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Planned Parenthood Is Guilty of Negligent Screening
David C. Reardon, Ph.D.

Congressional hearings into Planned Parenthood following
 the release of the undercover videos should look beyond

the deceptive fetal tissue donation forms they ask women to sign.
These misleading disclosure forms typify a larger pattern of
deception and exploitation.

An even more shocking abuse lies in the fact that Planned
Parenthood abortionists know that the majority of women entering
their abortion clinics have multiple
risk factors for psychological
maladjustments following an abortion.
But they don’t screen for these risk
factors, much less give each patient a
medically informed assessment of
risks versus benefits based on each
woman’s unique risk profile.

Specifically, Planned Parenthood is guilty of negligent pre-abortion
screening and counseling. This isn’t by accident. It’s not an
oversight. It is a practice designed to advance their own financial
and sociopolitical interests.

Plus, under current law, they can get away with it. Loopholes in
the law allow abortion providers to evade any financial liability
for psychological problems that are triggered or aggravated by
abortion.

In short, while Planned Parenthood claims it is simply promoting
a “pro-choice” alternative, what they are actually doing is
promoting a “poor-choice” alternative.  Women deserve better.

Abortion Has Known Risks

Compared to similar women who give birth, women who abort
experience significantly elevated rates of psychiatric disorders,1-9

substance use,4-5, 10-11 suicidal behaviors, 4-5, 12-14 post-traumatic  stress
disorders,6, 15-16 sleep disorders,17 a worsening of general health,18

and elevated rates of recourse to medical treatments.19-20 In
addition, each exposure to abortion reduces a woman’s life
expectancy.21

Most notably, besides all these risks, abortion also lacks any
measurable benefits. Specifically, not a single study has identified
any statistically significant benefits for women who have abortions
compared to women who give birth to unplanned pregnancies . .
. or compared to any other group of women.22

This is the conclusion of Dr. David Fergusson, a self-described
pro-choice atheist,23 based on his own systematic review of the
literature, including his own 30-year longitudinal study of 1,265
subjects who have been studied from birth through 30 years of age.

Fergusson isn’t a biased pro-lifer. In fact, his conclusions have
not led him to advocate against abortion in any way. He has no
moral objections to it.

But as a scientist, Fergusson argues
against the intellectual fraud of
abortion providers who perform
abortions based on the spurious claim
that it will produce some hoped for or
imagined psychological benefits for
women compared to giving birth. There
is not a shred of scientific evidence to

support such optimism. No claimed benefits of abortion have ever
been statistically validated. But abortion does have known risks.

Some Women Are Known to Be At Higher Risk

Research has consistently shown that there are certain groups of
women who are most vulnerable to negative reactions to abortion.

In fact, even the hand-picked team of pro-choice psychologists
who issued the Report of the American Psychological Association
Task Force on Mental Health and Abortion in 2008 acknowledged
the following 15 risk factors which can be used to identify the
women who are at greater risk of psychological problems after an
abortion:24

• “terminating a pregnancy that is wanted or meaningful”
• “perceived pressure from others to terminate a pregnancy”
• “perceived opposition to the abortion from partners, family,

and/or friends”
• “lack of perceived social support from others”
• “low self-esteem”
• “a pessimistic outlook”
• “low perceived control”
• “a history of mental health problems prior to the pregnancy”
• “feelings of stigma”
• “perceived need for secrecy”
• “exposure to antiabortion picketing”

Planned Parenthood knows
that the majority of women
have multiple risk factors.
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• “use of avoidance and denial coping strategies”
• “feelings of commitment to the pregnancy”
• “ambivalence about the abortion decision”
• “low perceived ability to cope with the abortion prior to the

abortion”

Indeed, this list makes clear that one needs to carefully parse the
APA’s summary conclusion that “among adult women who have
an unplanned pregnancy the relative risk of mental health problems
is no greater if they have a single
elective first-trimester abortion than
if they deliver that pregnancy.”

This highly nuanced assertion was
widely misreported as concluding
that there are no mental health risks
to abortion. But look again.

