local agencies and services available. The Department states it will prescribe
and receive the required reporting forms completed by physicians, pathologists, and the
hoapitals or licensed facilities in which an abertion occurs and prepare the annual statistical
report to the general court. The Department assumes, in order for the program to start on
January 1, 2013, a full-time Program Planner III and a part-time Executive Secretary would
need to start in July 2012 gathering the information, designing the printed materials and web
. page, establishing the 24/7 information line and creating an Access database. The Department

estimates the personnel and associated costs as follows:

FY 2013 FY 2014 ¥Y 2015 FY 2016

Salaries - Full-time Program Planner
II1 and Part-time Executive Secretary $57,567 $59,514 $62,039 $64,672

Benefits $24,002 $26,551 $28,669 $31,045
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Current Expense - Postage, telephone

and office supplies $3,000 $3.000 $3,000 $3,000
Rent $10,763 $11,790 $12,026 $12,266
In-State Travel $1,500 $1,500 $1,500 $1,500
Equipment - Computer and office

furniture $7,000 $0 $0 $0
24 hour information line $3.528 33,628 $3.528 $3.528
Total $107,360  $105,883 $110,762 $116,011

The Department is not able to accurately determine the costs for the printed materials, the
DVD, or the annual report since the volume of information and size of the publications is not

known at this time.
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2012 SESSION
12-2014
01/09
HOUSE BILL 1659-FN
AN ACT relative to the women’s right to know act regarding abortion information.

SPONSORS: Rep. Notter, Hills 19; Rep. Bergevin, Hills 17; Rep. K. Souza, Hills 11;
Rep. Peterson, Hills 19; Rep. Katsakiores, Rock 5; Rep. Cartwright, Ches 2;
Rep. C. Soucy, Hills 17; Rep. DeLemus, Straf 1; Rep. Birdsell, Rock §;
Rep. L. Jones, Straf 1; Sen. White, Dist 9; Sen. Groen, Dist 6; Sen. Luther, Dist 12

COMMITTEE: Judiciary

ANALYSIS

This bill establishes the women's right to know act.

............................................................................

Explanation: Matter added to current law appears in bold italics.
Matter removed from current law appears [in-bracketsand-struckthrough:]

Matter which is either (a} all new or (b) repealed and reenacted appears in regular type.
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12-2014
01/09
STATE OF NEW HAMPSHIRE
In the Year of Our Lord Two Thousand Twelve
AN ACT relative to the women’s right to know act regarding abortion information.

Be it Enacted by the Senate and House of Representatives in General Court convened:

1 New Chapter; Women's Right to Know Act. Amend RSA by inserting after chapter 132-A the
following new chapter:
CHAPTER 132-B
WOMEN'S RIGHT TQO KNOW ACT
132-B:1 Title. This act shall be known as the “Women’s Right to Know Act.”
132-B:2 Definitions. In this chapter:

1. “Abortion” means the act of using or prescribing any instrument, medicine, drug, or any
other substance, device, or means with the intent to terminate the clinically diagnosable pregnancy
of a woman with knowledge that the termination by those means will with reasonable likelihood
cause the death of the unborn child. Such use, prescription, or means is not an abortion if done with
the intent to:

(a) Save the life or preserve the health of an unborn child;
(b) Remove a dead unborn child caused by spontaneous abortion; or
{¢) Remove an ectopic pregnancy.

II. “Facility” or “medical facility” means any public or private hospital, clinic, center, medical
school, medical training institution, health care facility, physician’s office, infirmary, dispensary,
ambulatory surgical treatment center, or other institution or location wherein medical care is

provided to any person,
II1. “Gestational age” means the time that has elapsed since the first day of the woman's last

menstrual period.

IV. “Hospital” means a facility licensed under RSA 151.

V. “Medical emergency” means that condition which, on the basis of the physician’s good
faith clinical judgment, so complicates the medical condition of a pregnant woman as to necessitate
the immediate termination of her pregnancy to avert her death or for which a delay will create
serious risk of substantial and irreversible impairment of a major bodily function.

V1. “Physician” means any person licensed under RSA 329. The term includes medical

doctors and doctors of osteopathy.

VII. “Pregnant’ or “pregnancy” means that female reproductive condition of having an
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unborn child in the woman's uterus.

VIHI. “Qualified person” means an agent of the physician who is a psychologist, licensed
social worker, licensed professional counselor, registered nurse, or physician.

IX. "Unborn child” means the offspring of human beings from conception until birth.

132-B:3 Informed Consent Requirement. No abortion shall be performed or induced without the
voluntary and informed consent of the woman upon whom the abortion is to be performed or
induced. Except in the case of a medical emergency, consent to an abortion is voluntary and
informed if and only if:

1. At least 24 hours before the abortion, the physician who is to perform the abortion or the
referring physician has informed the woman, orally and in person, of the following:

{a) The name of the physician who will perform the abortion;

(b) Medically-accurate information that a reasonable patient would consider material to
the decision of whether or not to undergo the abortion, including (1) a description of the proposed
abortion method; (2) the immediate and long-term medical risks associated with the proposed
abortion method including, but not limited to, the risks of infection, hemorrhage, cervical or uterine
perforation, danger to subsequent pregnancies; and (3) alternatives to the abortion;

(c) The probable gestational age of the unborn child at the time the abortion is to be
performed;

(d) The medical risks associated with carrying her child to term; and

{e) Any need for anti-Rh immune globulin therapy if she is Rh negative, the hkely
consequences of refusing such therapy, and the cost of the therapy.

II. At least 24 hours before the abortion, the physician who is to perform the abortion, the
referring physician, or a qualified person has informed the woman, orally and in person, that she is
free to withhold or withdraw her consent to the abortion at any time without affecting her right to
future care or treatment and without the loss of any state or federally-funded benefits to which she
might otherwise be entitled.

IIT. In the event of a medical emergency requiring an immediate termination of pregnancy,
the physician who performed the abortion shall clearly certify in writing the nature of the medical
emergency and the circumstances which necessitated the waiving of the informed consent
requirements of this chapter. This certification shall be signed by the physician who performed the
emergency abortion, and shall be permanently filed in both the records of the physician performing
the abortion and the records of the facility where the abortion takes place.

1V. A physician shall not require or obtain payment for a service provided in relation to
abortion to a patient who has inquired about an abortion or scheduled an abortion until the
expiration of the 24-hour reflection period required in this section.

1532-B:4 Medical Emergencies. When a medical emergency compels the performance of an

abortion, the physician shall inform the woman, before the abortion if possible, of the medical
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indications supporting the physician's judgment that an immediate abortion is necessary to avert her
death or that a 24-hour delay will cause substantial and irreversible impairment of a major bodily
function.

132-B:5 Civil Penalties.

I. In addition to any and all remedies available under the common or statutory law of this
state, failure to comply with the requirements of this chapter shall:

(a) Provide a basis for a civil malpractice action for actual and punitive damages.
(b} Provide a basis for a professional disciplinary action under RSA 329.

II. No civil liability may be assessed against the female upon whom the abortion is
performed.

J1I. When requested, the court shall allow a woman to proceed using solely her initials or a
pseudonym and may close any proceedings in the case and enter other protective orders to preserve
the privacy of the woman upon whom the abortion was performed.

IV. If judgment is rendered in favor of the plaintiff, the court shall also render judgment for
a reasonable attorney's fee in favor of the plaintiff against the defendant.

V. If judgment is rendered in favor of the defendant and the court finds that the plaintiff's
suit was frivolous and brought in bad faith, the court shall also render judgment for reasonable
attorney’s fees in favor of the defendant against the plaintiff.

132-B:6 Construction. Nothing in this chapter shall be construed as creating or recognizing a
right to abortion. It is not the intention of this law to make lawful an abortion that is currently
unlawful.

132-B:7 Right of Intervention. The general court, by joint resolution, may appoint one or more
of its members, who sponsored or cosponsored this chapter in his or her official capacity, to intervene
as a matter of right in any case in which the constitutionality of this chapter is challenged.

132-B:8 Severability. If any provision of this chapter or the application thereof to any person or
circumstance is held invalid, the invalidity does not affect other provisions or applications of the
chapter which can be given effect without the invalid provisions or applications, and to this end the
provisions of this chapter are severable.

2 Effective Date. This act shall take effect January 1, 2013.




HB 1659-FN - AS AMENDED BY THE HOUSE

-Page 4 -
LBAO
12-2014
Amended 03/15/12
HB 1659 FISCAL NOTE
AN ACT relative to the women's right to know act regarding abortion information.

FISCAL IMPACT:
The Department of Health and Human Services, Judicial Branch, Judicial Council, New
Hampshire Association of Counties, and the Departments of Justice, and Corrections state this

bill, as amended by the House (Amendment #2012-0089h), will increase state and county

expenditures by interminable amounts in FY 2013 and in each year thereafter. There will be

no fiscal impact on state, county, or local revenue, or local expenditures,

METHODOLOGY:

The Department of Health and Human Services states this bill requires to Department to
publish printed informational materials and produce an informational streaming video in
English, Spanish, and other appropriate languages. The materials would be updated annually
and available at no cost, and would include the complete and comprehensive information on
abortion and the alternatives to abortion as specified in the bill including the checklist
certification form used by the physician or qualified person to confirm the information has been
provided to the woman. In addition, the Department must maintain a secure Internet website
to provide the information and a toll free 24 hour-a-day telephone number to provide
information on local agencies and services available. The Department states it will prescribe
and receive the required reporting forms completed by physicians, pathologists, and the
hospitals or licensed facilities in which an abortion occurs and prepare the annual statistical
report to the general court. The Department assumes, in order for the program to start on
January 1, 2013, a full-time Program Planner III and a part-time Executive Secretary would
need to start in July 2012 gathering the information, designing the printed materials and web
page, establishing the 24/7 information line and creating an Access database. The Department
estimates the personnel and associated costs as follows:

FY 2013 FY 2014 FY 2015 FY 2016
Salaries - Full-time Program Planner

11 and Part-time Executive Secretary $57,567 $59,514 $£62,039 $64,672
Benefits $24,002 $26,551 $28,669 $31,045
Current Expense - Postage, telephone

and office supplies $3,000 $3,000 $3,000 $3,000
Rent $10,763 $11,790 $12,026 $12,266

In-State Travel $1,500 $1,500 $1,500 $1,500
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Equipment - Computer and office
furniture $7,000 $0 $0 $0
24 hour information line $3.528 $£3.528 $£3.528 $3,528

Total

$107,360 §105,883 §110,762 $116,011

The Department is not able to accurately determine the costs for the printed materials, the

streaming video, or the annual report since the volume of information and size of the

publications is not known at this time.

The Judicial Branch states several sections of this bill could result in a fiscal impact the

Branch:

=}

The Branch has no information on which to estimate how many feloniezs would be
prosecuted against individuals who intentionally, knowingly or recklessly violate the
provisions of this proposed law, but the Branch indicates the estimated cost of an
average routine criminal case in the superior court will be $389.84 in FY 2013 and
£401.48 in FY 2014. These amounts do not include the cost of appeals which may be
taken following trial.

A civil malpractice action brought against a person for failure to comply with the
requirements of this bill law would be classified as a complex civil case in the superior
court. The Branch has no information on which to estimate how many new complex
civil cases will be brought, but estimates the cost of an average complex civil case in the
superior court will be $633.81 in FY 2013 and $651.29 in FY 2014, These amounts do
not include the cost of appeals which may be taken following trial.

Professional disciplinary actions against physicians pursuant to proposed RSA 132-B:8
or 132-B:9, X(a) may bhe appealed to the Supreme Court, The Branch has no
information on how many appeals may arise from the proposed bill or on whether the
appeals would be declined, accepted for full appellate review, or accepted for a more
limited review.

Actions to disclose to law enforcement officials confidential reports filed pursuant to
proposed RSA 132-B:9 would be considered complex equity cases in the superior court.
The Branch has no information on how many such cases may arise, but estimates the
cost of an average complex equity case in superior court will be $576.05 in FY 2013 and
$602.60 in FY 2014. These amounts do not consider the cost of any appeals that may be
taken following trial.

The Branch has nc information on how many class B misdemeanor cases would be
brought pursuant to the proposed RSA 132-B:9, X (b) and (c). The Branch estimates the
eost to process an average class B misdemeanor case in the district division of the

circuit court will be $43.19 in FY 2013 and $44.54 in FY 2014. These amounts do not
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consider the cost of any appeals of a class B misdemeanor that may be taken to the
Supreme Court following trial in the district division of the circuit court.

¢« The Branch has no information on how many class A misdemeanors would be
prosecuted pursuant to 132-B:9 X(d), but does have information on the average cost of
processing these cases in the trial court. The cost to the Judicial Branch of processing
an average class A misdemeanor in the district division of the circuit court is estimated
to be $59.11 in FY 2013 and $61.31 in FY 2014. These amounts do not consider the cost
of any appeals that may be taken following trial.

In summary, the Judicial Branch is able to identify areas of fiscal impact in this bill, but is not

able provide an accurate estimate of the fiscal impact.

The Judicial Council states this bill may result in little or no fiscal impact to the Judicial
Council. The Council assumes physicians may be less likely than average citizens to be eligible
for indigent defense representation, but states if an individual is found to be indigent, the flat
fee of $275 per misdemeanor and $756.24 per felony is charged by a public defender or contract
attorney. If an assigned counsel attorney is used the fee is $60 per hour with a cap of $1,400 for
a misdemeanor charge and $4,100 for a felony charge. The Council also states additional costs
could be incurred if an appeal is filed. The public defender, contract attorney and assigned
counsel rates for Supreme Court appeals is $2,000 per case, with many assigned counsel
attorneys seeking permission to exceed the fee cap. Requests to exceed the fee cap are seldom
granted. Finally, expenditures would increase if services other than counsel are requested and

approved by the court during the defense of a case or during an appeal.

The New Hampshire Association of Counties states to the extent more individuals are charged,
convicted, and sentenced to incarceration in a county correctional facility, the counties may
have increased expenditures. The Association is unable to determine the number of individuals
who might be charged, convicted or incarcerated as a result of this bill to determine an exact
fiscal impact. The average annual cost to incarcerate an individual in a county correctional

facility is approximately $35,000. There is no impact on county revenue.

The Department of Justice states the criminal offense created by this bill would typically be
prosecuted by a county attorney’s office. The Department states there would be a fiscal impact
in cases when an appeal is taken to the NH Supreme Court, but is not able to predict how many
cases may be appealed. In addition, violations could trigger a complaint to a medical licensing
board which would impact the Civil Bureau which serves as legal counsel to the boards. The

Administrative Prosecutions Unit may need to investigate and prosecute complaints filed with
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a Heenasing board for violations under this law. Finally, additional resources may be needed
within the Civil Bureau to provide legal counsel to the Department of Health and Human
Services to assist it in meeting its obligations described in the bill. The Department is not able

to determine the fiscal impact of these potential reguirements.

The Department of Corrections states it is not able to determine the fiscal impact of this bill
because it does not have sufficient detail to predict the number of individuals who would be
subject to this legislation. The Department of Corrections states the average annual cost of
incarcerating an individual in the general prison population for the fiscal year ending June 30,
2010 was $32,492. The cost to supervise an individual by the Department’s division of field

services for the fiscal year ending June 30, 2010 was $659.
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Hearing Report

TO: Members of the Senate
FROM: Robyn Dangora, Legislative Aide

RE: Hearing report on HB 1659-FN - relative to the women's right to
know act regarding abortion information.

HEARING DATE: April 12, 2012

MEMBERS OF THE COMMITTEE PRESENT: Sen. Bradley,
Sen. De Blois, Sen. Kelly, Sen. Lambert, Sen. Sanborn

MEMBERS OF THE COMMITTEE ABSENT: None

Sponsor(s): Rep. Notter, Hills 19; Rep. Bergevin, Hills 17; Rep. K. Souza, Hills
11; Rep. Peterson, Hills 19; Rep. Katsakiores, Rock 5; Rep.
Cartwright, Ches 2; Rep. C. Soucy, Hills 17; Rep. DeLemus, Straf 1;
Rep. Birdsell, Rock 8; Rep. L. Jones, Straf 1; Sen. White, Dist 9; Sen.
Groen, Dist 6; Sen. Luther, Dist 12

What the bill does: This bill establishes the women’s right to know act.

Who supports the bill: Rep. Notter, Hills 19; Rep. K. Souza, Hills 11; Rep. Del.emus, Straf 1;
Rep. Baldasaro, Rock 3; David Ross; Ellen Kolb, Cornerstone; Fmr. Rep. Harriet Cady; Kurt
Wuelper, NH Right to Life; *To see the full list of those who signed in to support the bill, please see
the permanent record

Who opposes the bill: Dr. Barry Smith, NH Medical Society; Fmr. Rep. Liz Hagar, NARAL,
Pro-Choice NH; Kathleen Kidder, NH Nurse Practitioners Assoc.; Linda Griebsch, Joan G. Lovering
Health Center; Rep. Bouchard, Merr 11; Hilda Sokol and Margaret Powell, Seniors Defending
Women's Health NH: Jen Castle and Jen Frizzelle, Planned Parenthood of Northern New England;
Tori Bunk; Claire Ebel, NH Civil Liberties Union; Rep. Harding, Graf 11; Dahlia Vidunas, Concord
Feminist Health Center; Linda Gerrish

Summary of testimony received:
Hearing opened at 1:35 PM, recessed at 1:38 PM, resumed at 2:39 PM and closed at
4:42 PM

Summary of Testimony Received in Support
(See committee file for all submissions)
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oThis was sponsored by nine women in  the House and is a watered down version
of legislation passed in 31 other states already, so it is not anti-woman.
oAll this requires is a one-day wait period to receive and process information.
Women must wait 6 weeks before having an abortion already so the fetus is
developed enough for physicians to count the parts after they are aborted, so 24
hours to gain information is no added burden. Also, abortion providers do not work
7 days a week; if a woman in Manchester goes to Planned Parenthood on a Friday
she has to wait until the following Thursday (their “surgical abortion day”)
anyways, so she can receive information and reflect during that time. When men
have vasectomies they must wait and get their spouse’s signature.
eThere are no other procedures that people go into without being told the risks. At
Planned Parenthood patients generally speak with an administrator if anyone, not
a doctor. Patients have a right to discuss the procedure with a medical professional
as with all other procedures.
083% or women who have abortions suffer mental and/or physical problems after.
This is an irreversible decision and women deserve the right to know all the
information even if they don’t think they want to know the implications. One
woman who testified hemorrhaged and was not informed she could have bled to
death.
¢Since Roe v. Wade states have been responsible for restoring rightful pieces of
legislation like parental notification other conscientious laws; this is among them.
eAbortion is the only procedure that results in the killing of another human so
giving information is important. There is nothing wrong with waiting 24 hours to
learn the risks of the procedure.
oIt is the role of government to create reasonable rules and regulations to prevent
predatory practice so this is not a violation of patient-doctor relations. Since doctors
do not always perform the operation of even meet or refer patients, it is even more
important to ensure patients receive information.
eThe abortion providers cannot say how many abortions are done on the first day
and how many women come back at another time or get counseling and choose not
to return, so they have no evidence to back up the claim of a 24-hour delay being
burdensome. (When asked out of the 1,000 abortions the Concord Feminist Health
Center provides each year how many were performed at the first visit, Ms. Vidunas
did not know)
#80% of post-abortion women say they had little or no counseling before the
procedure. Countries with good and thorough informed consent laws have lower
rates of abortions.

Summary of Testimony Received in Opposition
{(See committee file for all submissions)

oThis is discriminatory; no other procedures require a 24-hour wait period by law.
It is also insulting because it assumes women do not know what it means to be
pregnant or terminate a pregnancy and it assumes doctors are not following best
practices. Women have the ability to look up any information they want.

¢This bill does not make an exception for those who suffered rape, incest, or fetal
anomaly from having to “reflect” for 24 hours.

oThis bill is unfair to women in rural areas or low income women who may not be
able to or afford to make a second trip. This may create a slippery slope where there
are waiting periods for other procedures, further disenfranchising this group.
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#We have had informed consent laws since 1977, so health care providers are
already explaining the procedure and other options at the time of the visit. You
cannot legislate informed consent because there is new information everyday. The
Concord Feminist Health Center, for example, has 4 consent forms that lay out the
risks and options and the fact that this is the patients choice. Planned Parenthood
of Northern New England has a 5 page consent form.
¢This bill only references physicians, not other health care professionals like nurse
practitioners. If Nurse practitioners are no longer permitted to perform abortions,
then this will change their scope of practice, which they oppose because it does not
allow them to function at their highest level. The entire medical profession works in
a team approach, so only mentioning physicians is problematic. It will also drive up
costs to require physicians to be the provider of care and counseling.
eStatistically it 1s 10x more dangerous to carry a baby to term than to abort it. Also,
NH specific studies show only 15-20% of post-abortion patients cite having
depression. Some regret having abortions just as some regret taking pregnancy to
term or giving children up for adoption; a 24-hour wait period will not change
someone’s mind. A 24-hour delay is not the same as hindsight and the government
cannot prevent us from making bad decisions,
eThis will slow down the ability to provide good medical care. Also, how will the
reflection period work for medical (as opposed to surgical) abortions? Withhold the
medication for 24 hours?
seSecond-trimester abortions increase 53% in states with mandatory waiting periods
according to a six-year study. This is not really a “24-hour” period; it is whenever
the woman can make time to return.
#Some women who come in for an abortion are abused and have partners that steal
their birth control and force them to remain at home. They may only have one
opportunity to get out and receive the abortion.
eNH has the lowest rate of teen pregnancy in the U.S. and access to reproductive
health is an essential part of keeping that statistic.
eThe NHCLU will challenge the 24-hour waiting period in court as being contrary
to the NH constitution. One such argument that will be made will cite a provision
from the 1980s — A MD case regarding sobriety roadblocks was found in the U.S.
Supreme Court to not be an undue burden on drivers, but in NH the next year, the
NH supreme court found that in NH it is a burden and does interfere with our
rights, so all roadblocks in NH must be advertised as to where they are located and
when they will take place and allow for an alternate route. We believe this too will
be found to be an undue burden interfering with our rights.
ethe other 31 states with this legislation are not New Hampshire. We cannot
compare ourselves to places like Alabama; we are the live free or die state.

Funding: See Fiscal Note

Action: Pending
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[file; HB 1869-FN report]
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Women, Abortion, and the Brain by Evclyn Birge Vitz and Paul C. Vitz
September 20, 2010

Women are hard-wired for relationships—and a woman’s relationship to her baby is one of the most
powerful of all, whether she realizes it or not. The hard-wiring of the brain may explain many
women’s disturbing post-abortion feelings.

This past semester, in a course taught by one of us at New York University, the class spent
considerable time reading women’s stories about their abortions, focusing particularly on a
website called www.afterabortion.com. This website was founded by a pro-choice woman
and on it no mention of politics, religion, or morality is allowed. The website contains
thousands of women’s stories about their abortions—and about their post-abortion feelings.

~——————3 And many of these women are in acute pain; some are almost totally incapacitated. One
writes in a post: “I am not coping at all; I feel as though the top of my head is going to fly
off.” Another says: “I am just grieving like crazy!” A third: “I don’t understand why I am not
getting better, but worse all the time! I am so depressed!” (Stories on this website are
protected by copyright, and it is not permitted to quote directly from them. Quotations
provided here are therefore faithful rewordings.)

Many of these women cannot go outside for fear of “triggers” — the sight or sound of things
that will bring back the abortion experience and cause panic attacks. Triggers include the
sound of a vacuum cleaner (many abortions are done by the vacuuming out of the fetus from
the uterus) or the music that was playing at the abortion clinic while the abortion was being
performed. The sight of pregnant women, or maternity clothes, or babies, or toddlers, or
school-children, or of the place (even the neighborhood or town) where the abortion took
place can all serve as triggers. Other triggers are anniversaries of all kinds, especially of the
abortion and of the EBD (expected birth date), and, in particular, Mother’s Day.

What is particularly striking is that most of the women who have these powerful emotional
reactions to their abortion are stunned by them. They were not opposed to abortion; many
were actively pro-choice. They were blind-sided by their own reaction. One woman
lamented —and thousands of others echo her mystified anguish—“If this was the right
decision, why do I feel so terrible?”

Research indicates that there are various psychological or political factors that may
contribute to this disconnect between the anticipated and the actual emotional outcome.
Since this disturbing phenomenon is so widespread, and found among women from varied
backgrounds and different parts of the world, it seems likely that the brain itself—in
particular, the nature of women’s brains—may shed some particularly useful light on this
unexpected negative emotional reaction.

Women's brains are, of course, in many fundamental ways the same as men’s. Men and
women think and reason in similar ways. But recent research shows that there are some
significant differences in the brain and brain-related psychology of the two sexes. And a few
of these differences can make a very large difference with regard to decision-making and its
emotional consequences.
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Women, Abortion, and the Brain by Evclyn Birge Vitz and Paul €. Vitz
September 20, 2010

The part of the brain that processes emotion, generally called the limbic system, of women
functions differently than that of men. Women experience emotions largely in relation fo
other people: what moves women most is relationships. Females are more personal and
interpersonal than men. (Differences show up as early as a day after an infant’s birth:
newbormn baby girls look at faces relatively more than boys, who focus more on moving
robotic figures.) There is wide consensus among scientists and researchers on this
fundamental issue.

Recent research has also studied the ways in which males and females cope with stress.
Whereas men’s behavior under stress is generally characterized by what is called “fight or
flight,” women respond to stress by turning toward nurturing behavior, nicknamed “tend
and befriend.”

Men's and women's brains also work differently in handling memory and memories. Men
are more apt to recall facts of all kinds, on the one hand, and a global picture of events, on the
other. By contrast, women remember people (for example, faces), details of all kinds, and
emotion-laden narratives—and they may return to them obsessively.

Women are more vulnerable to depression and anxiety than men, perhaps because they have
a lower level of serotonin, an important neurotransmitter. In addition, women are twice as
likely as men to suffer from post-traumatic stress disorders. Men suffer more than women
from other mental pathologies, such as autism, dyslexia, and Narcissistic Personality
Disorder; the two sexes suffer about equally from yet other mental problems, such as bi-

polarity.

What do these differences add up to, practically speaking? Let’s walk quickly through an
unplanned pregnancy and abortion. A woman may reason her way to the decision to
terminate the unwanted pregnancy. Her abortion decision may seem, and may indeed be,
rational in terms of her long-term goals and interests, and her chosen values. But afterwards,
a woman may experience several powerful reactions, which are rooted in the structures and
basic chemistry of her brain.

o A woman may discover, emotionally, that she has (now, had) a far more powerful
relationship with the fetus than she had thought. This may be particularly true if the
relationship with her partner (in the interests of which she may have decided to
have the abortion) should deteriorate after the abortion.

» When responding to the stress of the abortion, she may well be drawn to nurturing,
to “tending and befriending” behavior: this is, we saw, characteristic of women. But
one of the key persons she might have tended and befriended —her unborn child—
she has just terminated. She therefore has no ready outlet to cope with this
significant stress.
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Women, Abortion, and the Brain by Evelyn Birge Vitz and Paul C. Vitz
September 20, 2010

o Add to this already toxic mix the very power of the memories involved in most
unwanted pregnancies and abortion experiences, such as the nausea or other
physical symptoms, often exacerbated by hormonal instability and mood swings;
the anxiety over the unwanted pregnancy; the drama of the pregnancy test; often,
the difficulty of making the decision, then the waiting before the abortion can take
place; perhaps protesters in front of the clinic; the abortion clinic waiting room,
crowded perhaps with other emotional women and men; the abortion itself —the
doctors and nurses, the stirrups, the vacuum or other machinery —then the recovery
room; the pain and bleeding afterward. All these dramatic experiences are likely to
provide her with indelible memories. A woman may return to them and relive them
over and over.

e And to cap it off, as a woman she is more vulnerable to depression and anxiety, and
to post-traumatic stress disorders.

Thus, though a woman can decide rationally to have an abortion, afterwards the other shoe
may drop--and it may drop very hard indeed. For the thousands of women on
www.afterabortion.com and similar websites, a terrible and shocking reaction sets in after
their abortion, Many women have discovered that somewhere down in their psyche—deep
in their limbic system—they were already in a living relationship with the fetus, their “baby”
(though they may have thought they thought it was just a random clump of cells). Often what
lasts is not the relief or the power of the logical arguments: these may prove very short-lived.
It is, rather, the failed, betrayed relationship between the woman and her fetus—now, in
her mind, her dead baby—that has staying power.

Many of these women feel “haunted” (their word) by their lost child. They cry: “I miss my
baby!” “It has been three years, and I still think of my baby girl every single day!” “I want
my twins back!” The babies they *****, they now desperately want to love, to hold. (Those
asterisks represent one of the words—“killed” —that are so painful and triggering that their
use is prohibited on www.afterabortion.com.) A good many women on the website have
named the aborted baby, which appears to promote healing,.

For some women, this surprising and terrifying shift from cool logic to hot maternal feelings
may be the result of particular experiences: seeing the fetal heartbeat on a sonogram, or
watching a pair of twins move; or, in a medical abortion at home, recognizing that what fell
into the toilet bow] was not (as they had thought it would be) undifferentiated tissue but,
rather, “a tiny, pale-gray baby,” and then agonizing over the dilemma of what to do with it
(flush it down the toilet? bury it—and where?).

Sometimes, however, the shift cannot be explained by any one particular memory. Their
reaction seems more profound and inexplicable than that—more hard-wired. Women care

about relationships--and a woman'’s relationship to her baby is one of the most powerful of
all.
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If we look at all this in evolutionary terms, we cannot be surprised. Human mothers (unlike
the females of most other species) produce few offspring. For infants to survive, they must be
very carefully tended and protected, over many years. Historically, culturally, the investment
of women in their young has been tremendous. Billions of mothers have lavished their time,
energy, and attention— their love—on their children. And what is the reward, the
reinforcement for all this maternal time and effort? What does the mother get out of it?
Whatever it is, it must be a reliable, immediate, and strong reinforcement. Otherwise, infant
mortality - always high in the human and primate past—would have led to our extinction.
Thus, we should not be surprised that human mothers are richly rewarded —by their own

feelings, their own brain responses, their own chemistry - for good mothering, and that they
are emotionally punished, internally, for failure.

What to do for these wounded women? Afterabortion.com provides an impressive virtual
support system: women from around the world send hugs, visualized as “(((hugs!!)))”, and
loving messages of support, understanding, and affirmation to each other. Thus, women
from around the world “tend and befriend” these suffering women. After a while, many who
were previously beside themselves with grief write in to say that they are now feeling better;
they are healing; they have stopped hating themselves; they feel once again that they have a
future. This valuable sisterhood is supplemented, for many women, by psychotherapy of
some form.

But can’t we work to prevent at least some women from having to experience this painful
surprise? One important change would surely be for the medical and psychological
—, / professions, and the university health centers, to be more honest about the psychological
P impact of abortion on substantial numbers of women. Is it not like the fine print on
prescriptions?: “This medication may cause internal bleeding, or blindness, or [other grave
side-effects].”

Some women appear to have no regrets whatever after abortion: see www.Imnotsorry.net.
Some experience modest sadness. But for many women, their abortion turns out to have been
a nightmare from which they cannot wake up. Some awaken each morning to that. Women
and those who advise them need to be more aware of this risk, and why it occurs. Human
beings—and women in particular —are not just cortex, not just what used to be called “gray
cells.” Women need to be told the truth. They need to be prepared for what may be the
consequences of this major life decision.

This is what informed choice means.

Evelyn Birge Vitz is Professor of French and Affiliated Professor of Comparative Literature at New
York University. Paul C. Vitz is Professor Emeritus of Psychology at New York University and
Senior Scholar at the Institute for the Psychological Sciences.

Copyright 2010 the Witherspoon Institute. All rights reserved.
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Britain Needs Informed Consent Laws to Lower Abortion Rates: Pro-Abortion MP

By Hilary White

LONDON, November 12, 2010 (LifeSiteNews.com) — Britain’s abortion rate could be lowered with the adoption of laws }equiri'ng ) -
women to be given full information as to the effects of abortion, a British MP said earlier this month. Nadine Dorries, the MP for
Mid Bedfordshire, believes abortion should remain legal, but has campaigned consistently for more restrictions.

Dorries said in a debate in the House of Commons on November 2 that in
_Germany, France, Belgium, Finland, informed consent laws have made the
i, t ] *—“N
“abortion procedure a far kinder one for women.

“All those countries with good informed consent legisiation had significantly
ey = ] ) ———

lower than average daily abortion rates than the countries that do not have
such informed consent legislation. Although a causal link is impossible to
prove these figures suggest that informed consent legislation might prove a
good way of reducing Britain's abortion figures.”

Britain’s abortion rate, one of the highest in Europe, slowed slightly last year,
but still came close to 200,000, or approximately 572 per day.

Nadine Dorries, MP for Mid Bedfordstire.

"A woman has an assurned right to choose,” Dorries said. “However, she apparently has no right whatever to any information on
which to make that choice.”

For any minor surgery, she continued, doctors are required to explain it to patients in detail. They are required to discuss
possibie pain, the dangers of general anaesthetic and post-operative progress Is checked in follow-up appointments. “A woman
who has an abortion has none of that.”

“Before the woman received the procedure, she might have feit coerced, pressurized or bullied into the abortion. To her, it might
have been a life or the beginning of a life - depending on her perspective. She might have had a seed of doubt, but once she was
on the conveyor belt to the clinic, she might have felt helpless and unable to step off.”

“Abortion in this country is an industry from which a small number of organisations and individuals make vast amounts of money.
No sensible person would condone this.”

Anne Milton, a minister with the Department of Health, responded for the Government, saying that reducing the abortion rate is
“an absolute priority” for the coalition government and that “advances” had been made to ensure women have “safe, legal
abortions.”

Milton said that a White Paper report is scheduled to be issued later this year which will set out the Government’s position in
mote detail, and promised that the results of a review of the evidence surrounding mental heaith consequences of abortion will
be published naxt year.

In the same debate, Andrew Selous, MP for South West Bediordshire, pointed out that the cost of “counseting” for abortion is
only covered by the public heaith service if the abortion goes ahsad. The woman pays herself if she decides to allow her child to
live.

Moreover, Dorries said, that only "minimal” counseling is available from NHS hospitals and private abortion facilities, and that in
those places, there is a natural “conflict of interest.” If a woman is not interested in aborting her child, “no alternative counseling is
provided to negate that option.”
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Dorries dectied the laxity of the existing restrictions that require the consent of two physictans. "Abortion clinics freely admit that
consent forms pile up in their offices, waiting for the second signature, long after the event has taken place.”

But Andrew Stephenson, head of the pro-life group Abort 67, told LifeSiteNews.com that if he had Dorries in front of him, he
would ask her, “Why do you want to restrict abortion? If abortion isn’t killing a small human being, then why have any restriction
on it?”

Stephenson, with colleague Catherine Sloane, recently made headlines when they were arrested for showing large graphic
images of abortion outside the Marie Stopes private abortion facility in Brighton as part of the Genocide Awareness Project
movemant.

He said, “You've got to ask yourself why. If there’s nothing wrang with abortion, then you can support it without any restriction. So
why does Dorries want greater restrictions but not to outlaw it? But if it's true that abortion kills an innocent human being, how
can she support it?”