 First, the APA claims abortion has “no greater” risks compared to
delivery—referring mostly to the incidence rate for post-partum
depression. It doesn’t claim any benefits, only comparatively equal
risks.

Secondly, and more importantly, even this modest claim of “safety”
is limited to:

• adult women (excluding adolescents)
• those whose pregnancies are unplanned (excluding those

who had any openness to or desire for pregnancy)
• those who have only a single abortion (excluding those with

multiple exposures to abortion)
• those for whom the abortion is entirely elective (excluding

those who experienced any pressure or coercion, or those
for whom fears of health complications led to a therapeutic
abortion), and

• those who abort in the first trimester (excluding those who
abort after 12 weeks gestation).

Notably, the vast majority of women having abortions have one or
more of these risk factors. For example, approximately 64 percent of
women with a history of abortion report that they felt pressured by
one or more people to do so.25 In addition, approximately half of all
women aborting on any given day have a prior history of abortion.26

Further, about 15 percent of abortions are for adolescents, and
about 8 percent of abortions are after the first trimester.27 Throw in
the need for secrecy, ambivalence, or any of the other 15 risk
factors acknowledged by the APA, and it’s clear that most women
having abortions have two or more of these risk factors.

Planned Parenthood’s Own Research on Risk Factors
and Screening

The APA Task Force was by no means the first to recognize that
negative reactions to abortion may be anticipated on the basis of
prior personality traits (such as low self-esteem or prior history of
depression) or identifiable circumstances (such as feeling
pressured to abort or feelings of commitment to the pregnancy).

For example, in 1973, Planned Parenthood itself published a study
identifying several pre-existing risk
factors that could be used to identify
the women who were most likely to
experience subsequent psycho-
pathology and other negative
symptoms as measured 13-16
months later.28

Based on these findings, the
researchers recommended that computer-scored “screening pro-
cedures to identify such [higher risk] patients could easily and
inex-pensively be instituted by hospitals and private physicians”
at a cost of less than a dollar each.

Did Planned Parenthood implement these pre-abortion screening
recommendations? No. In fact, they are opposed to screening for
statistically significant risk factors.29

Negligent Screening Hurts Women But Enriches the
Abortion Industry

Bottom line: Planned Parenthood knows that the majority of women
coming into abortion clinics have multiple risk factors for post-
abortion psychiatric distress. But there is no systematic screening
for these risk factors. Why?

First, because abortion providers have a financial incentive to
spend the least amount of time with each woman. One of their
highest goals is to provide fast, cheap abortions. Planned
Parenthood’s one-size-fits-all abortion counseling is incompatible
with individualized screening that would then require individualized
counseling.

Second, from the viewpoint of population control zealots, many of
the same risk factors that predict which women will have the most
emotional problems after an abortion actually align with the same
criteria for women they historically argued should be sterilized—
including, for example, women with prior mental health issues.30

Third, the goal of providing cheap, no-questions-asked abortions
is an integral part of Planned Parenthood’s historic and deeply-

In 1973, Planned Parenthood
itself published a study iden-
tifying abortion risk factors.
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rooted eugenic population control agenda. After all, if abortion, as
a social engineering tool, can be used to reduce the burden on
society caused by the birth of “unfit” children, keeping abortion
on request affordable to the poor is a “social good.”

Advancing the “social good” of fewer births, especially among
the marginalized, may explain why Planned Parenthood’s
counseling practices minimize disclosure of abortion risks.31

It may also explain why some abortion counselors deliberately
reinforce the arguments of the partners, parents, employers or
others pressuring women to abort in order to persuade ambivalent
patients that abortion is the “best option” for everyone.32

Negligent Pre-Surgical Screening is
Unique to the Abortion Industry

Everywhere else in medicine, doctors screen
for risk factors, precisely to identify those
subgroups of patients for whom a possible
treatment option may be contraindicated or
is unlikely to produce the desired benefits.

For example, Lasik surgery is a common elective procedure
performed nearly four million times per year. But ethical physicians
do not perform it without appropriate pre-surgical screening.