Stephenson and Sloane speak to women at Britain’s abortion facilities, and say that their experiences show that “gifls don’t know
the facts about abortion.”

“That's perfeclly true. Women have told us that they’ve been told by doctors that their baby was just a ‘mass of tissue’ like a
kidney bean. So clearly something needs to be done, these women need more information.”

But there is a question of bias and motive, he said. "Whether | trust those people who would kill these women’s babies to give
them genuinely accurate information is another question.”

“You've got to ask whether someone who is willing to kill a baby would give the sort of information required to help a woman
make an informed decision,”

The work of Abort 67, which includes a website featuring graphic images and videos of abortions and aborted children is to
inform women of the grisly reality of what abortion really does to a child.

The women going into abortion facilities, Stephenson said, are often “in no fit state” to make such decisions. “They're often being
dragged by their friends or families or boyfriends or husbands, and are not capable of understanding what is happening.”

Instead, Stephenson said, “Society as a whole needs a fuller information on this. We need to reach those who are pressuring
girls to abort before the situation arises.”

The group aims to do sornething “much more broad” than glving information to “a girl sitting in a doctor's surgery hearing a few
stats and facts.”

“We do know that when girls see the reality of abortion up front, they change their minds. | would agree that in our experience
that's been the case many times.” This shows the need for a nation wide information campaign. “We need to see girls in schools
being properly informed about what abortion is, before they get to the stage when they’re having to make this decision.

“If we're serious about reducing abortion numbers, we need to be educating men and women from an early age about the truth of
abortion. Only when the truth is known everywhere will we decrease those numbers.”

“We've seen it on a smali scale and we know it would work on the larger scale.”
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From Suicide to Conversion: Recovering From
an Abortion

by Jewels Greeri | Washington, DC | LifeNews.com | 12/19/11 5:57 PM

After trying to Kill myself to escape the overwhelming guilt after my abortion, | Emait
emerged from my month spent in an adolescent psychiatric unit with an
incongruous newly-found zeal for abortion rights.

Within weeks of my discharge from the psych unit, | found myself on a bus to Washington, D.C. to march
for abortion rights and soon after | began volunteering as an escort for a first-trimester abortion clinic. An
advanced degree in psychology isn't necessary to see that | was plainly trying to assuage my guilt (and
protect my delicate and damaged psyche) by assuming the precise opposite of what | truly believed. Freud
called this reaction formation, one of many coping strategies he dubbed defense mechanisms. | certainly
took reaction formation to the extreme by espousing the most diametrically opposed position of my
innermost heart when | accepted the offer of a job at an abortion clinic.

| completely bought the bill of goods | was sold: that abortion was somehow
linked to women's equality, that giving birth and making an adoption plan for an
unwanted child (rather than killing it by abortion) was somehow unduly
burdensome for a pregnant mother, and that countless women would die if
abortion was illegail. (Naturally, | no longer believe any of that propaganda.)
Combine all of this with my unconscious overwhelming need to repressftransform
my personal feelings about my abortion—and my longing for my lost child-—and it
created the perfect recipe for a die-hard abortion rights advocate.

We all truly believed we were offering women an innocuous, much-needed, and unfairly-maligned
“medical” service. Although violence was not common, every publicized incident—but especially the
murders, as well as the non-violent invasion, occupation, and blockade of the clinic where | worked—
steeled our resolve in our self-righteous insistence that abortion remain safe and legal. Not surprisingly, it
is easy to discount the opinions of people you think are trying to kill you.

As strange as it may sound now, my years spent working at the clinic were some of the best of my life. The
camaraderie at work created a family-like atmosphere—it was a nearly all-female workplace (with the
exception of a few of the doctors)}—and as a very young woman (I worked there from age 18 — 23) | found
this inspiring.

Then | started having nightmares—nightmares that were no longer only about my lost baby—but about all
of the babies killed by abortion where | worked every day, all of the babies killed by abortion everywhere.
My sleep was haunted by tiny limbless phantom babies... But even then, my desire to survive in a world
without my child—because i'd killed him—warped my mind into believing that if all of these strong, capable
women | worked with thought abortion was OK, | must be able to believe that toc. So | pushed down the
unpleasantness—muzzled my pesky conscience—and | kept going back to work, day after day. It wasn't
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. unti} many years and innumerable nightmares later that | finally opened my eyes to the brutal and barbaric
truth: abortion is murder.

A cold day a year ago, | found myself contemplating the bizarre and unnatural process of in-vitro
fertilization and surrogacy. After learning of a surrogate mother who accepted payment of her surrogacy
contract in full to abort the innocent baby with Down syndrome she was carrying for an infertile couple,
something finally (finally!) clicked in my mind—pregnancy was now a commercial transaction: the little
helpless human a commodity to be conceived, sold, bought, and disposed of at will—how gruesome and
indefensible and reprehensible~—and | had been a part of that “industry” for years.

My conversion to the pro-life worldview could never have happened without the courageous public
testimony of Abby Johnson, the former Planned Parenthood Director who experienced a profound change
of heart after watching an ultrasound-guided abortion, best described in her amazing book, Unplanned.
Her courage and strength in the face of overwhelming opposition from her former employer (and former
friends and co-workers) inspired the confidence | needed to fully change my mind and support the inherent
right-to-life of all human beings from conception to natural death.

Within weeks of self-identifying as pro-life | began donating my time, talents, and treasure to the cause: |
joined Feminists for Life, the Susan B. Anthony List, and Pennsylvanians for Human Life. Then | sought
out my locat chapter of 40 Days for Life and attended my first vigil outside of the hospital where my third
son was born, and where abortions are performed. Next | began speaking to local church leaders about
helping to support Amnion Crisis Pregnancy Centers. Taking these steps to help support the pro-life
movement, and to foster the changing of hearts and minds, has been a transformative experience for
which | am grateful. But | still miss my baby, and no amount of dollars | donate will make that pain go
away.

LifeNews Note: This is Part Three of a series on post-abortion recovery. See part one at | Tried to Take My
Life to Erase the Pain of My Abortion and part two at Recovering From a Suicide Attempt After Abortion
Depression. Jewels Green is a post-abortive mother of three who worked in an abortion clinic before
becoming pro-life. Walch for the next installment in this series of post-abortion pain and recovery,
“Abortion Hurts, Part 2: The Psychiatric Hospital” coming soon. Green writes for the Live Action blog and
this column is reprinted with permission.
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Suicide

» b times higher suicide rate. Abotting women were six-seven times more likely to commit suicide in the following year than
were delivering women.' A study of women for up to eight years after the preganncy ended found a 2.5 times higher suicide
rate after abortion than after giving birth.?

e Tip to 60% have suicidal thoughts. In a study in a major scientific journal, 31% of women had thoughts of suicide after
undergoing an abortion.? In another survey, approximately 60% of women with post-abortion problems reported suicidal
thoughts, with 28% attempting suicide and half of those attempting suicide two or more times.*

Depression
o 65% higher risk of clinical depression. Women who aborted were 65% more likely than delivering women to be at risk of

long-term clinical depression after controlling for age, race, education, marital status, income, and prior psychiatric state.?

e Depression risk remained high, even when pregnancies were unplanned Among women with unintended first pregnancies,
ahorting women were at significantly higher risk of long-term clinical depression compared to delivering women *

Trauma

s 6£5% report symptoms of post-traumatic stress disorder. 65% of U.S. women who had abortions experienced multiple
symptoms of PTSD, which they attributed to their abortions. Slightly over 14% reported all the symptoms necessary for 2
clinical diagnosis of abortion-induced PTSD?

¢ 60% said they felt “part of me died.” In the above study, 60% reported that they felt “part of me died” after their abortions ?

*  More psychiatric treatment. Compared to women who deliver. women who abort are more than twice as likely to be
subsequently hospitalized for psychiatric iliness within six months.” Analysis of California Medicaid records shows that women
who have abortions subsequently require significantly more treatments for psychiatric iilness through outpatient care®

«  Multiple disorders and regrets. In a study eight weeks after abortion, 36% of women experienced sleep disturbances, 31%
had regrets about the abortion, 2nd 11% had been prescribed psychotropic medicine by their family doctor?

¢ Generalized anxiety disorder. Among women with no previous history of anxiety, women who aborted a first, unplanned
pregnancy were 30% more likely to subsequently report ail the symptorns associated with a diagnosis for generalized anxiety
disorder, compared to women who carried to term.*

= Sleep disorders. In a study of women with no known history of sleep disorders, women were more likely to be treated for sleep
disorders after having an abortion compared to giving birth (nearly twice as iikely in the first 180 days afterwards). Numerous
studies have shown that trauma victims often experience sieep difficulties.”

«  Disorders not pre-existing. A New Zealand study found that women had higher rates of suicidal behavior, depression, anxiety,
substance abuse, and other disorders after abortion. The study found that these were not pre-existing problems.®

Eating disorders & substance abuse

«  39% had eating disorders. In a survey of women with post-abortion probtems, 39% reported subsequent eating disorders.

= Five-fold higher risk of drug and alcohol abuse. Excluding women with a prior history of substance abuse, those who abort
their first pregnancy are 5 times more likely to report subsequent drug and alcohol abuse vs. those who give birth.'*

continued P
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Divorce and chronic relationship problems

o Women with 2 history of abortion are signiftcantly more likely to subsequently have shorter relationships and more
divorces.

»  More poverty and single parenthood after repeat abortions. Women who have more than one abortion (nearly half of
those seeking abortions each year'8) are mare likely to become single parents and to require public assistance.”

s 30-50% of post-abortive women report experiencing sexual dysfunctions such as promiscuity, loss of pleasure from
intercourse, increased pain, and aversion o sex and/or men.™

«  Studies have identified factors that put women at risk for negative reactions to abortion, including feeling pressured to
abort, lack of support, being more religious, prior emotional or psychological problems, adolescence, being unsure of her
decision, and receiving little or no counseling prior to abortion."”

To find out more, including pregnancy help and post-abortion resources, visit TheUnChoice.com
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Physical Risks
Life-Threatening Risks of Aborlion

Higher death risk, 6 times higher suicide rate

Compared to pregnant women who had their babies, pregnant women who aborted were ...

¢ 3.5 times more Hkely to die in the following year ¢ 1.6 times more likely to die of natura! causes
« 6 times more likely to die of suicide 14 times more likely to die from homicide
» 4 times more likely to die of injuries related to accidents’

Another study found that, compared to women who gave birth, women who had abortions had a 62% higher risk of death from all
causes for at least eighf years after their pregnancies. Deaths from suicides and accidents were most prominent, with deaths from
suicides being 2.5 times higher?

Causes of death within a week — The leading causes of abortion-related maternal deaths within a week of abortion are hemor-
rhage, infection, embolism, anesthesia complications, and undiagnosed ectopic pregnancies

Cancer — Significantly increased tisk of breast cancer, cervical cancer, and iung cancer (probably due to heavier smoking patierns
after abortion).*

Immediate complications — About 10% suffer immediate complications; one-fifth of which are life-threatening,’ These risks
include hemorrhage, cervical injury, perforation of the uterus, infection, embolism, chronic pain, and anesthesia complications.

31% suffer health complications— A recent study published in a major medical journal found that 31% of American woren
sutveyed who had undergone abortions had health complications.’

80%-180% increase in doctor visits — Based on health care sought before and after abortion. On average, there is an 80%
increase in doctor visits and & 180% increase in docior visits for psychosocial reasons after abortion.’

Self-destructive lifestyles, spiraling health problems — Increased risk of promiscuity, smoking, drug abuse, and eating disorders,
which all put the woman at increased risk for other health problems.®

infertifity and life-threatening reproductive risks

Abortion can damage reproductive organs and cause long-term and sometimes permanent problems that can put future pregnancies
at tisk. Women who have abortions are more likely to experience ectopic pregnancies, infertility, hysterectomies, stillbirths, miscar
riages, and preniature births than women who have not had abortions.’

Reproductive complications and problems with subsequent deliveries

Pelvic Inflammatory Disease — Abortion puts women at risk of pelvic inflammatory disease (PID), a major direct cause of
infertitity. PID also increases risk of ectopic pregnancies. Studies have found that approximately one-fourth of women who have
chiamydia at the time of their abortion and 5% of women who don't have chlamydia will develop PID within four weeks afterwards.™

Placenta Previa — After ahortion, these is 2 seven- to 15-fold increase in placenta previa in subsequent pregnancies, a life-
threatening condition for the mother and baby that increases the risk of birth defects, stilbirth, and excessive bleeding during labor

Ectopic Pregnancy -— Post-abortive women have a significantly increased risk of subsequent ectopic pregnancies,” which are life
threatening and may result in reduced fertility.

Endometritis, a Major Cause of Death ~— Abortion can result in for endometritis, which can lead to hospitatization and infertility
prablems. 1t is a nuajor cause of maternat death during pregnancy

Women who abort twice as likely to have pre-term or post-term deliveries." Women who had one, two, or more previous

continued »
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induced abortions are, respectively, 1.89, 2.66, or 2.03 times more likely to have a subsequent pre-term delivery, compared to women who
carry to term. Pre-term delivery increases the risk of neonatal death and handicaps. Women who had one, two, or more induced abortions
are, respectively, 1.89, 2.61, and 2.23 times more likely Lo have a post-term delivery (over 42 weeks).

Death or disability of newborns in later pregnancies — Cervical and uterine damage may increase the risk of premature delivery,
complications of tabor, and abnormal development of the placenta in later pregnancies.” These complications are the leading causes of

disabilities amonyg newborns,

To find out more, including pregnancy and post-abortion resources, visit TheUnChoice.com

1. M Gissler et. al., “Pregnancy Associated Deaths in Finkand 1987-1994 - definition problems and benefits of record linkage,” Acte Obsetriciu ef Gynecologica
Scandinavica 76:851-657, 1997; Mika Gissler, Elina Hemminki, Jouko Lonnqvist, “Suicides after pregnancy in Finland: 1987-94: register linkage study” British
Medical Journal 313:14314, 1996; and M. Gissler, “Injury deaths, suicides and homicides associated with pregnancy, Finland 1987-2000," Exeropean J. Public
Health 15(53:4359-63, 2005 .

2. BC Reardon et al,, "Deaths Associated With Pregnancy Outcome: A Record Linkage Study of Low Income Women,” Southern Medical journal 95(8).834-41,
Aug, 2002,

3. Kaunitz, “Causes of Matemal Mortakity in the United States, Obsteirics and Gynecology 65(5), May 1985

4 H.L. Howe, et al,, “Early Abortion and Breast Gancer Risk Among Women Under Age 40," Infernational Journal of Bpidemiology 18(2):300-304, 1989; L1
Rementtick, "Induced Abortion as A Cancer Risk Factoe: A Review of Epidemniological Evidence,” Journat of Epidemiological Community Health 1990, M.C. Pike,
"Oral Contraceptive Use and Early Abortion as Risk Factors for Breast Cancer in Young Women," Brilsh journal of Cancer 43:72, 198%; M-G, Le, et al,, "Oral
{ontraceptive Use and Breast or Cervical Caneer: Prelirninary Results of a French Case- Control Study, Hormones and Sexual Factors in Human Cancer Eliology
el. JP Wolll, et al,, {New York, Excerpta Medica, 1984) 139-147; F. Parazini, et al,, “Reproductive Factors and the Risk of Invasive and Intraepithelial Cervical
Neuplasia,” British jmernal of Cancer 59:805-809,1989%; H.L. Stewart, et al., "Epidemiology of Cancers of the Uterine Cervix and Corpus, Breast and Gvary in Israel
and New York City," Journal of the National Cancer Institute 37(1):1-96; 1. Fujimoto, et al., "Epidemiologic Study of Carcinoma in Situ of the Cervix,” fournal of
Reproductive Medlicine 30(7):535, July 1985; N. Weiss, "Events of Reproductive Life and the Incidence of Epithelial Gvarian Cancer," . J. of Epideniology,
117(2):128-139, 1983; V Betal, et al., "Does Pregnancy Protect Against Ovarian Cancer" 7he Zacet 1083-7, May 20, 1978; . Lavecchia, et al., "Reproductive Factors
and the Risk of Hepatocellular Carinoma in Wemen," nfernational Journal of Cancer 52:351,1992.

5, Frank, et.al., "Induced Abortion Operations and Their Early Sequelae,” journal of the Roval College of General Practitioners 35(73):175-180, April 1985; Grimes
and Cates, *“Abortion: Methods and Complications”, in Humsan Reprodiuction, 2nd ed., 796-813; MA. Freedman, "Comparison of complication rates in first
trirmester ahortions performed by physician assistants and physicians,” 4772, J. Public Health 76(5):550-554, 1986).

6. Vit Rue e al., “Induced abortion and traumatic stress: A preliminary compasison of American and Russian women,” Medical Science Monstor 10(10): SR5-16,
2004

7. B Ney, etal,, “The Effects of Pregnancy Loss on Women's Health,” Soc. S6i. Med. 48(9):1193-1200, 1994; Badgley, Caron, & Powell, Report of the Commaitiee or the
Aborfion Law (Ottawa: Supply and Services, 1997) 319-321.

8.T Burke with D. Reardon, Forbidden Grigl- The Unspoken Pairn of Abortior: (Springfield, IL: Acorn Books, 2002), see ch. 13 and 15.

9, Steahair, T. Detrimental Bffects of Abortion: An Annotaied Bibkiography with Commentary (Springfield, IL: Acom Books, 2002) 168-206.

0. Radberg, et al,, "Chlamydia Trachomatis in Relation to Infections Following First Trimester Abortions,” Acta Obstricia Gynoecological (Supp. 93), 54:478, 1980;
L. Westergaard, “Significance of Cervical Chiamydia Trachomatis Infection in Post-abortal Pelvic Inflammatory Disease," Obstefrics and Gynecology 60(3):322-325,
1982; M. Chacko, et al., “Chlamydia Trachomatosis Infection in Sexually Active Adolescents: Prevalence and Risk Factors,” Pediatrics 73(6}, 1984; M. Barbacci, et al,
"Post-Abortal Endommetritis and dsolstion of Chlamydia Trachomatls," Obsteirics and Gynerology 68(5):668-690, 1986; S. Duthrie, et al., "Morbidity After
‘Termination of Pregnaney in First-Trirtiestes,” Gemnitpurinary Medicine 63(3):182-187, 1987.

1}. Basrett, et al,, “Induced Abortion: A Risk Factor for Placenta Previa®, dmerican Journal of Ob&Gyn. 1417, 1981

12. Dalinget.al., “Eciopic Pregnancy in Relatien to Previous Induced Abortion”, /. American Medical Asseciation 253(7):1005-1008, Feb. 15, 1985; Levin, et.al.,,
"Ectopic Pregnancy andl Prior Induced Abortion”, American J. Public Health 72:253, 1982, C.S. Chung, "Induced Abortion 2nd Ectopic Pregnancy in Subsequent
Pregnancies," dmerican. . Epiderniolagy 115(6):879-887 (1982).

13. “Post-Abottal Endometritis and Isolation of Chiamydia Trachomatis,” Obstetrics and Gynecology 68(5):668- 690, 1986); P. Sykes, “Complications of termina-
tion of pregnancy: a retrospective study of admissions to Christchurch Women's Hospital, 1989 and 1990, New Zeland Medical journal 106; 83-85, March 10,
1993; § Oser and X ersson, “*Postabortal pelvic infection associated with Chlamydia trachomatis infection and the influence of humoral immunity,” Am ] Ohstat
Gynecol 150699, 1984; B. Hamark and L Forssman, “Postabortal Endometritis in Chlamydia-Negative Women- Association with Preoperative Clinical Signs of
Infection,” Gynecof Obstet Invest 31:102-105, 1991; and Strahan, Defrimental Effects of Abortion: An Annolated Bibliograply With Cornmentary (Springfield, IL:
Acom Books, 2602) 169,

14, Zhou, Weijin, eL. al., "Induced Abortion and Subsequent Pregnancy Duration,” Obstetrics & Gynecology 94(6):948-953, Dec. 1999,

15. Hogue, Cates and Tietze, “Impact of Vacuum Aspiration Abortion on Future Childbearing: A Review", Feamaily Planming Perspectives 15(3), May-June 1983,

[



Key Facts — Abortion’s Impact
Coercicn, Trauma, Griel, Injury, Death

Most abortions are coerced or unwanted, based on insufficent information

64% involve coercion. A study published in a major international medical journal found that 64% of American women
who had abortions felt pressured by others” Coercion can include loss of home, job or famiiy, and even violent assault?

Up to 83% wanted to have the baby. In a survey of women who sought help after abortion, 83% said they would have
carried to term if they had received support from the baby’s father, their family, or other important people in their lives?

In 95% of cases, men play a central role in the decision to abort according to a survey of women at abortion clinics.!

Hushands and boyfriends threaten women at the clinic. A former abortion clinic security guard testified before the
Massachusetts legislature that women were routinely threatened and abused by the husbands and boyfriends who ook
them to the clinics to make stre they had abortions.s

Dangerous consequences if she resists. Coercion can escalate to violence and even murder* Homicide is the leading
killer of pregnant women.® The “Forced Abortion in America” report includes examples of molesters posing as fathers to
procure cover-up abortions and women being fired, beaten, shot, stabbed, tortured or killed for refusing to abort.?

Not given enough information.

e (7% said they received no counseling beforehand.
= 84% reported they received inadequate counseling beforehand.
€ 54% were niot sure about their decision at the time, et 79% were not counseled about alternatives.'

Rushed into abortion. Many women may be making hasty, ill-considered decisions for abortion, according to journal
articies by the National Abortion Federation. 7 One in five women served by their clinics are philosophically and morally
opposed to abortion.5A recent study found that 52% needed more time to make their decision.!

Deception and sales tactics. Many who sought answers and help, instead encountered pressure from “eounselors”
trained to sell abortions in profit-driven clinics.’ In a survey of women experiencing problems after abortion:

e 60% said counselor’s advice was very biased e 44% hoped to find an alternative
¢ 60% were uncertain of their decision e 71% felt their questions were ignored or trivialized}

After Abortion

Health complications

o 31% suffered health complications.!

¢ About 10% suffer irnmediate complications; of which one-fifth are life-threatening. Hemorrhage, endotoxic
shock andanesthesta complications are among the many potential problems. "

«  Women also risk infertility or problems with future pregnancies, such as ectopic pregnancies, labor compli-
cations, miscarriages, stillbirths or premature births, the leading cause of birth defects.”

Traumz and suicide

o (5% suffer multiple symptorms of post-traumatic stress disorder.!

. 2% increased risk of death from ali causes, including suicide.®

® Suicide rates are 6 times higher if women abort vs. giving birth."

o 60% of womnen who had abortions said they felt that “part of me died.

]

continued »

Elliot Institute: AfterAbortion.org @ Fact Sheets, Outreach: ThelUnChoice.com



Increased awareness and declining abortion rates

Majority of women oppose abortion on demand. A poll by the Center for the Advancement of Women, which supports
abortion, shows more than half of American women oppose abortion on demand. Legal abortion was the next to Last

priority for women."

Abortion rates steadily dropping. There has been a slow steady drop in abortion rates over the last 15 years, in part
because of raised awareness that abortion is not a “quick and easy” solution.” 77% of Americans now realize that abortion
takes # life, including one-third of those who describe themselves as strongly pro-choice.

Few regret keeping unintended babies. Studies of women who sought but did not have abortions show that few, il any,
fater regret their decision or suffer psychological problemns from having an unintended child.”

Bven in hard cases, women don’t want abortion ...

Victims say it only intensifies the trauma. In a survey of women who became pregnant through rape or incest,
many only aborted because they felt pressured to do so and said abortion only increased their grief and trauma.

@ 70% had their babies, and none regretted their decision.
® 78% of those who aborted had regrets and said that abortion was the wrong solution.'®

Petition for Hearings. An Ad Hoe Cormmittee of Women Pregnant by Sexual Assault has put together a Petition to
Congress and State Legislators to request hearings on this issue. (For a copy of the petition, see the "Hard Cases
Booldet” at www theunchoice.com/resources.htm).

Americans want more research into abortion’s impact on women. The majority of voters surveyed believe government-
funded research on women's emotional reactions to abortion should be a high priority.*

Assembly-line medicine

Impersonal clinics. More than 80% of all abortions are done in non-hospital facilities, at clinics devoted solely to provid-
ing abortions and contraceptive services. Most abortions are done by a stranger who has no relationship with the patient,
either before or after the procedure. Often women do not retum for post-surgical care.”

Low standard of care. The standard of care is often poor. Some abortionists move from state to state to avoid investigations
and patient complaints.®

Failure to screen for known risk factors. (Screening would eliminate 70% or more of all abortions.)

Most abortionists don’t screen for risk factors or determine whether abortion will benefit their patients. Proper screening
would eliminale 70% or more of all abortions.®

Profit-driven clinics, high-pressure “counseling.” Many abortion “counselors” are not licensed counselors. Some are
trained to “sell” abortions and ease women's concemns so they will be more likely to abort, thus increasing clinic profits?

The joumney toward healing

In the U.S., over 50 million women and men have lost a child to abortion. Many are realizing they are not alone and
finding that hope and healing are possible. Experts estimate that post-abortion healing programs have already served as
many as 20 million women and others impacted by abortion. Learn more at www.utheunchoice.com/healing.htm.

More information on unwanted abortions and aborlion risks can be found in ihe special report, “Forced Abortion in
America," and in our Research Booklet. Both can be downloaded for free at wuww theunchoice.com/resonress.itm. For
current news and updates on abortion research and risks, see www.theunchoice.com/news.him.
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Normal Breast Physiology

The Reasons Hormonal Contraceptives
and Induced Abortion Increase
Breast-Cancer Risk
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Abstract

A woman gains protection from breast cancer hy completing a full-term
pregnancy. Tn utero, her offspring produce hormones that mature 85
percent of the mother s breast tissue into cancer-resistant breast tissue.
If the pregnancy ends through an induced abortion or a premature birth
before thirty-two weeks, the mother s breasts will have only partially
matured, retaining even more cancer-susceptible breast tissue than
when the pregnancy began. This increased amount of immature breast
tissue will feave the mother with more sites for cancer initiation, thereby
increasing her risk of breast cancer. Hormonal contraceptives increase
breast-cancer risk by their proliferative effect on breast tissue and their
direct carcinogenic effects on DNA. Hormonal contraceptives include
estrogen-progestin combination drugs prescribed in any manner of de-
livery: orally, transdermally, vaginally, or intrauterine. This article pro-
vides the detailed physiology and data that elucidate the mechanisms
through which induced abortion and hormonal contraceptives increase
breast-cancer risk.

Since 1957, a large number of epidemiological studies have suggested
a link between induced abortion and breast cancer,' with other studies indi-
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Long before birth, her baby’s chemical signals
began the process of breast growth and matura-
tion that make breagstfeeding possible. And it is
only through a full-term pregnancy and lacta-
tion that a woman acquires her greatest protec-
tion against breast cancer.

Reproductive breast cancer risks and breast lobule maturation

Breast maturity is closely correlated with known reproductive risk factors for breast cancer. The
breast is not fully developed at birth. At full development, the breast is comprised of I5- 25 lobes or
segments which are in turn comprised of lobules. Lobules in turn are composed of breast cells.

There are 4 types of lobules whose structural
differences appear under the microscope.

These lobules represent different stages of devel-
apment and maturity of breast tissue.

Type |, 2 & 3 lobules are differentiated by the aver-
age number of ductules per lobular unit:

Type | has I{; Type 2 has 47; Type 3 has 80.

Type 4 lobules are fully matured and contain colos-
trum or milk.

Type 1 lobules mature into Type 2 lobules under
the cyclic influence of the female hormones, estrogen
and progesterone, during menstrual cycles. Type 2 lob-
ules only become fully mature into Type 3 then Type 4
lobules under the influence of the hormonal changes of
a full-term pregnancy. A major influence in this final
stage of maturation into Type 4 lobules is human pla-
cental lactogen (hPL) which sharply rises during the last
few months of pregnancy. Human chorionic gonadotro-
pin  (hCG, which stimulates the ovaries to produce
estrogen and progesterone within a few days after con-
ception) and prolactin also play a major role in matura-
tion. HCG and hPL are made in the mother’s womb
during pregnancy. HCG also stimulates the ovary to
produce inhibin, a cancer suppressing hormone, in-
creasing protection of the mother even more.

Actual photomicrographs
of human breast lobules

These 4 types of lobules are also metabolically
different and have different breast cancer poten-
tial.

Type | & 2 lobules have more estrogen and proges-
terone receptors than Type 3 which cause them to
grow through mitosis (cell division) when estrogen and
progesterone levels are elevated. Mitosis requires repli-
cation of DNA (genes) and therefore can result in muta-
tions.

Mitosls Mutated Cells Mutating
@ Normal braast celt @ 1st Mutation
VA /

. 2nd Mutation

606 B

*~Cancer cell

EDE ©

Mutated cells also undergo mitosis. Multiple mutations
can cause cancer cells to form. Cells of Type | & 2 lob-
ules also multiply faster than Type 3 resulting in more
chances for mutations to occur. This growth
(proliferation) under estrogen and progesterone stimula-
tion explains the cancer causing properties of estrogen/
progestin combination drugs.

Type | lobules are where ductal cancers start.
These account for at least 85% of all breast cancers.

Type 2 lobules are where lobular cancers start.
These account for about 12% of all breast cancers.

Type 3 lobules are cancer resistant when they are the
result of the regression of Type 4 lobules after birth
and weaning.

Type 4 lobules are cancer resistant.
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At birth, after the mother’s hormones dissipate, a small
amount of breast tissue lies dormant under the infant's
nipple & areola.

At puberty, when the ovaries produce cyclic elevations
of the fermale sex steroid hormones, estrogen and proges-
terone, the breast enlarges. However, only Type { and 2
lobules are formed, which are where ductal and lobular
cancers start respectively, Most of the breast tissue is
stroma (tissue surrounding the lobules). The lobules ac-
count for about 10% of the breast tissue.

After puberty, there is a reduction in stroma and lob-
ules account for 30% of the breast tissue: 75% are Type |
and 25% are Type 2 lobules with a few Type 3.

The “susceptibility window,” the period between
puberty and a full-term pregnancy, is the time
the breast is most susceptible to forming cancer;
i.e.,, when the woman’s breast is composed pri-
marily of Type | and 2 lobules.

After_conception, the baby secretes hCG, stimulating
the ovaries to produce the pregnancy hormones estrogen
and progesterone, which cause the breast to start to
enfarge by making greater numbers of lobules. This
causes the mother’s breast to feel sore and tender.

By the end of the |* trimester, during the maturation
of Type | lobules into Type 2, the actual numbers of

these lobules will increase while the surrounding tissue
(stroma) decreases. The breast now has more places for

. cancers to start.

By mid 2™ trimester, the breast has doubled in vol-
ume and has continued to mature rapidly under the influ-
ence of placental lactogen. The breast is now 70% Type 4
cancer resistant lobules and 30% immature cancer suscepti-
ble lobules.

By the end of the 3" trimester, 85% of the breast is
fully matured to Type 4 lobules and only 15% remain imma-
ture cancer susceptible lobules, leaving fewer places for
cancer to start,

e
i

The breast maturation process through a normal full-term pregnancy

At delivery, the mother’'s breasts are now predominantly
Type 4 lobules. They are fully mature and resistant to car-
cinogens, resulting in ilower long-term risk of breast can-
cer for the mother.

While breastfeeding, the mother’s menstrual cycles may
stop or become anovulatory, further reducing her risk.

After weaning, Type 4 lobules regress to Type 3 and the
breasts get smaller again. However, there is evidence of per-
manent changes in the genes of these Type 3 lobules
which confer life-long cancer resistance even after meno-
pause when they further regress to Type 1.

These facts of the breast maturation process ac-
count for the following kknown facts about breast|
cancer risic:

A woman who has a full-term pregnancy decreases
her breast cancer risk. A woman who is childless has
increased breast cancer risk.

The timing of pregnancy in the course of a
woman's reproductive life is crucial to breast can-
| cer risk.

_ The {onger a woman waits before having her first
child, the higher her risk because she has a longer!|
“susceptibility window.”

For example, 2 woman who gives birth at 18 has a
50-75% lower risk of breast cancer than a woman who
waits until she is 30. 1

Each additional birth results in a further 10% risk
reduction. Breast feeding reduces risk in proportion to
the cumulative length of lactation.

Women who have breast cancer despite prior full-
term childbirth, have a higher percentage of Type | lob-
ules than women who give birth and do not develop
cancer, This is possibly due to a defect in maturation,

Scientists have been unsuccessful to date in their
attempt to create an hormonal “cocktail” to protect
childless women from breast cancer.

Type1 | Type 2
Lobule | Lobule
Type3 | Type d
Lobule | Lobule

After puberty before pregnancy

Breast lobule maturation during first pregnancy

End of I Trimester £od of 3 Trimester  After weaning

Hlustrations of pregnancy outcomes and their effect on breast cancer

Before and After...First full-term pregnancy (FFTP):

éé

Full-term births cause near complete maturation of the breast to Type 4 lobules therefore lowering breast
cancer risk. A pregnancy ending between 32 and 36 weeks has about 90% of the protective effect of a full-term
pregnancy of 40 weeks. If the first fuil-term pregnancy occurs late in the woman’s reproductive life, her risk is
transiently elevated in the first few years post partum. This is due to mutated cells that may have formed during

a long “susceptibility window,” which then may become cancerous. Cancer cells already present at conception may grow
faster under the stimulation of the elevated pregnancy hormones estrogen and progesterone.

Before and After...Spontaneous abortion (miscarriage) in the I* Trimester:

éé

Approximately 23% of all conceptions end in a spontaneous abortion by 1| weeks in the I* trimester, This is
when the fetus and placenta must make enough hormones to sustain the pregnancy. In most pregnancies
which miscarry during the I trimester, pregnancy hormones are lower than in a normal preg-
nancy, due to either a fetal or ovarian abnormality. Therefore, the breasts may have never grown more

Type | & 2 lobules {places where cancers start) in respense to the pregnancy or at least very few. This is why women who
miscarry will often remark they never “felt” pregnant before the miscarriage. Their breasts were never sore from growing
and they were never nauseous from higher than normal hormone levels. Thus the vast majority of spontaneous abor-
tions (miscarriages) in the 1™ trimester do not increase breast cancer risk,

Before and After...Induced abortion in the 1** Trimester:

£ | Induced abortion of a normal pregnancy during which there has been breast growth results in increased risk
J5 | of breast cancer in the mother. The later in pregnancy an abortion is done, the higher the risk of breast cancer
as the more Type | and 2 lobules will have formed. induced abortion feaves a woman with more places
"I for breast cancer to start. if an induced abortion is done on a pregnancy which would have spontaneously

aborted by 11 weeks, there would be no increase in risk. There is some data to suggest that the sooner a woman delivers
and nurses a child after having had a prior induced abortion, the smaller the risk increase from the abortion.

Other pregnancy outcomes and breast cancer risk

Premature delivery before 32 weeks:

Premature delivery before 32 weeks is known to more
than double breast cancer risk because it ieaves the breast
with more places for cancers to start. The risk is pro-
portional to gestational length. The pregnancy hormone lev-
els are usually normal so the breast changes are those of a
normal pregnancy. The effect of premature delivery is the
same as in an induced abortion as they differ only in whether
the fetus is delivered alive or not. The premature delivery
may be caused by multiple gestations (twins, triplets or more
with assisted reproduction pregnancies), an incompetent
cervix, an induced abortion, or physician-induced labor for
fetal abnormalities such as anencephaly.