Indeed, pre-surgical screening for Lasik patients results in
approximately 25 percent of patients being declined for Lasik
treatment on the initiative of the attending physician33—precisely
because the doctor’s own best medical judgment is that it will not
benefit the patient.

But do abortionists turn away women with multiple risk factors for
abortion complications, or even discourage these most vulnerable
women from having abortions? No.

The simple fact is that abortionists seldom turn away patients. If
you have the money, they will do the abortion.

In fact, abortionists will typically deny any responsibility for de-
termining if an abortion is more likely to benefit or harm a woman’s
well being. They insist they are not social workers—that the “choice”
is the woman’s alone and they are just there doing her bidding.

But such a “buyer beware” medical service is an inversion of
normal medical ethics. It is analogous to a woman walking into a
doctor’s office and saying, “I have a lump in my breast and need a
mastectomy,” and the doctor responding, “Okay. Jump up on the
table and I’ll take it right off.”

Simply doing what a patient asks for, without any evaluation of
risks or options, is not the practice of medicine . . . it is medical
malpractice.

But this is exactly what Planned Parenthood and other abortion
providers are guilty of. They are facilitating and encouraging
women of all ages and education levels to self-diagnose.  Moreover,
they do not even assist in the self-diagnosis process!

Instead, abortionists insist that women seeking abortions already
know everything they need to know . . . as if an innate knowledge

of abortion’s risk factors and risk/benefit ratios is embedded in
women’s DNA. They even go so far as to insist that laws requiring
full disclosure of all statistically significant medical research on
risks and risk factors associated with abortion are an insult to
women’s intelligence.

In short, Planned Parenthood believes in abortion on request, no
questions asked. No matter the circumstance, whenever a woman
comes for an abortion, their response is, “Jump up on the table
and we’ll take it right out.”

Is such blind obedience to their self-diagnosis what women really
want from their doctors?  Many, perhaps most, are highly uncertain

what to do and are facing intense pressure
from others or their circumstances. And
clearly the vast majority have no prior
education regarding abortion risk factors
and all the medical studies examining risks
associated with abortion.

What we do know, with certainty, is that
women overwhelmingly want to be informed

of all statistically significant risks, especially when considering
elective surgeries like abortion.34

Abortionists Use Unified Negligence to Evade Liability

Ironically, Roe v. Wade rejected the idea that women have an
absolute right to abortion precisely because it is a medical procedure
that inherently has risks. The Roe decision concluded with the
emphatic statement that “the abortion decision in all its aspects is
inherently, and primarily, a medical decision, and basic
responsibility for it must rest with the physician. If an individual
practitioner abuses the privilege of exercising proper medical
judgment, the usual remedies, judicial and intra-professional, are
available.”35 [emphasis added]

Put another way, if abortion is contraindicated due to any physical,
psychological, or social reasons,36 the Supreme Court recognizes
that physicians have a right and duty to refuse to perform an
unsafe or unnecessary abortion. In this regard, if doctors fail to
exercise “proper medical judgment,” the Roe Court declared, they
should be exposed to “the usual remedies” of lawsuits, loss of
their licenses, or even criminal prosecution.

So, if abortionists aren’t screening for known risk factors, as I
have asserted, why aren’t they being sued by the hundreds of
thousands of women entering post-abortion counseling programs
every year?

Unfortunately, abortion providers are protected from any
meaningful liability because of two loopholes in tort law.

First, the “standard of care” for pre-abortion screening is defined
by the common practice of abortion providers themselves. So, as
long as all abortion providers agree to ignore the psychological
risks of abortion, or at least refuse to testify against other abortion
providers who neglect to screen for these risk factors, it is nearly
impossible for injured women to prove that they were given
substandard, much less negligent, medical care.

The simple fact is that
abortionists seldom
turn away patients.
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As long as abortion providers all simply perform abortions on
request—without screening and without offering each woman a
medically informed risk/benefit analyses—it is extremely hard for
a malpractice attorney to prove negligent screening. If the standard
of care is low enough, there is no risk of plaintiffs proving
negligence.

Second, and even more problematic, tort law generally precludes
recovery of damages for emotional distress unless it is the result
of physical injury.

For example, if you suffer emotional
distress after almost being hit by a car,
you can’t sue. Only if you are hit are you
then entitled to damages for pain,
suffering, post-traumatic stress and sleep
disorders.

Thus, absent any physical injury following an abortion,
abortionists are shielded from any liability for psychological injuries
attributed to abortion. This simplifies the math: no liability =
no need for screening + more abortions + more profit + more injured
women.

The Solution: Put the Standard of Care for Screening
into Statute

As we have seen, even pro-abortion mental health professionals,
and Planned Parenthood’s own publications, have acknowledged
the existence of risk factors for post-abortion psychological
problems. For the reasons discussed above, these risk factors are
routinely ignored by abortion providers, at least in part because
there is no financial downside, only an upside, for doing so.

It doesn’t have to be that way. The standard of care for pre-abortion
screening can be put into statute.37 This would eliminate the
burden on plaintiffs to find abortion providers to testify that the
defendant’s pre-abortion screening was negligent. At the same
time, tort law can be amended to require doctors to give women an
informed medical opinion based on their unique risk profile and to
give women a right to sue for negligent screening and
psychological injuries associated with abortion.

Bill Clinton famously opined that abortion should be “safe, legal,
and rare.” It is obvious that pre-abortion screening should be
employed to identify the women at greatest risk of unsafe
abortions.38 If it so happens to be true that the majority of women
are at risk, then perhaps this will also make abortions rare.

What I do know is this: “poor-choice” advocates are profiting
from countless women who will continue to undergo unwanted,
unsafe, and unnecessary abortions. Planned Parenthood officials
should be grilled by congressional investigators on why and how
they justify their failure to establish a systematic methodology for
pre-abortion screening and counseling which will properly protect
women from unwanted, unsafe, and unnecessary abortions.

* * *
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A new study has found that having a single induced
 abortion or miscarriage can lead to complications in

future pregnancies.

The study, published in the Journal of Maternal Fetal and
Neonatal Medicine, examined deliveries for 15,000 women
in Tel Aviv who were giving birth for the first time, of whom
1,500 had a previous abortion or miscarriage before 13 weeks.

Reports the Daily Mail:

About seven percent of women with a prior abortion or
miscarriage had labor induction, compared with about five
percent of women pregnant for the first time.

Cesarean deliveries were performed for 25 percent of women
with a prior terminated pregnancy, compared with 18 per-
cent of the other women.

 Retained placenta after birth — where the placenta fails to
deliver — occurred with about seven percent of women
who had a history of miscarriage or abortion, compared
with roughly five percent of the other women.

Lead author Dr. Liran Hiersch told the Daily Mail that
pregnancy loss is “a very common event,” and that the
findings “should be taken into account together with other
parameters when assessing the risk for adverse outcome.”

Other studies have also found that induced abortion can
impact later pregnancies, including an increased risk of
infertility and preterm birth, which has been linked to an
increased risk of mental impairment, autism, cerebral palsy
and epilepsy disorders in children.

Research Links Abortion,
Pregnancy Complications
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Far from empowered,
most women I speak to
feel utterly wretched.

What I’ve Learned From Working With
Women Facing Abortion

Alliance of Pro-Life Students

I’ve learned that the word “choice” is often the last word
a woman  in a crisis pregnancy feels applies to her when
she’s looking for an abortion.

As I put down my mobile, having spoken to yet another
 distraught woman for over an hour, I look at the time and

realize it’s gone 10 p.m. I yawn and stretch—it’s been another very
long, emotionally draining day. I listen carefully to see if there’s
anyone else upstairs  who may have accidentally overheard my
conversation.

Thankfully, it appears not. The privacy of the woman I’ve been
speaking to is crucial as she’s in an extraordinarily difficult situation
and I’m one of only four people on the planet who currently knows
she’s pregnant. Also, I’m staying with
family members who don’t know I work
with women seeking abortions.