Spontaneous abortion (miscarriage) in the 2™ Tri-
mester:

The effect would probably be the same as a premature
delivery in the second trimester and increase risk. Most 2™
trimester spontaneous abortions occur because of a physical
and not hormonal abnormality. For example, there is fetal
demise or the mother sustained an injury.

Induced abortion in the 2nd Trimester:

The effect would be the same as a premature delivery
before 32 weeks and a spontaneous abortion in the 2nd
Trimester. There would be increased risk because there
are more places for cancers to start. There are data to
show there is a 3% increase in breast cancer risk for each
week of gestation before the abortion,

Stillbirth:

The death of an infant near or at delivery would not
change that full-term pregnancy’s protective effect on the
breast. There would have been normal maturation of the
breast to Type 4 cancer resistant lobules.

Ectopic Pregnancy:

This is the result of an embryo which grows outside of
the womb (uterus); e.g. in the mother’s Fallopian tube. Its
effect on breast cancer risk would most likely be small or
minimal as the pregnancy usually ruptures or causes a medi-
cal emergency very early on in the pregnancy. There is too
little data to be certain of any small risk elevation.
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Abortion Question: !
How early can | get an abortion? S LT
S o
‘ Ry L
fbav .
Q: Is there is a waiting period before you can get an abortion? Do you have to be ’ -
pregnant a few weeks or can it just be days after you find out you are pregnant? o [ ST

Clinics and doctors vary on how soon you can get a first-trimester abortion -
usually it's 5 to 6 weeks after your last menstrual period (LMP).

The Abortion Pill is an option as soon as pregnancy can be determined by
ultrasound (sonogram). This webpage compares the two types of early abortion.

These websites describe the state laws in various states regarding waiting periods
and other local regulations:

+ Who Decides State Profiles
hitp://www.prachoiceamerica.org/choice-action-center/in_your_state/who-
decides/

o Mapping Qur Rights
http://www.mappingourrights.org/

o Around the World
http://reproductiverights.org/en/our-regions

back to questions

Disclaimer: FWHC makes health information accessible in the belief that knowledge leads to
cmpowerment, that people make better health decisions when they have as much information as
possible.

This website does not offer advice about health or healthcare, The information contained in this
website cannot substitute for advice from a healthcare practitioner. Only personal contact with the
healthcare practitioner of your choice - who knows your health history, who can examine you
personally, and who can bring expertise and experience to bear on your situation -- can yield
advice about your specific health situation.

FWHC makes no express or implied warranties whatsoever with regard to the information, ideas,
or merchandise provided through our website. FWHC makes no express or implied warranties
about the accuracy, completeness or correctness, timeliness, or usefulness of any opinions,
merchandise or information provided through this website. In no event will FWHC be liable 1o
you or anyone else for any decision made or action taken by you or anyone ¢lse in teliance upon
the information provided through this website (www.fwhc.org).

http://www twhc.org/qa/ab-early.htm 4/12/2012
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When Does A Baby Develop A Heartbeat? | LIVESTRONG.COM

bedy. Your unborn daby's heart begins its careful formation in early pregnancy, and starts to beat soon after,
In @ heatlthy pregnancy, his heartbeat will continue to strengthen.

WEEK 5

According to Medline Plus, your baby's heart begins.to develop in the fifth week of pregnancy, along with her
brain and spinal cord. Fhis stage of developeant occurs shortly after her implantation into the uterus, and her
blood cedts have already begun fo multiply for different functions,

Coton Cancer Symptoms Fight:ng Cancer? Chat With A Cancer Information Speciclist Nowt
www hoalthoentrat com/CancerSupport
Sponsored Links

WEEK &

By week six of pregnancy, your baby's hearl is pumping bloed. His hearibeat may ba visible on a vaginal
ultrazound as small blinking ight, and wilt have a regular rhythm somatime between weeks six and seven. if a
vaginal ultrasound during the sixth week does not reveni a fetal heartbeat, your éoctor may schedule you for
an ultrasound in three to seven days to check tha baby's hean developmant.

WEEK 7

By the seventh week of your pregnancy, American Pregnancy Association states that your baby's heartbeat
will be assessed by your doctor to determing the health of the pregnancy. Once a heartbeat is definitively
detacted, the chance of the pragnancy cantinuing is 70 to 90 percent. A heaithy heartbest during this stage is
90 to 110 beats per minule. i your baby is five milllmeters or jonger and has no hearibeat, a miscarriaga may
be determined. if she s less than five millimeters long, your doctor may Iook for a heartbeat in 2 few days.

WEEK 8 AND BEYOND

Al the eight week of pregnancy, your baby's heart, which began as a singular tubal structure, Is increasing in
length. 1t davelops 10 inciude a wall separating two chambers and valves that keep bicod moving throughout
the chambers, By week nino of pregnancy, a normal heartbect is between 140 and 170 beats per minute. A
doctor may ba able to haar your baby's heartbeat with a fetal Doppler around week 13 and a stethoscope
around week 12 of pregnancy.

DEVELOPMENT FACTORS

Kesp in mind that the davelopment of an unbom baby varias according 10 the maifver's health and calculation
of ovulation. Your baby may atso develop a heart defect, especially f ha is exposed to alcohol, drugs or
industrlal chermicals threugh the mather's body in emarly pregnancy. Thease abnormalities may only bacome
apparent after binth, whan the baby's heart takes over the placonta's job of oxygen exchangs In his bedy.
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The Coalition on Abortion / Breast Cancer Page 1 of |

In 1986, government scientists wrote a letter to the British journal Lancet

and acknowledged that zbortion is a cause of breast cancer. They wrote,

"Induced abortion before first term pregnancy increases the risk of breast
cancer." (Lancet, 2/22/886, p. 436)

-,

o 3 /—{‘g ....q
7B ¥  Women were never told /6>
C o about thelr findings.
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As of 2006, eight medical organizations recognize that abortion raises a
woman's risk for breast cancer, independently of the risk of delaying the
birth of a first child (a secondary effect that all experts already
acknowledge). An additional medical organization, the Association of
American Physicians and Surgeons, issued a statement in 2003 calling on
doctors to inform patients about a "highly plausible” relationship between
abortion and breast cancer. General counsel for that medical group wrote
an article for its journal warning doctors that three women (two
Americans, one Australian) successfully sued their abortion providers for
neglecting to disciose the risks of breast cancer and emotional harm,
although none of the women had developed the disease. Click here for more.

[Click here to enter the site]

http:/fabortionbreastcancer.com/ 4/12/2012




Medical Groups Recognizing Link Page 1 of 3

% Medical Groups Recognizing Link

A list of medical organizations recognizing a link between abortion and
breast cancer is provided below. Telling women their abortions are related
to increased breast cancer risk is clearly not good for cancer fundraising
businesses, the abortion industry and the pharmaceutical industry. Medical
groups whose doctors do not perform abortions or refer women for abortions
will be among the first to recognize that abortion raises a woman's breast
cancer risk.

National Physicians Center for Family Resources
P.O. Box 59692

Birmingham, AL 35259

205/870-0234

www.physicianscenter.org

The National Physicians Center for Family Resources offers a CD intended for parents and
health educators which cites “increased breast cancer risk" as a "long-term complication of
abortion” and offers a biolagical explanation for the abortion-breast cancer link. The CD is
entitled, "Prescriptions for Parents: A Physicians' Guide to Adolescence and Sex."

Catholic-Msedical Association

2020 Pennsyivania Ave. NW, #864
Washington, DC 200086

Tel 1-877-CATHDOC (877-228-4362)
www.cathimed.org

"Whereas epidemiological evidence of an association between abortion and
breast cancer has existed for almost a half century,

“Whereas 29 our ot 38 worldwide epidemiolcgical studies show an increased
risk of breat cancer of approximately 30% among women who have had an
abortion,

"Whereas all women undergoing abortion are entitled to full informed consent
as to ail risks inciuding long term risks,

"Therefore be it resolved that the Catholic Medical Association endorses the
passage of state tegislation to require abortionists to inform all women of
their future increased vulnerability to breast cancer.”

Resolution Approved 10/15/03

American Association of Pro-Life Obstetricians and Gynecologists
844 South Washington, Suite 1600

Holland, Mi 49423

616-546-2639

www. 2aplog.org

AAPLOG has posted a position statement about the ABC link on its website.

Breast Cancer Prevention Institute
9 Vassar St.

Poughkeepsie, NY 12601
B845/452-0797

www. bepinstitute org

The Polycarp Research Institute

: http:/fwww.,

abortionbreastcancer.com/medicalgroups/index.htm 422012
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2232 Second Avenue
Altoona, PA 16602

www polycarp.org

Ehtics and Medics

6399 Drexet Road
Philadeiphia, PA 19151
www . ethicsandmedics.com

MaterCare International

8 Riverview Avenue

St. John's, Newfoundland
Canada A1C 255

Phone: 709-579-6472

Fax: 709- 5§79-6501

E-Mail: info@matercare.org

Statement Concerning the Link between induced Abortion and Breast Cancer, R. L. Walley.
FRCSC., FRCOG., MPH Executive Director and Honourary Research Professor of
Obstetrics and Gynaecology

"MaterCare international an international group of Obstetricians and Gynaecologists was
preserited with the evidence of the link between abortion and breast cancer at its
international conference in Rome in Qctober 2004 by Dr Joel Brind's research group. The
medical explanation and the epidemiological evidence convinced our group that there is a
significant increase in breast cancer risk after induced abortion, especially before the first full
term pregnancy. This evidence has been denied by the U.S. National Cancer Institute (NCI)
and other researchers. Recently ten studies have been published in an attempt to discredit
Brind's conclusion.

“In turn Brind has examined these ten studies and in a peer reviewed paper published in the
Journal of American Physicians and Surgeons (Vol 10, No 4, Winter 2005,
<http:/www.ipands.org>) he has shown that they have serious methodological weaknesses
and flaws and therefore do not invalidate the conclusion that there is a increased risk of
breast cancer.

“Wormen have a basic right to know of this increased risk of breast cancer and it is
unacceptable that the information should be denied to them by the medical and cancer
research establishments. MaterCare International as an organisation of women's health
specialists recognies its responsibilities in this matter and will do all it can to publish this
evidence."

Breast Care: Center-EAMC

G/F OPD Bldg East Avenue Medical Center, East Avenue,
Quezon City, Philippines

Phone: {632)-928-0611 loc 578

E-mail: pfbei_bec@yahoo.com
http-/fwww abortivnbreastcancer.conmvnews/Santos/index . htm

g Medical Groups Supporting Disclosure of Research

Association of American Physicians and Surgeons
1601 N. Tucson Bivd., Suite §

Tucson, AZ 85716-3450

520-323-3110

"The Association of American Physicians and Surgeons believes that patients have the right
to give or withhold fully informed consent before undergoing medical treatment. This includes

http://www.abertionbreastcancer.com/medicalgroups/index.htm 4/12/2012
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Medical Groups Recognizing Link

notification of potential adverse effects. While there is a difference of medical opinion
concerning the abortion breast cancer link, there is a considerable volume of evidence
supporting this link, which is, moreover, highly plausible. We believe that a reasonabie
person would want to be informed of the existence of this evidence before making her
decision.”

Jane Qrient, MD
Executive Director
October 27, 2003

Read Mrs. Malec’s article, “The Abortion-Breast Cancer Link: How Politics
Trumped Science and Informed Consent," in the Journal of American Physicians

and Surgeons: www.jpands.org/vol8no2/malec pdf
& Medical Groups in Need of Political Courage

Royal College of Obstetricians and Gynecologists

American Medical Association

- A spokesman for the AMA told World Net Daily that its group "doesn't have a policy at ali”
on whether its doctors should inform women about the abortion-breast cancer research.
[John Dougherty, "Can doctors be sued over abortion? Those who don't inform patients of
breast cancer link could be targets,”

World Net Daily March 27, 2002.

Available at: hitp://iwww.worldnetdaily. com/news/article.asp?ARTICLE ID=26970

Visited October 8, 2003.

American College of Obstetricians and Gynecologists
American Society of Breast Surgeons

Miami Breagt Cancer Conference

All Cancer Groups

hitp:iiwww. abortionbreastcancer. com/newsletter{ 02202 . htm
hitp:/fwww.abortionbreastcancer.com/050902. him

http://www abortionbreastcancer.com/medicalgroups/index. htm
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CONSENT TO SURGICAL ABORTION

The Concord Feminist Health Center (CFHC) will perform an abortion procedure only with your
informed consent. Please take your time reading the entire form. We will be happy to answer any
questions that you have about the form or the abortion procedure. After you have read this form, if you
wish to consent to the performance of an abortion and you agree with the contents of the form, please
sign and date the form in the space provided below.

1 hereby certify that the staff of the CFHC has explained to me the nature of the abortion procedure.
1 understand that the abortion will be performed by a physician, that I will be given a local anesthetic
and that CFHC wili dispose of any tissue that may be removed during the course of the procedure. I agree
that the following have been explained: A) the probable consequences of the procedure, in particular
the termination of my pregnancy, B) routine post-operative consequences, and C) the risks, including:
1) mfection; 2) bleeding; 3) perforation of the uterus; 4) an incomplete abortion; 5) continuing pregnancy;
6) adverse drug reaction; 7) adverse emotional reaction; 8) loss of child-bearing capacity; 9) death. I
understand that, following the abortion, CFHC staff will be available 24 hours a day for emergency
telephone consultation, should I have questions about any post-operative consequence. I have been
given an opportunity to ask questions and all of my questions, including any about abortion alternatives,
have been answered to my full satisfaction. My decision to have an abortion is strictly a personal
decision, voluntarily arrived at, without any attempt at persuasion or influence on the part of the Center.

Consent: 1, the undersigned, hereby consent to, request and authorize the performance of an abortion on
me using a local anesthetic, by a physician associated with CFHC, and the disposal of any tissue that may
be removed during the course of the procedure. Because at times CFHC serves as a training facility,
1 understand that under the direction and supervision of my attending physician, trainees such as interns
residents, nurses, or other students may perform or observe some of the health care services I receive.

3

If conditions arise during the course of the abortion calling for procedures in addition to or different from
those consented to above, I also consent to, request, and authorize the physician to perform any
procedure and administer any medication that she or he deems necessary to treat such unforeseen
conditions.

Release: In consideration of CFHC’s perfdnnance of an abortion at my request, I hereby release CFHC,
its employees and medical staff from any and all liability for adhering to my request for an abortion to
be performed on me.

Financial Disclosure: 1 understand and agree that neither Concord Feminist Health Center (CFHC) nor

their physicians assume responsibility for expenses that may be incurred should any complication
develop as a consequence of the abortion or related treatment. I understand that CFHC staff are available
24 hours a day for emergency telephone consultation. If complications requiring treatment arise, CFHC

will make every effort to provide that treatment at CFHC during regular clinician hours at no additional

charge. I understand that it may be necessary to be seen elsewhere at my own expense.

Signature of patient / legal guardian Date Witness Date

Revised 01712
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The Future of Nursing —_—
Focus on Scope of Practice B

Transforming the health care system to meet the demand for safe, qual-
ity, and affordable care will require a fundamental rethinking of the roles of
many health care professionals, including nurses. The 2010 Affordable Care
Act represents the broadest health care overhaul since the 1965 creation of the
Medicare and Medicaid programs, but nurses are unable to fully participate in
the resulting evolution of the U.S. health care system. This is true for nurses
at all levels, whether they practice in schools or community and public health
centers or actue care settings. A variety of historical, cultural, regulatory, and

policy barriers limit nurses’ ability to contribute to widespread and meaning- Whilo chaflenges face nurses at all

ful change. levels, the committee took par-
In 2008, the Robert Wood Johnson Foundation (RWJF) and the Institute ticular note of the legal barriers In

of Medicine (IOM) launched a two-year initiative to respond to the need to  many states that prohibit advance
assess and transform the nursing profession. The IOM appointed the Com- Practice registered nurses (APRNs)
mittee on the RWJF Initiative on the Future of Nursing, at the IOM, with ::::‘;::::::::;o thelr full educa-
the purpose of producing a report that would make recommendations for an ’
action-oriented blueprint for the future of nursing.

As part of its report, The Future of Nursing: Leading Change, Advancing
Health, the committee considered the obstacles all nurses encounter as they
take on new roles in the transformation of health care in the United States.
While challenges face nurses at all levels, the committee took particular note
of the legal barriers in many states that prohibit advance practice registered
nurses (APRNs) from practicing to their full education and training. The com-
mittee determined that such constraints will have to be lifted in order for
nurses to assume the responsibilities they can and should be taking during
this time of great need.



The Changing Health Care System

In the 21st century, the health challenges facing
the nation have shifted dramatically. The health
care system is in the midst of great change as care
providers discover new ways to provide patient-
centered care; to deliver more primary care as
opposed to specialty care; and to deliver more care
" in the community rather than the acute care set-
ting. Nurses are well poised to meet these needs
by virtue of their numbers, scientific knowledge,
and adaptive capacity, and health care organiza-
tions would benefit from taking advantage of the
contributions nurses can make.

As the health care system has expanded over
the past 40 years, the education and roles of
APRNSs, in particular, have evolved in such a way
‘that nurses now enter the workplace qualified to
provide more services than had been the case pre-
viously. Yetwhile APRNs are educated and trained
to do more, some physicians challenge expand-
ing scopes of practice for nurses. The committee
stresses that physicians are highly trained and
skilled providers and that some services clearly
should be provided by physicians, who have
received more extensive and specialized educa-
tion and training than APRNs. However, given the
great need for more affordable health care, nurses
should be playing a larger role in the health care
system, both in delivering care and in decision
making about care.