It’s a difficult subject, you see, and one
that elicits extremely strong emotional
reactions from almost everyone, which ever
side of the debate they stand on. As
someone who naturally tries to avoid confrontation at all costs, I
find it very hard to explain to people that the majority of the “women
in need” that I work with came to me seeking an abortion.

My father, who does know, begged me to find some other charitable
work: “Go and dig a well or something! No one can argue that
that’s a good thing to do!” In some ways, I would love to. It would
be a lot simpler and I would be significantly less of a social outcast.

I’ve always been a good girl, and never felt remotely inclined to do
anything controversial before. The thing is, having stepped into
this strange, unseen world full of extraordinarily courageous women
in the most difficult circumstances, with nowhere else to turn, I
don’t think I will ever really leave.

Having worked with hundreds of women seeking abortions over
the last few years, I’ve learned a great deal about life. As a recent
article written by a trainee abortion doctor attests, “pregnancy at
the wrong time, with the wrong person, or in the wrong situation,
can be a very lonely and unsympathetic place to be.”

I’ve spoken to women from every conceivable background, ages
ranging from early teens to late 40s, and each has their own story
explaining why they’re pregnant, and why they want an abortion.
It is never a decision that is taken lightly, and there is always a
very compelling reason why the woman is seeking an abortion.

There is also an almost universal, overwhelming sense that they
have “no choice” and that given the crisis they’re in, abortion is
the only possible option. Far from empowered, this leaves most

women I’ve spoken to feeling utterly wretched.

As an example, I have spoken to many women who are seeking an
abortion because their boyfriend or husband wants them to. Some
are have been married for years and already have “enough”
children—their husband wants them to further their career rather
than waste time and money on another baby. Some are very young,
with a boyfriend who doesn’t feel he can commit financially or
emotionally to supporting a child.

A significant number of their partners are abusive and have
threatened physical or psychological violence. Most were using
contraception. Many are convinced that, although they would
like to keep the baby, their partner will leave them if they do. Almost

all feel that they have no choice, that
abortion is the only answer.

Let’s look at the problem, though. In a crisis
pregnancy like those described above, the
crisis is the situation that the woman is in,
not the pregnancy. The crisis is the fact
that her workplace is prejudiced against

pregnant women, or that she feels she has to do what her partner
says, or that she is not financially stable, or that her boyfriend
won’t commit, or that she is in an abusive relationship, or that she
is being threatened with homelessness.

These are the crises—the pregnancy is simply acting as a
magnifying glass, allowing us to see more clearly the problems
that are already lurking. The pregnancy is not the crisis, and while
stopping the pregnancy may mask the problems that it has
highlighted, it will not stop them.

One woman I encountered spent the majority of the consultation
sobbing, begging me to tell her boyfriend that she was not eligible
for an abortion. She desperately wanted to keep her baby, but he
had decided that she wasn’t going to. Despite being married to
someone else, he was in control of her finances, her housing and
her visa. She was completely dependent on him and he was
physically and emotionally abusive. I told him that she was not
eligible for an abortion so he grabbed her arm and pulled her out of
the building.

The fact that BPAS [British Pregnancy Advisory Service] performed
an abortion on her later the same day is disgusting. In no way was
her crisis solved by that abortion. Her child was forcibly removed
against her will (even if she signed a consent form) because a man
threatened the destruction of her life as she knew it. Silent complicity
with abusive boyfriends is not what feminism has fought for.

I completely agree with the trainee abortion doctor when she says,
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Our Sustaining Partners are a group of donors who support the work of the Elliot Institute through regular donations.  You decide how
much you want to give and when—and you’ll receive monthly updates on our work. Plus, you’re free to cut back or cancel your
donations at any time.

/  / Please send me information about how I can become a Sustaining Partner by making a pledge for regular donations.

Mail to:
The Post-Abortion Review
P.O. Box 7348
Springfield, IL  62791

Name:

Address:

“As long as unplanned pregnancy exists, we need to help women
in this unfortunate situation, not harass them.” I cannot, however,
agree that abortion is the way to do this.

My job empowers women by giving them the chance to live
independently, ultimately by their own means, away from the fear
of abuse or judgement, be that by partners, parents, schools, jobs
or other women asking why they didn’t exercise their “right to
choose.” It gives them a real choice, where keeping the baby is a
realistic option. It helps them escape the crisis that the pregnancy
has bought into focus. Surely this should be the focus of society?

Women in the 21st century should not feel they have to enter this
secret world where “their mistake” can be “fixed,” no questions
asked. They should feel that those who are putting pressure on
them will be held accountable and that they have control over
their lives.

Their lives may not be easy, but I’ve never spoken to a woman
who regretted keeping her child. Their smiles, and the smiles of
their children, are the reason that despite everything, I’m glad to
have the privilege of answering my phone so late at night. In the
short term, abortion may appear to “improve life and prevent harm,”
but however difficult and unpopular it is to say it, abortion is not
the answer. Stop the crisis, not the pregnancy.

* * *

Reprinted with permission from the Alliance of Pro-Life Students
(U.K.), http://allianceofprolifestudents.org.uk/.

What’s Happening
at the Elliot Institute?

Here are just a few of the projects we’ve been busy with in
the past few months:

• The Scandinavian Journal of Primary Health Care
published a rebuttal letter by Dr. Reardon critizing a
published study by a Danish researcher asserting that
childbirth is a threat to psychological health. We’ll have
more details in an upcoming issue of the Post-Abortion
Review (or see our web site at www.afterabortion.org).

• One of our board members, Dr. David Mack, passed
away in January. He was a very devout and holy man and
we pray that his soul is resting in God’s peace. Please
remember his family in your prayers.

• In upcoming news, Dr. Reardon will be traveling to Bosnia
in March to be an observer at a week-long post-abortion
healing retreat. Please pray for safe travels  for him.

* * *

Be a partner in our work! Your tax-deductible donation
will help support projects like those mentioned above. To
make a donation, see the form below.

In an abortion clinic, there is no doctor-patient relationship. The doctor enters the room, there’s a brief introduction. The
patient is already on the table ready to have the procedure done. There is no sort of opportunity for any sort of meaningful
relationship to develop.  —Former abortionist Dr. Robert Siudmack
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I  N  S  T  I  T  U  T  E

Recommendation for Depression Screening
for Pregnant Women Should Extend to Abortion

The United States Preventive Services Task Force has issued a
recommendation to screen women for depression before and

after pregnancy in an effort to identify women at risk of post-
partum depression and other pregnancy-associated mental health
illnesses.

Elliot Institute Director David Reardon
said that “it is important to identify
women who may benefit from early
psychological support and treatment.”
He is especially hopeful that these
recommendations will be applied to all
pregnant women, irrespective of pregnancy outcome.

Reardon, the author of numerous studies on psychological
treatment rates following birth, abortion, and miscarriage, believes
better screening can lead to more timely referrals for support. This
can make a huge difference in how women cope and adjust during
and after their pregnancies.

Prior pregnancy outcomes can also effect mental health during
and after subsequent pregnancies. Numerous studies have shown
that prior pregnancy losses (miscarriage or induced abortion)

increase the risk of mental health problems during and after
subsequent pregnancies. There are also additive effects. Exposure
to multiple losses is linked with a proportional increase in risk of
depression during and after subsequent pregnancies.

Reardon has been especially critical of
the failure of abortion providers to
screen for any of the risk factors listed
by the American Psychological
Association, that identify women who are
likely   to have the most severe negative
reactions following induced abortions.

The list includes having a history of depression.

“Now that a government task force tasked with reducing
complications associated with medical care has identified the
importance of screening pregnant women for depression, the failure
of abortion providers to provide pre-abortion screening and referrals
for counseling will be impossible to defend,” Reardon said.

To learn more about the Elliot Institute’s model legislstation that
holds abortion providers liable for failing to screen for coercion
and other risk factors, visit www.stopforcedabortions.com.

Abortionists’  failure to
provide screening will be

impossible to defend.