The committee argues that APRNs are not
acting as physician extenders or substitutes.
They work throughout the entirety of health care,
from health promotion and disease prevention
to early diagnosis to prevent or limit disability.
APRNs sometimes provide services that many
people associate with physicians, such as assess-
ing patient conditions or ordering and evaluating
tests, but they also incorporate a range of services
from other disciplines, including social work,
nutrition, and physical therapy.

Inconsistent State Regulations

State regulations often restrict the ability of
nurses to provide care legally. State legislation
regarding the legal scopes of practice for nurses—
which defines the activities that a qualified nurse
may perform—vary widely. Some state legislation
is very detailed, while in other states, there are
vague provisions that are open to interpretation.
Some states have kept pace with the evolution of
the health care system by changing their scope-of-
practice regulations to allow nurse practitioners
(NP) and certified nurse midwives, for example,
to see patients and prescribe medications without
a physician’s supervision or collaboration. Most
states, however, have not made these changes. As
a result, what NPs and, more broadly, APRNs are
able to do after graduation varies widely across
the country for reasons that are not related to
their ability, education, or training, but rather to
the political decisions of the state in which they
work. '
Both educational and national certification
standards—which most, if not all, states recog-
nize—support broader practice by APRNs. No
studies suggest that APRNs are less able than
physicians to deliver care that is safe, effective,

.and efficient or that care is better in states with -

more restrictive scope of practice regulations for
APRNS. In fact, evidence shows that nurses pro-
vide quality care to patients, including preventing
medication errors, reducing or eliminating infec-
tions, and easing the transition patients make
from hospital to home. Yet most states continue to
restrict the practice of APRNs. However, various
stakeholders are working to develop ways to elim-
inate variations in scope of practice regulations
across states. In 2008, several nursing organiza-
tions came together and developed a consensus
model for standardizing the regulation of APRNs,
including education, accreditation, certification,
and licensure. This model will help encourage the
development of consistent regulations that recog-
nize the competence of APRNs across states.



The trend over the past 20 years
has been a growlng receptivity on
the part of state legislatures to
expanded scopes of practice for
nurses, Quite simply, there are not
enough primary care physicians to
care for today’s aging population,
and the patient load will dramatl-
cally increase as more Individuals

Current laws in many states are hampering
the ability of APRNSs to contribute to innovative
health care delivery solutions. Some NPs, for
example, have left primary care to work as special-
ists in hospital settings. Others have left NP prac-
tice altogether to work as staff RNs. State regula-
tions have limited the expansion of retail clinics,
where NPs provide a limited set of primary care
services directly to patients. Depending on the
state, restrictions on an APRN’s scope of practice
may limit or prohibit the authority to prescribe
medications, admit patients to hospitals, assess
patient conditions, and order and evaluate tests,
thereby restricting access to care.

The trend over the past 20 years has been a
growing receptivity on the part of state legisla-
tures to expanded scopes of practice for nurses.
Quite simply, there are not enough primary care
physicians to care for today’s aging population,
and the patient load will dramatically increase as
more individuals gain insurance coverage. The
experience of states that have led these changes
offers important reassurance to physicians who
continue to believe that patient care may be
adversely affected or that expanded nursing prac-
tice autonomy threatens the professional and
economic roles of physicians. States with broader
nursing scopes of practice have experienced no
deterioration of patient care.

gain Insurance coverage.

The Federal Government’s Role in
Reform

The federal government has a compelling interest
in the regulatory environment for health care pro-
fessions because of its responsibility to patients
covered by federal programs including Medicare,
Medicaid, the Veterans Administration, and the
Bureau of Indian Affairs, Equally important is the
responsibility to all American taxpayers who fund
the care provided under these programs to ensure
that their tax dollars are spent efficiently.

Congress, the Federal Trade Commission, the
Office of Personnel Management, and the Centers
for Medicare and Medicaid Services each have
specific authority over or responsibility for deci-
sions that either could or must be made at the
federal level to be consistent with state efforts
to remove scope-of-practice barriers. While no
single actor or agency can independently make
a sweeping change to eliminate current barriers,
the various state and federal entities can each
make relevant decisions that together can lead to
needed improvements.

Because one of the greatest barriers to nurses’
capacity to transform the health care system is
the patchwork of state regulations, the commit-
tee finds that the federal government is particu-
larly well situated to enact effective reform of the
practice of APRNSs by disseminating best practices
from across the country and creating incentives
for their adoption.
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Conclusion

Now is the time to eliminate the outdated regu-
lations and organizational and cultural barriers
that limit the ability of nurses to practice to the
full extent of their education, training, and com-
petence. The U.S. is transforming its health care
system to provide quality care leading to improved
health outcomes, and nurses can and should play
a significant role, The current conflicts between
what APRNs can do based on their education and
training and what they may do according to state
and federal regulations must be resolved so that
they are better able to provide seamless, affordable,
and quality care. Scope-of-practice regulations
in all states should reflect the full extent not only
of nurses but of each profession’s education and
training. Elimination of barriers for all professions
with a focus on collaborative teamwork will maxi-
mize and improve care throughout the health care
systemn. @
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AVERICAM LIFE LEAGUE
The Obama Planned Parenthood Nexus

Alliances have always been at the heart of political campaigns. For example, prior to the 1980 election
of Ronald Reagan many so-called conservative organizations worked together because they had a

common goal of electing a man they believed best represented the values upon which America was
founded.

Throughout this nation’s history, special interest groups have worked for the election of individuals they
felt best represented their interests. Today nothing has changed, but the values have dramatically shifted.
This is perhaps best evidenced by the latest Planned Parenthood/Obama video in which the president
gives his wholehearted support to the work of what we know is one of the most evil organizations ever
to exist in America. Let there be no mistake about what I have just said here. [ know that “evil” is a
loaded word these days, but I also know what evil is and what it means.

Let’s examine why evil is the proper word to define not only the Planned Parenthood notion of freedom,
but also what Obama thinks about it. In “A Message to Planned Parenthood Supporters from President
Obama,” the president makes it clear that he is not only supportive of the deceit Planned Parenthood
perpetuates, but that he is part of the game. Why else would he tell the viewer that the “greatness™ of
Planned Parenthood resides in its work to protect women from cancer and to protect a woman’s right to
“choose when to start a family”?

Nice sentiments? Well, that depends on how much you know about the actual facts. For example,

Planned Parenthood does not do mammograms, but refers its patients to gther locations. So when it
comes to protecting women from cancer, the claim that Planned Parenthood is devoted to this goal is, at
the very least, questionable.

If indeed it really were the case that Planned Parenthood cared about cancer prevention, the organization
would never prescribe or provide the birth control pill or abortion. After all, many experts agree that
both birth control and abortion are tied to increased rates of cancer. But facts like these do not play well
within the Obama Planned Parenthood Nexus.

However, there is a far more sinister principle that exists in the bowels of this evil connection, and that
is that sexual license trumps all that is good and holy about sexual relations and the fruits of the marital
act (i.¢., babies)! Planned Parenthood’s perspective on this has always been that the only babies worth
acknowledging are the ones expectant mothers “want.” Planned Parenthood is all about not being a
parent unless you “want” to be a parent. This is why PP’s birth contro! and abortion business is so
fucrative.

As the chief architects of today’s sexually permissive culture, Planned Parenthood rejects the fact that
welcoming and acknowledging the child because he is one of us from his biological beginning is right
and good. Obama is trading on that very same precept, counting on it and doing all he can to advance
those who share his despicable disdain for the dignity of the human person—particularly the preborn
individual.

hitp://wwiv.all.org/article/print/id/MTAyMDM 3/30/2012
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Obama suggests that the best way to protect women's health is to support Planned Parenthood. He
commits himself to the same agenda and does so without batting an eye. For them it can be sald that
truth is fiction and fiction is truth and they like it that way.

It reminds me of a quote from C.S. Lewis’ The Screwtgpe Leiters: “It is funny how mortals always
picture us as putting things into their minds: In reality our best work is done by keeping things out.”

That’s the Nexus at work.
© 2009 American Life League, Inc.

http:/fwww.all.org/article/print/id/MTAyMDM 3/30/2012
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U.5. DEPARTMENT OF HEALTH AND HUMAN SERVICES
a c e e Naztional Institutes of Health

Abortion, Miscarriage, and Breast Cancer Risk

Introduction

A woman’s hormone levels normaily change throughout her life for a variety of reasons, and these
hormonal changes can lead to changes in her breasts. Many such hormonal changes occur during pregnancy,
changes that may influence a woman's chances of developing breast cancer later in life. As a result, over
several decades a considerable amount of research has been and continues to be conducted to determine
whether having an induced abortion, or a miscarriage (also known as spontaneous abortion), influences a

woman's chances of developing breast cancer later in life.

Current Knowledge

In February 2003, the National Cancer Institute (NCI) convened a workshop of aver 100 of the world’s
leading experts who study pregnancy and breast cancer risk. Workshop participants reviewed existing
popuiation-based, clinical, and animal studies on the relationship between pregnancy and breast cancer rigk,
including studies of induced and spontaneous abortions. They concluded that having an abortion or
miscarriage does not increase a woman’s subsequent risk of developing breast cancer. A surnmary of their
findings, titted Summary Report: Early Reproductive Events and Breast Cancer Workshop, can be found at
http: //www.cancer.gov/cancertopics/ere-workshop-report.

NCI regutarly reviews and analyzes the scientific literature on many topics, including various risk
factors for breast cancer. Considering the body of literature that has been published since 2003, when NCI
heild this extensive workshop on early reproductive events and cancer, the evidence overall still does not

support early termination of pregnancy as a cause of breast cancer. To view regular updates on this topic,

please go to
http://www.cancer.gov/cancertopics/pdq/prevention/breast/HealthProfessional/page2#Section 280.
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Background

The relationship between induced and spontaneous abortion and breast cancer risk has been the subject of
extensive research beginning in the late 1950s. Unti! the mid-1990s, the evidence was inconsistent. Findings from
some studies suggested there was no increase in risk of breast cancer among women who had had an abortion, while
findings from other studies suggested there was an increased risk. Most of these studies, however, were flawed in a
number of ways that can lead to unreliable resuits. Only a small number of women were included in many of these
studies, and for most, the data were collected only after breast cancer had been diagnosed, and women's histories of
miscarriage and abortion were based on their "self-report” rather than on their medical records. Since then,
better-designed studies have been conducted. These newer studies examined large numbers of women, coliected data
before breast cancer was found, and gathered medical history information from medica! records rather than simply
from self-reports, thereby generating more reliable findings. The newer studies consistently showed no association

between induced and spontaneous abortions and breast cancer risk.

Ongoing Research Supported by the National Cancer Institute
Basic, clinical, and population research will continue to be supported to investigate the relationship and the

mechanisms of how hormones in general and during pregnancy influence the development of breast cancer.

Important Information About Breast Cancer Risk Factors

At present, the factors known to increase a woman’s chances of developing breast cancer include age (a
woman's chances of getting breast cancer increase as she.gets older), a family history of breast cancer, an early age
at first menstrual period, a late age at menopause, a late age at the time of birth of her first fuil-term baby, and
certain breast conditions. Obesity is also a risk factor for breast cancer in postmenopausal women. More information

about breast cancer risk factors is found in NCI's publication What You Need To Know About™ Breast Cancer.

Important Information About Identifying Breast Cancer

NCT recammencds that, heainning in their 40s, women receive mammnaranhy screening rvery vear or twn,
wormnen who have a higher than average risk of breast cancer (for example, women with a family history of breast
cancer) should seek expert medical advice about whether they should be screened before age 40, and how frequently

they should be screened.
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This testimony concerns the recently-passed HB 1659, the so-called Women’s Right to Know Act, which
is now under consideration by you, the Senate. | want to strongly urge you to defeat this bill, whose.
provisions are unnecessary, unduly burdensome , and discriminatory toward women seeking an

abortion.

| have been a health worker and counselor at Concord Feminist Health Center for 34 years. | have a
master’s degree in counseling, and have trained dozens of health workers over the years to provide
counseling to women regarding their reproductive health choices, including decision-making regarding
untimely pregnancies. At my workpiace, empowering women through sharing accurate information. .
has been at the heart of our mission for nearly four.decades. Our goal is to help women make wise and
informed choices that will best meet their own needs. 1t is not, as alleged in the introduction to HB
1659, to “sell abortion.” We are in complete agreement that any person who is to have a medical
procedure shouid receive “medically accurate information” beforehand so that she - or he - can make an
informed decision. Informed consent is a basic principle of modern medical ethics, consumer protection
and patient care. Any reputable medical practice takes for granted that patients must be informed of
the risks and benefits of procedures they are to undergo.

A thorough informed consent process has always been an integral - and required - part of an abortion
visit at CFHC, beginning with the very first contact from a woman requesting an appointment,

when any question she has is gladly answered, any concern addressed.. She is told about the different
abortion methods and what happens during the visit. By the time she makes this contact, she has
usually already done some research, tatked to significant people in her life, and concluded that she
wants an abortion; but if she expresses uncertainty, or needs more information, she is offered a free .
aptions counseling session at CFHC or a referral to counseling in her community, as well as to internet
and talkline resources, to help her come to a decision in which she can be confident. For adoptionor -

parenting support, we often refer to Child and Family Services.

If she does set up an appointment, information about the abortion process, including an explanation of



the risks, is sent to -her via mail or email; or if she prefers to access this information online, it is posted
on our website. She therefore has time to review and weigh this information before her

appointment, and we let her know she may call at any time with questions..

On the day of her visit, after tab work and an uitrasound, she has an information session that includes a
detailed review of the abortion method, its risks, and its potential aftereffects. Because it is

important to us to know that she is clear in her decision and ready to go ahead, she is asked to

share how she came to her decision and how sure she is feeling about it, and whether she has
considered ail her options. Once all her questions have been answered, she is asked to.sign a consent
form. - if she is conflicted, or says that she is being pressured, the abortion may be

deferred and she may be asked to take more time to consider her options and clarify her

decision, with the assistance of a counseling referral and other resources as needed. -

This consent process is carried out by trained, experienced, professional health care workers who treat
every woman with the greatest of compassion and consideration for what she feels to be in her best
interest, be it abortion, adoption, or parenthood. Our counseling is informed by decades of experience
working in the field of reproductive health, working closely with our physicians and nurse practitioners,
staying abreast of current standards through research and review of the latest developments in abortion
and contraceptive care, attending conferences and workshops, and through cur membership in our -
professional organizations: the National Abortion Federation (NAF), the Abortion Care Network (ACN),
and the Ferninist Abortion Network (FAN). We subscribe to the clinical standards promulgated and
updated annually by NAF, including those relating to informed consent."1 am proud to say that at our

last NAF site visit, our services were characterized as “exceptional.” ;-

It should be very clear thatinformed consent goes to the heart of our belief that women are entitied to
any and all information that they need in order to- make sound decisions about their bodies and their
health care. What | take issue with is the government specifying who is to provide that information.

This bili requires the physician who will perform the abortion, or the “referring physician,” to personally



counsel the woman in order to obtain informed consent. It is important for you to know that although
many physicians and other medical providers, counselors, therapists, schoot nurses, etc. referto us
because of our outstanding reputation, most women who come to CFHC for abortion services do not
have a “referring physician.” -And if they do, that physician may'never have done an abortion and may
know virtually nothing about it (doctors are not required to iearn about abortion in medical school), and
therefore be poorly qualified or unwitling to provide the kind of information needed for informed
consent. In some cases women are-uncomforiable talking to their physician because they are not sure

whether he or she will be understanding and supportive. Sadly, some are not.:

So why can’t “the physician who is to perform the abortion” conduct the information session 24 hours -
prior to the abortion? This reguires an understanding of the fogistics of the clinic-based abortion.

It is welt known that abortion providers are few and far between in this country. Most of the relatively
few physicians who provide abortions do so in a cliric setting, where they generally work on a very - - .
limited basis. They are principled individuals who take time out of their own busy practices to provide a
service they deeply believe in, because they know that their skills are badly needed by women who face
an unwanted pregnancy. Because of this, the physician who performs the abortion will not be at the
clinic 24 hours before the procedure is to be performed. His orher own office may be located many
miles from the clinic. It is unfair and unrealistic to ask women to trave! potentially a long distance on
one day tothe physician for the informed consent discussion, assuming it will even be feasible for the
physician to provide this service in his or her office; and 24 hours later, to travel again to get to the clinic

for her abortion.

Contrary to the assumptions in this bill, women who seek abortion services in‘New Hampshire are
already being served with exceilence and professionalism by clinic staff. My dictionary defines.a
profession as “a calling that requires specialized knowledge.” Counselors at CFHC are indeed taring and
knowledgeable professionals, fully capable of carrying out the informed consent process. We have
been doing this for decades. We do have specialized knowledge. We are experts in our field. And we

are devoted to our calling, which is to help, support, and empower other women who are struggling



with reproductive health care issues. There is'no need to-change a process that has worked very well

for New Hampshire women for nearly forty years. This provision is unnecessary.

This brings me to my second issue with this bill. | find it highly objectionable that the government
would single out abortion, a safe, legal, and constitutionally-protected procedure, from other medical
procedures for a mandatory 24 hour waiting period after receiving the information required for -
informed consent; while a woman who chooses to have a child is not subjected to any kind of -
mandatory counseling or “reflection,” despite the fact that it is far more life-changing and medicaily
risky than abortion. As | stated earlier, by the time a woman calls requesting an abortion appointment
she is almost always sure of her decision, and she generaliy has already acquired much of the
information;she needs in order to make that decision: Some are sure from the outset and do not need :
to engage in-a long decision-making process; but often, days or weeks of deliberation, discussion and
research have taken place between the time she.finds out she is pregnant and the time she calls foran-
appointment. She may have talked it over repeatedly with hér partner, parents, friends, physician,
counselor,.clergy person, and others; made lists of pros and cons; gathered information by visiting our
website and other websites that provide information about abortion; had an exam or ultrascund from
her own doctor; even visited a crisis pregnancy center. The very reason she is calling is that she knows
she does not want or cannot support a child at this time in her.life. While a formal consent processis .
necessary a.nd' helpful to resolve any remaining.questions, she does not.then need an additional 24
hours imposed upon her for “reflection,” as if she were-a criminal needing rehabilitation or a sinner

needing to contemplate her sin.

Besides being gratuitously insulting to their intelligence, the added burdens that this requirement will

impose on women and their support people will be very onerous for some. . It means two appointments
instead of one, traveling what for some will be long distances not once but twice; and a prolongation of
what is undoubtedly a very stressful time for her. It may mean taking extra time off from work, possibly
threatening her income or even her job, or if she is in school, two days away from classes; and arranging

child care and transportation for two separate visits. The support person she.has chosen may face



similar challenges, and may as a result be unable to accompany her. Additionally, the added time
involved may push some women beyond the gestational limit that would qualify them for an abortion at

their chosen facility, resulting in even further delay and difficuity.

These kinds of barriers are burdensome at best and insurmountable at worst. { would hate to think, but
cannot help but suspect, that this is exactly what the sponsors of this bill have in mind —to create
barriers that will cause some women to give up in defeat and continue their pregnancies by default.

| hope 1 am wrong, because this would amount to parenthood by state coercion, which would be an

unconscionable intrusion upon personal choice and family life.

And so | urge you to vote no on this bill for these reasons:

1. #is unnecessary, since abortion providers in New Hampshire are already doing an outstanding
job of making sure women’s needs for both accurate information and emotional support are
met, and are ensuring informed consent.

2. ltimposes unwarranted and onerous burdens on women and their loved ones.

3. Itis discriminatory in singling out abortion ~ a legal, safe, constitutionally protected medical
procedure needed and accessed only by women - from other medical procedures by placing
upon it special barriers and requirements.

Thank you for your consideration.

Jane Hunter Munson, M. Ed

Following are some of the resources we make availabie to women and their ic;ved anes:
Free telephone counseling for pregnancy, abortion, parenting, adoption
www.faithaloud.org

www . yourbackiine.org
www.exhale.org

Information about pregnancy options

www.pregnancyoptions.org

www.MomDadIvipregnant.com {for teens — how to talk to your parents; for parents, how to talk to
your teen)

www .abortioncarenetwork.org

www.prochoice.org
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April 12,2012
Health and Human Services Committee
Testimony on HB 1659

Thank you for reading the following testimony. My name is Dalia Vidunas. I am the Executive
Director of the Concord Feminist Health Center. I am here to let you know that I am against
HB1659, known as the “women’s right to know act”, but in essence is 2 “make abortions as difficult
as possible to obtain” bill.

As written, this insidious bill impedes a woman’s access to a legal medical procedure. It does this
through a variety of ways:

o This bill requires that only a physician can perform the procedure. It will take away the rights of
Nurse Practitioners who have been deemed qualified to do these procedures to continue to do
them even though the NH Medical Society and Licensing Board states they are qualified.

e This bill makes the assumption that women, as consumers of services, as the entity typically
responsible for making health care decisions for the children they bear, ARE NOT responsible
enough to make health care decisions for themselves. By imposing a 24 hour waiting period,
you are putting up yet another barrier for women to get the health care they need — especially for
those who are the working poor and/or live in rural areas. The 24 hour waiting period will result
in making women lake another day off from work and potentially losing her job, spending more
money on someone to watch her children instead of feeding them, trying to come up with
money for transportation/gas.

Also, by requiring specific doctors to the counseling for this procedure — a procedure that is
done without anesthesia, without narcotics, using over the counter pain relievers such as
Advil/ibuprofen - a woman’s access is severely impeded due to scheduling nightmares between
the doctor’s time when a woman can get time off from work and arrange day care.

o This bill makes the assumption that we, as health care professionals, do not treat our clients
professionally and give them honest, accurate information. It does not allow the doctor, a
medical professional, to determine who is best qualified in their practice to inform and educate
their own patient. At the Concord Feminist Health Center, our health care professionals receive
specific training to deal with these issues. By requiring someone like a licensed therapist to
educate patients, you will be driving up medical costs tremendously. It makes the assumption
that the only qualified people to educate a woman has to have a Master’s degree or be a medical
professional. And yet at CFHC, an extensive informed consent process has always been an



integral part of an abortion visit, and is in fact a non-negotiable requirement for any woman
seeking that service from us.

1 would like to give you some statistics about the women who chose abortion:
According to the CDC:
e 89.6 % of ali abortions are women age 20 and over
o The only age group that has seen an increase in the percentage of abortions since 1996 is for
women over the age of 40.
o 58.6% of women having abortions have given birth.

The CDC further documents that risks for abortion complications are lowest at the earlier gestation
stage. Putting up barriers for women to obtain an abortion will only decrease patient safety.
Currently surgical abortion is one of the safest types of medical procedures. Complications from
baving a first-trimester aspiration abortion are considerably less frequent and less scrious than those
associated with giving birth.

Abortion is “legal” in this country, but it is far from being available, accessible, or affordable.

I am honored to be part of an organization that provides necessary medical care to women who need
it. We know there are centuries more to this story. We know that for centuries women have chosen
abortion when they feel they cannot have a baby. We know that most women choosing abortion are
mothers struggling to house and feed their current children. We know that women choose abortion
because their health depends on it. We know that women choose abortion because working wages
and child care options are often impossible. We know that women choose abortion because of
unsupportive and/or abusive partners. We know that women choose abortion responsibly. We know
that women choose abortion, because naturally and instinctually, they have always been the bearers
of life. We know that women are the only ones who can truly know when it is time to bring new life
into the world.

Please vote this bill inexpedient to Jegislate. Thank you for your attention.

Dalia Vidunas, MSW
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April 12, 2012

Senator Jeb Bradley

Senate Health and Human Services Committee
107 North Main Street — Room 102

Concord, New Hampshire 03301

Re: HB 1659 (Women’s Right to Know Act Regarding Abortion Information)
Dear Senator Bradley and Members of the Senate Health and Human Services Committee:

Life is the first good received from God and is fundamental to all others; to guarantee
the right to life for all and in an equal manner for all is the duty upon which the future
of humanity depends.

Pope Benedict XV1, Address to General Association of Pontifical Academy for Life, 2007.

As the Director of the Office of Public Policy of the Roman Catholic Diocese of
Manchester, and on behalf of Bishop Peter Libasci, | want to register our support for HB
1639. This legislation establishes a woman’s right to know regarding abortion, and thus, it
will protect and advance life and human dignity on two fronts: the life of the unborn child
and the life and weli-being of the woman who might undergo an abortion.

To some large degree, the abortion industry relies on the obscuring of the
fundamental and indisputable fact that abortion kills a human being. The massive loss of life
which is attendant to abortion in this country, however, is compounded by the impacts on the
women who become involved with the abortion industry. It is sheer folly to operate as if
abortion has little in the way of consequences.

If we as Americans must at least for the present, live with a legal system which
permits abortions to occur, we have a right to demand that for the good of the unborn child
and the good of the mother, the full impact of abortion be known. It is manifestly not in the
best interests of a woman to undergo this life-changing medical procedure without being
fully informed of the true consequences of that procedure and potential alternatives.

Pope John Paul 1I said in his encyclical letter The Gospel of Life:

A society lacks solid foundations when on the one hand it asserts values such
as the dignity of the person, justice and peace, but then, on the other hand,
radically acts to the contrary by allowing or tolerating a variety of ways in
which a human life is devalued and violated, especially where it is weak or
marginalized.

153 ASH STREET, PO BOX 310, MANCHESTER, NH 03105-0310 (603) 669-3100 FAX (603) 669-0377 WWW.CATHOLICNH.ORG
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We urge you to stand up for the dignity of every human life, and vote that HB 1659
ought to pass. Thank you for your consideration of our testimony and for your service to the

people of New Hampshire.
Sincerely,
MereL&ith P. Cook, Esq.
Director, Office of Public Policy
MPC/

153 ASH STREET, PO BOX 310, MANCHESTER, NH 03105-0310 (603) 669-3100 FAX (603) 669-0377 WWW.CATHOLICNH.ORG
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TO: Senate Health and Human Services Committee

FROM: Ellen Kolb, VP Government Affairs & Advocacy, Cornerstone Action
Phone 321-2703, email ekolb@nhcornerstone.org

RE: HB 1659, Women’s Right to Know

Cornerstone Action is a non-profit, non-partisan public policy agency representing over 6,000 New
Hampshire residents. We strongly support HB 1659 and we thank the 13 co-sponsors who proposed it.
They have brought forward a bill that reflects full respect for the decades of U.S. Supreme Court
decisions now in effect regarding informed consent for abortion. As recently as 2007 (Gonzales v.
Carhart), the court wrote that the state “has an interest in ensuring that so grave a choice is well-
informed.”

Informed consent is essential to good health care, and “choice” in its absence is an empty slogan. In order
for a woman to be in control of her own health, we believe she is entitled to information about any
procedure she is considering, without the coercion that comes from a demand for immediate action and
payment. The 24-hour reflection period is a reasonable provision to help ensure that a pregnant woman or
adolescent has time to review and ask questions about the information regarding her pregnancy and the
proposed abortion procedure.

This information, under the terms of the bill, includes a right to know 24 hours in advance who will be
performing the abortion. There can be no patient-provider relationship if the patient doesn’t have a clue
who the provider might be. A woman wanting to look up publicly-available information about the
provider is stymied if that provider is anonymous.

There is a medical emergency exception in the bill, protecting a woman whose life is threatened by the
continuation of her pregnancy, so the 24 hours would not apply for such women. As for women without a
medical emergency, we wonder how they are treated now, especially in light of potential transportation
problems faced by women in rural areas. Are abortion-minded women diagnosed with pregnancy and
provided with an abortion in one visit? s that standard practice? Do abortion providers in the state work
seven days a week? It’s my understanding that surgical abortions are done at PPNNE’s Manchester
facility one day a week (Thursday), although I defer to PPNNE’s representatives if they provide
correction to that. If an abortion-minded woman comes in on Friday, gets some sort of counseling and
then decides she wants an abortion (in the absence of a medical emergency), what does such a provider
do? Is it standard practice to provide transportation for a woman to another. abortion provider, if the 24
hour wait is so burdensome? Or is it standard practice to schedule the abortion for the following
Thursday? If that is currently the case, then the 24-hour period imposed by this bill is neither a burden nor
an interposition by the state in a patient-provider relationship.

While the text of this bill appears to conform to Supreme Court decisions, we are pleased to see a
severability clause which would prevent a court from overturning the entire law if a deficiency is found in
one part of it. A challenge in our view would be a waste of the plaintiffs’ time and money, however. This
bill is a thoughtful assertion of the primacy of women’s healith over non-medical considerations. We hope
this HB 1639 receives your prompt approval.,

Strong Families for a Strong New Hampshire

P.O.BOX 4683, MANCHESTER,NH 03108 | PH (603) 228-4794
WWW.NHCORNERSTONE.ORG
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Senate Health and Human Service Committee
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This bill raises several issues of concern. I will address the main points.

L Doctors are being asked to give information to their patients that is not
supported by scientific research, which means violating their Hippocratic
QOath. If this bill passes and doctors do not give out this false information,
they will be prosecuted and face losing their license to practice, a civil suit
and a possible jail sentence. The language used in this bill is based on
ideology and not scientific fact, some of the statements are open to
interpretation, some are misleading and taken out of context and some are just
plain false.

11 This bill requires a doctor to spend up to 45 minutes with a woman explaining
the procedure and does not allow the doctor’s office to bill for that time. If
the woman returns for an abortion, the doctor may or may not recover those
costs. If the woman does not return for a procedure, the doctor receives no
compensation for his/her time and expertise.

M1 The underlying assumption on which this bill is based is that women are
incapable of making their own decisions. This is an antiquated idea that has
no place in our time. We have seen women who chair important committees
in the legislature, women speakers of the NH House and the US Congress,
President of the NH Senate, Women Governors, US Senators, CEO’s of large
companies and on and on. Women make responsible decisions and every day.
The cartoon image of woman as a dither headed, incompetent and brainless
being with no moral compass is outdated and just plain bigoted. The parallel
assumption made in this bill is that a woman has not given the matter of her
pregnancy one thought prior to calling a clinic or the doctor’s office. She
hasn‘t done any research or talked with anyone close to her. She needs 24
more hours to think about her decision, in addition to the time she has already
spent. The truth is that woman do their own research, talk to important people
in their lives, including sometimes clergy, and consider all the options before
they make an appointment. Sometimes they may call for information or to
make an appointment for options counseling prior to making an abortion
appointment, but they always are thinking about their decision.

559 Portsmouth Avenue ~ POB 456 ~ Greenland NH 03840 ~ (603) 436-7588
www joangloveringhealthcenter.org



IV.  Making this a two day procedure, where the woman has to appear in person, is
very hard on women who have jobs with no paid time off or women who have
to arrange childcare. It increases the burden with no definable benefit.

V. Clinics offer fully informed consents that are gone over thoroughly and
completely prior to any procedure. It might interest you to know that
informed consent, which is now standard procedure for every medical person
in the land, came out of the women’s health movement of the sixties and
seventies. That's right. Women demanded informed consent and now they
get it with every abortion and with every other medical procedure. This bili is
going backward with that positive outcome by asking for misinformed
consent.

V1. Crisis Pregnancy Centers do not have any of the restrictions named in this bill.
They do not have “professional counselors”. Some don’t even have a doctor
associated with them. This bill sets different standards for clinics based on
their ideological leaning and not on the services they provide.

VI.  This bill contradicts and overlaps HB 1680, which is a bill to deal with
statistics collected for the state. This will lead to confusion, duplication and
bad information. In addition there are penalties attached to keeping these
records and 2 different laws governing the collection and filing. If someone is
criminally liable for completing a task, confusion should be eliminated or
reduced as much as possible.

In conclusion, this bill violates the right of an individual to make their own decisions and
seek the medical care they require. It violates a doctor’s right to practice medicine in a
way that complies with his medical oath, with threat of criminal and civil prosecution. It
violates a doctor’s right to practice medicine in a way that allows him or her to run the
office in a patient centered and efficient way.

For all these reasons and many others brought forth by other parties, please vote this bill
inexpedient to legislate. This bill has no place in “Live Free or Die” New Hampshire.
Thank you for your attention.

Linda Griebsch

559 Portsmouth Avenue ~ POB 456 ~ Greenland NH 03840 ~ (603) 436-7588
www.joangloveringhealthcenter.org



Testimony by Kurt Wuelper
President of New Hampshire Right to Life
Senate Health and Human Services Committee
HB 1659 April 12,2012
'm here in support of HB 1659 for two reasons:

1. Abortion kills over a thousand NH babies each year, and it has major negative consequences for
women’s heaith, even for their very lives.

2. Both sides of the abortion debate agree we should lower the number of abortions. Informed
Consent laws have proven successful in this area in several countries and many states, without
restricting a woman's ‘right” to an abortion.

In terms of the negative health effects for women, attached to this are three fact sheets documenting
the wide range of major medical and psychological consequences for women, including the source
studies citations. Key Facts-Abortions Impact talks to the deadly long term effects of abortion and the
client’s reported need for additional counseling. Physical Risks spells out the wide range of
complications from the abortion pracedure per se, and Psychological Risks explains the incidence of
various disorders [Suicide, Depression, eating disorders, etc.] associated with having an abortion,

in the interest of time, I'll just mention a few of those, but remember, they are all from well
dacumented, peer reviewed, research:

Pregnancy-associated deaths are actually two to four times higher for aborting women

Immediate medical risks include infection and damage to reproductive organs
Women may become Sterile
Women may have difficuity carrying future pregnancy to term-more miscarriages-more
premature births. More premature births, more disabled children.
o Women may have substantially increased risk of Breast Cancer
°  Women have nearly double the risk of mental health difficulties {depression, etc.]
°  Women having multiple abortions have multiplied risks
One finding critical for your consideration in terms of HB 1659 is that over 80 percent of post-abortive

women report getting little or no counseling prior to their abortions. HB 1659 is a carrective for that.

© o o o

Women have the right to know these risks, just as they do for any other medical procedure,

Many times, even pro-abortion women, suffer from long term psychological effects for decades [for
testimonies see www.afterabortion.orgl. Risk factors for many of these effects are well documented. It
has been estimated that, using good medical standards and good pre-abortion counseling, that up to 60
percent of all abortions would be medically contraindicated. As the providers who testify how many
women they counset to NOT have abortion because of these known risk factors.

Lastly on the medical front, during House testimony on this bill, 2 man testified that for him to geta

vasectomy, he needed the written permission of his wife and that permission could not be granbied in

one visit. They had to go home and reflect upon their decision and return another day before the

procedure could be approved. We all recognize the serious nature of male sterilization, but shouldn’t a

woman take similar time to reflect upon an almost universally voluntary procedure that might leave her
- sterile as well?
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Testimony by Kurt Wuelper
President of New Hampshire Right to Life
Senate Health and FHluman Services Commitiee
HB 1659 April 12, 2012
Now, in terms of reducing abortions, everyone agrees that abortions should be minimized. You

remember the mantra of the pro-aborts: “Safe, legal and rare”? One would expect that we all could
agree to measures that both enhance safety and reduce frequency of abortion. HB 1659 is just such a
measure,

In Germany, France, Belgium, Finland, and many of our sister states {upheld by the US Supreme Court],
informed Consent laws have done precisely that. Every place with informed consent legislation has
lower abortion rates than those without them.

Nothing in HB 1659 prevents any wdman from having an abortion. Abortion is, however, an industry
from which a small number of organizations and individuals make tons of money. You’ll be hearing from
some of those in opposition to this bili. Last week, in consideration of HB 228, we talked about the
choice of health care organizations to perform elective abortions. Planned Parenthood, in particular,
remains adamant that they would sacrifice all other health care to women on the altar of performing
abortions. | suggest you ask opponents of HB 1659, just why it is so important to them that women not
be informed, that women not be assured the protection against poor decision making that men are
given,

HB 1659 is a powerful tool to reduce the number of babies killed by abortion without interfering with
any woman's rights. | urge you to enthusiastically support HB 1659.
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Key Facts — Abortion’s Impact
Coercion, Trauma, Griet, nlury, Death

Most abortions are coerced or unwanted, based on insufficent information

64% involve coercion. A study published in a major international medical journal found that 64% of American women
mfhcu bad abartions felt pressured by others.! Coercion can include loss of home, job or family, and even violent assault?

Up to 83% wanted to have the baby, In a survey of women who sought help after abortion, 83% said they would have
carried to term if they had received support from the baby's father, their family, or other important people in their lives?

In 95% of cases, men play a central role in the decision to abort according to a survey of women at abortion clinics.*

Husbands and boyfriends threaten women at the clinic. A former abortion dlinic security guard testified before the
Massachusetts legislature that women were routinely threatened and abused by the husbands and boyfriends who 1ok
them to the clinics to make sure they had abortions.?

Dangerous consequences if she resists. Coercion can escalate to violence and even murder? Homicide is the leading
kilter of pregnant women.® The “Forced Abortion in America” report includes examples of molesiers posing as fathers to
procure cover-up abortions and women being fired, beaten, shot, stabbed, tortured or killed for refusing to abort.?

Not given enough information.

e 67% said they recejved no counseling beforehand.
e §4% reported they received inadequate counseling beforehand.
e 54% were not sure about their decision at the time, vet 79% were not counseled about alternatives.'

Rushed into abortion. Many women may be making hasty, ill-considered decisions for abortion, according to journal
articles by the National Abortion Federation.? One in five women served by their clinics are philosophically and morally
opposed to abortion.”A recent study found that 52% needed more time 10 make their decision.”

'Deﬁepﬁou and sales tactics. Many who sought answers and help, instead encountered pressure from “counselors”
trained to sell abortions in profit-driven clinics.® In a survey of women experiencing problems after abortion:

e 66% said counselor’s advice was very biased . 44% hoped to find an alternative
o (0% were uncertain of their decision . 71% felt their questions were ignored or trivialized.?

After Abortion

Health complications

»  31% suffered heaith complications.'

«  About 1% suffer immediate complications; of which one-fifth are life-threatening, Hemorrhage, endotoxic
shock andanesthesta complications are among the many potential problems.”

. Wamen also risk infertility or problems with future pregnancies, such as ectopic pregnancies, kabor compli-
cations, miscarriages, stillbirths or premature births, the leading cause of birth defecis.”

Trauma and suicide

-3

65% suffer mulliple symptoms of post-traumatic siress disorder!

e 2% increased risk of death from all causes, inciuding suicide.”

Suicide rates are 6 times higher if women abart vs. giving birth."

0% of wornen who had abortions said they felt that “part of me died.”

L]
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increased awareness and decfining abortion rates

Majority of women oppose abortion on demand. A polt by the Center for the Advancement of Women, which supports
abortion, shows more than half of American women oppose abortion on demand. Legal ahortion was the next to last
priority for women, ¥

Abortion rates steadily dropping. There has been a slow steady drop in abortion rates over the last 15 years, in part
because of raised awareness that abortion is not a “quick and easy” solution.” 77% of Americans now realize that abortion
takes a life, including one-third of those who describe themselves as strongly pro-choice.®

Few regret keeping unintended babies. Studies of women who sought but did not have abortions show that few, if any,
later regret their decision or suffer psychological problems from having an unintended child.”

Even in hard cases, women don’t want abortion ...

Victims say 1t only infensifles the trauma. In a survey of women who became pregrant through rape or incest,
many only aborted because they felt pressured to do so and said abortion only increased their priefl and trauma.

o 70% had their babies, and none regrelted their decision.
@ 78% of those who aborted had tegrets and said that abortion was the wrong solution'®

Petition for Hearings. An Ad Hoc Committee of Women Pregnant by Sexual Assault has put together a Petition to
Congress and State Lepislators to request hearings on this issue. (For a copy of the petition, see the “Hard Cases
Booklet” at www.theunchoice.com/resources.htm).

Americans want more research into abortion’s impact on women. The majority of voters surveyed believe government-
funded research on women’s emotional reactions to abortion should be a high priority.”

Assembly-line medicine

Impersonal clinics. More than 80% of all abortions are done in non-hospital facilities, at clinics devoted solely to provid-
ing abortions and contraceptive services. Most aborticns are done by a stranger who has no refationship with the patient,
either before or after the procedure. Often women do not return for post-surgical care.”

Low standard of care. The standard of care is often poor. Seme abortionists move from state to state to avoid investigations
and patient complaints ™

Failure to screen for known risk factors. (Screening would eliminate 70% or more of all abortions.)
Most 2hortionists don't screen for risk factors or determine whether abortion will benefit their patients, Proper screening
would eliminate 70% or more of all abortions.”

Profit-driven clinics, high-pressure “counseling.” Many abortion “counselors” are not licensed counselors. Some are
trained to “sell” abortions and ease women's concerns so they will be more likely to abort, thus increasing clinic profits®

The joumey toward healing

In the 1.5, over 50 million wormen and men have lost a child to abortion. Many are realizing they are not alone and
finding that hope and healing are possible. Experts estimate that post-abortion healing programs have already served as
many as 20 million women and others impacted by abortion. Learn more at www.utheunchoice.com/healing htm.

- More information on unwanied abortions and abortion. risks can be found in the secial veport, “Forced Aborlion in
America,” and in our Research Booklel, Both can be downloaded for free at wnww theunchoice.com/vesources.btm. For
current news and updates on aborlion research and risks, see www.theunchoice.com/mews.him.
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Physical Risks
Life-Threatening Risks of Abortion

Higher death risk, 6 times higher suicide rate

Compared to pregnant women who had their babies, pregnant women who aborted were ...

= 3.5 times more likely to die in the following year « 1.6 times more kkely to die of natural causes
« 6 times more likely to die of suicide » 14 times more likely to die from homicide
» 4 times more likely to die of injuries related to accidents’

Another study found that, compared to women who gave birth, women who had abortions bad a 62% higher risk of death from all
causes for at least eight years afier their pregnancies. Deaths from suicides and accidents were most prominent, with deaths from
sulcides being 2.5 times higher?

Canses of death within a week — The ieading causes of abortion-related maternal deaths within a week of abortion are hemor-
rhage, infection, embolism, anesthesia complications, and undiagnosed ectopic pregnancies,?

Cancer — Significantly increased risk of breast cancer, cervical cancer, and lung cancer {probably due to heavier smoking patterns
afier abortion).*

Immediate complications — About 10% suffer immediate complications; one-fifth of which are life-threatening,” These risks
}gclude hemorrhage, cervical injury, perforation of the uterus, infection, embolism, chronic pain, and anesthesia complications.

1

31% suffer health complications— A recent study published in a major medical journal found that 31% of American womnen
surveyed who had undergone abortions had health complications.®

80%-180% increase in doctor visits — Based on health care sought before and after abortion. On average, there is an 80%
increase in doctor visits and 2 180% increase in doctor visits for psychosocia! reasons afier abortion.

Self-destructive lifestyles, spiraling health problems — Increased risk of promiscuity, smoking, drag abuse, and eating disorders,
which all put the wornan at increased sisk for other health problerns.®

Infertility and life-threatening reproductive risks

Abortion can damage réproductive ergans and cause long-term and sometimes permanent problems that can put future pregnancies
at risk. Women who have abortions are more likely to experience ectopic pregnancies, infertility, hysterectomies, stillbirths, miscar-
tiages, and premature births than women who have not had abortions.

Reproductive complications and problems with subsequent deliveries

Pelvic Inflammatory Disease — Abortion puts women at risk of pelvic inflammatory disease (PID), a major direct causé of
infertility. PID also increases risk of ectopic pregnancies. Studies have found that approximately one-fourth of women who have
chlamydia at the time of their abortion and 5% of women who don't have chlamydia will develop PID within four weeks afterwards.”

Placenta Previa -— After abortion, tiere is a seven- to 15-fold increase in placenta previz in subsequent pregnancies, 4 life-
" threateriing condition far the mother and baby that increases the tisk of birth defects, stillbirth, and excessive bleeding during labor!

‘ Ectopic Pregnancy — Post-zbortive women have a significantly increased risk of subsequent ectopic pregnancies,* which are life
threatening and may result in reduced fertility.

Endometritis, 2 Major Cause of Death — Abortion can result in for endometritis, which can lead to hospitalization and infertility
problems. It is a major cause of maternal death during pregnancy

Women who abort twice as likely to have pre-term or post-term deliveries." Women who had one, two, or more previous
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induced aborlions are, respectively, 1.89, 2.60, or 203 times more likety to have a subsequent pre-term delivery, compared to women who
carry to term. Pre-term delivery increases the risk of neonatal death and handicaps. Women who had one, two, or more induced abortions
are, respectively, 1.89, 2.61, and 2.23 times more likely to have a posi-term delivery (over 42 weeks).

Death or disability of newborns in later pregnancies — Cervical and uterine damage may increase the risk of premature delivery,
complications of labor, und abnotmal development of the placenta in tater pregnancies.”” These complications are the leading causes of
disabilities among newborns,

To find out more, including pregnancy and post-abortion resources, visit TheUnChoice.com
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Psychological Risks
Traumeztic Afiersffects of Aborlion

Suicide

» 6 times higher suicide rate, Aborting women were six-seven times more likely to commit suicide in the following year than
were delivering women.! A study of women for up to eight years after the preganncy ended found a 2.5 times higher suicide
rate after abortion than after giving birth ?

e Up to 60% have suicidal thoughts. In a study in 2 major scientific journal, 31% of women had thoughts of suicide after
undergoing an abortion.’ In another survey, approximately 60% of women with post-abortion problems reported suicidal
thoughts, with 28% attempting suicide and half of those attempting suicide two or more times.*

Depression

e 65% higher risk of clinical depression. Women who aborted were 65% more likely than delivering wormen to be at risk of
long-term clinical depression after controlling for age, race, education, marital status, income, and prior psychiatric state.’

«  Depression risk remained high, even when pregnancies were unplanned. Among women with unintended first pregnancies,
aborting women were at significantly higher risk of long-term clinicai depression compared to deliveting women |

Trauma

+  65% report symptoms of post-traumatic stress disorder. 65% of U.S. women who had abortions experienced multiple
symptoms of PTSD, which they attributed to their abortions. Slightly over 14% reported all the symptoms necessary for a
clinical diagnosis of abortion-induced PTSD.?

e 60% said they felt “part of me died.” In the above study, 60% reported that they felt “part of me died” after their abortions*

*  More psychiatric trestment. Compared to women who deliver, women who abort are more than twice as likely to be
subsequently hospitalized for psychiatric illness within six months.” Analysis of California Medicaid records shows that women
who have abortions subsequently require significantly more treatments for psychiatric illness through outpatient care®

«  Multiple disorders and regrets. In a study eight weeks after abortion, 36% of women experienced sleep disturbances, 31%
had regrets about the abortion, and 11% had been prescribed psychotropic medicine by their family doctor?

¢ QGeneralized anxiety disorder. Among women with no previous history of anxiety, women who aborted a first, unplanned
pregnancy were 30% more likely to subsequently report all the symptoms associated with a diagnosis for generalized anxiety
disorder, compared to women who carried 1 term.”

+  Sleep disorders. In a study of women with no known history of sleep disorders, women were more likely to be treated for sleep
disorders after having an abortion compared to giving birth (nearly twice as likely in the first 180 days afterwards). Numerous
studies have shown that trauma victims often experience sleep difficulties.”

s Disorders not pre-existing, A New Zealand study found that women had higher rates of suicidal behavior, depression, anxiety,
“substance abuse, and other disorders after abortion, The study found that these were not pre-existing problems ¥

Eating disorders & substance abuse

+  39% had eating disorders. In a survey of women with post-abortion problems, 39% reported subsequent eating disorders.”

o Five-fold higher risk of drug and alcohol abuse. Excluding women with a prior history of substance abuse, those who abort
their first pregnancy are 5 times more likely to report subsequent drug and alcohol abuse vs. those who give birth.
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Divorce and chronic relationship problems

< Womenwitha history of abortion are significantly more likely to subsequently have shorter relationships and more
divorces.”

e More poverty and single parenthood after repeat abortions. Women who have more than one abortion (nearly half of
those seeking abortions each vear'®} are more likely to become single parents and to require public assistance.”

e 30-50% of post-abortive women report experiencing sexual dysfunctions such as promiscuity, loss of pieasure from
intercourse, increased pain, and aversion to sex and/or men.™

e Studies have identified factors that put wornen at risk for negative reactions to abortion, inciuding feeling pressured to
abort, lack of support, being more refigious, prior emotional or psychological problems, adolescence, being unsure of her
deision, and receiving little or no counseling prior to abortion.”

To find out more, including pregnancy help and posi-abortion resources, visit ThelinChoice.com
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KB 1659, relative to the women's right to know act regarding abortion information
Hearing: April 12, 2012
Committee: Senate Health and Human Services

Position: OPPOSE

Mr. Chairman and members of the committee, my name is Kathleen Kidder, although | prefer to be
called Kitty, and | am an Advanced Practice Registered Nurse (APRN). | own a practice in New Londan,
NH, providing primary care services to about 3000 patients. | am representing the New Hampshire
Nurse Practitioner Association, having served as a previous president of the association, and | am here
to share my concerns with you about HB 1658. '

In New Hampshire Advanced Practice Nurses provide healthcare services, safely, to thousands of
citizens. They provide quality care with quality outcomes in a fiscally responsible manner. The safety
record among Advanced Practice Nurses is exemplary. This bill serves to the limit the Scope of Practice,
thus reducing access to care at a time when women are most heaithy.

In 2006 the Board of Nursing reviewed the educational preparation for APRN's prepared to provide
surgical abortions and deemed it appropriate thus allowing for it in Scope of Practice. In the six years
since, there have been no complaints received by the Board of Nursing concerning these issues. There
is, therefare, no need to limit access of care by establishing the “physician-only” language inciuded in
this biil.

Thank you for your time. | am happy to answer any questions. | wish to let you know that Denise Nies,
Executive Director of the BON is in the room and would be available to answer questions, also.

Please et me know if | can be of further assistance.

Kathleen M. Kidder, MSN, FNP-BC, APRN

Owner, Life Long Care of New London, PLLC, an NCQA certified Medical Home
276 Newport Rd

New London, NH 03257

Home: 603-735-5733

Cell: 603-393-6006

kitty@lifelongcare.net
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STATE OF NEW HAMPSHIRE
SENATE
REPORT OF THE COMMITTEE

Date: 4/20/12

THE COMMITTEE ON Health and Human Services
to which was referred House Bill 1659-FN
AN ACT relative to the women's right to know act regarding
abortion information.
Having congidered the same, the committee recommends that the Bill:

IS INEXPEDIENT TO LEGISLATE

BY AVOTE OF:  3-2
Senator Molly Kelly

For the Committee

Robyn Dangora 271-4154
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3/28/2012 H Qught to Pass (Rep Bettencourt}; H3 30, PG.1765
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472572012 s Inexpedient to Legislate, RC 12Y-11N, MA === BILL KILLED ===

NH House NH Senate

http://fwww.gencourt.state.nh.us/bill_Status/bill_docket.aspx?lsr=2014&sy=2012&sortopti...

5/21/2012



Other Referrals



)

COMMITTEE REPORT FILE INVENTORY
WRAAR ORIGINAL REFERRAL RE-REFERRAL

1. THIS INVENTORY IS TO BE SIGNED AND DATED BY THE COMMITTEE AIDE AND PLACED
INSIDE THE FOLDER AS THE FIRST ITEM IN THE COMMITTEE FILE.
2. PLACE ALL DOCUMENTS IN THE FOLDER FOLLOWING THE INVENTORY IN THE ORDER LISTED.

3. THE DOCUMENTS WHICH HAVE AN “X” BESIDE THEM ARE CONFIRMED AS BEING IN THE
FOLDER.

4. THE COMPLETED FILE IS THEN DELIVERED TO THE CALENDAR CLERK.

1/ DOCKET (Submit only the latest docket found in Bill Status)
V_I//COMMITTEE REPORT

_~ CALENDAR NOTICE

__V/ HEARING REPORT

/_‘'HANDOUTS FROM THE PUBLIC HEARING

/ PREPARED TESTIMONY AND OTHER SUBMISSIONS
// SIGN-UP SHEET(S)
ALL AMENDMENTS (passed or not) CONSIDERED BY

COMMITTEE:
- AMENDMENT # - AMENDMENT #
. - AMENDMENT # - AMENDMENT #

ALL/AVAILABLE VERSIONS OF THE BILL:
¢/ ASINTRODUCED _~~ AS AMENDED BY THE HOUSE
q& FINAL VERSION U[E AS AMENDED BY THE SENATE

_ OTHER (Anything else deemed important but not listed above, such as
amended fiscal notes):

DATE DELIVERED TO SENATE CLERK 5/3// [2.

Revised 2011




	HB1659-FN (Senate)
	Bill as Introduced
	Committee Minutes
	Speakers
	Testimony
	Committee Report
	Other Referrals


