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The aims of the study were (1) to seek t o isolate those 

featt.n:es which distinguished pat ients in a group recommended 

fo r th2rar1e•Jtic abort icm on psychi.at ric grounds from those 

who 1e:r ~..! r efuse cl such reco mmendation; ( 2) to i solat e those 

factor s in the psycho-socia l. history which appe a:-: to have 

influeaced thG decisi.on s mad e aod (3) to conduct a follow­

up stody of both groups in order to st~dy ths l ate sequelae 

of the decision. A total of 197 patients wer e referred to 

a special cl inic run by the Department of PsychiatLy of 

Groot e Schuur Hospital fer assessment for therapeutic 

abo~tion on psychiatric grounds over the period 1/2/74 -

31/5/75 . Exterisive psycho-social and psychiatric data were 

collected on eanh patient. Some of these variab les were 

submitted to a chi-square ai.ld a discr:i.rninant ana.lysis. At 

follow -up 12 - 18 months after initial presentation, further 

demographic dat a was obtained and each patient completed a 

que stionnaire on her initial and late reactions to the whole 

experienC'e con si.dcred retrospectively. Results revca led 

that the main f actors in the decision making were ( 1 ) need 

for referra l for psychiatric treatmen t after the inter view 

( this ·weighted in fa vmn: of termi.nati on), ev i dence o f ambi­

valence over the pregnancy and / or abortion ( t h is weighted 

against termination) and more tha n one int i ma t e relationship 

( this, weighted against termination); ( 2) at follow-up of 
the pa tients refused and recontacted, 45% did not carry 

their pregnancies through to term and (3 ) there was more 

eviden ce of disturbed behaviour in the termination group, 

but with regard to the emotional reactions, depression , for 

example, appeared to ree:ede with the passage of time 
equally ia both groups. The significance of the findings 

of this study as regs rds the whole problem of psychiat r ic 

assessment for the termination of pregnancy, is discussed. 
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SU tll"lA R '( 

In troduction. 

The prob lem of an unwanted pregnancy is one of the 

stresses to which mnny wome n are exposed and to which they 

react in a multitu de of individually different ways. 

Changing situations have :resulted tn a nee d to re - examine 

laws relat ing to a bor tion of various count ries in the world 

over the past decade " 

need (Gardner, 1972) . 
Five mai n f actors have prompted this 

1. A new awareness of the distre ss of unwanted 
children aDd of those born with congenital 

abno rma lities. 

2. Concern fo r a growi ng world population and needs 

for control in the face of limit e d resources. 

3. A growing realization o[ the extensive pra ctice 

of i.llega l ab ortions. 

4. Safer and more effective abortion procedures. 

5. Lack of tma':1 imity among rnedicc1 l per s onne 1 about 

the indications for therapeutic abortion. 

There are two extreme attitudes towarJs abortion. On 

the one h hnd is the approach that under ao circumstances must 

any pregna ncy be terminated, and on th e other ha nd, that it 

i s solely the choice of the mother and is a natural and 

legitimate extension of contrace ption. Although there i.s 

widespread support for this l atter approach, Gard~er (1972) 

points out two facts •tJhich should be r ecognised: 

l. The ·woma n does not in faC't kr1ow what is involved 

in such a decision . She cannot know the risks 
of operative complications or l ike lihood of 

future concepti on. She cannot be sure of the 

reactions of her f amily . She cannot kaow what 

the respoase of her own consc ience will be 

post-operatively and in later life . 



2. If she js to make such a decis ion, she must do 

co quickly and at a t ime when she is least 

capa~le of doin g so. At a time like this, 

women are apt to strong l y deny their feelings 
of: guilt and ambivalence in their determination 

to obtain an abortion. 
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0 G the otheI hand, there is the fear. that abortion on 
demand might lead to a higher incidence of unwanted preg-

nancy. Illeg.':Jl a bortions st ill c on tiriu.e in countries where 
laws have bee n liberalized, a lthough the number of septic 

abortions and deaths from abortion h ave declined. For some, 
even though an act i s made legal, it does not necessarily 
become ethica l . 

Th ere are wide diffe rences of opinion among p sychiat rists 
about many aspects of abor tion, particLJlarly the sequelae of 
abortion or refused abortion . During the period 1940 -
1959, the data presente d focussed on the damaging effects of 
therapeutic abortion (S:i.r:ion and Senturia, 1966, and Friedman 
et al, 1974). From a bcut 1960, there has been a change in 
emphasis in the literature on the psychiatric seque}_ae of 
therapeut ic abortion. Th ese studies indicated that a 
negative reaction decreased over time and where guilt existed~ 
it did not give rise t o psycliiatric illness or longlasting 
regre t (P.g_t t et ~.:!. , 1969 ; Meyerowit z et al, 1971; Smith, 
1973 and Green et al , 1976 ). In some instances, abortion 
is even seen as eenu inely therapeutic (Forssman and Thuwe , 
1966; Pare and Ravea , 1970). 

In studying the evolution of legis lative provisi ons on 
abortion in various coi:rnt ries throughout the war ld, one f j_nds 
that the issue is l:! Sua. lly considered in the framework of 
penal legislatior., wh ich is often repressive. In time , with 
legal reform, l egisl~t ion is enacted t o provide for cases 
where the performarice of abort ion is not punishable, and in 
par ticu lar , ~\ere it ca n be jus t ified on medical grounds, i.e. 
to safeguard the l ife or health of the ,:,,1oma·.~ . A later trend 
in some countries has be~n the lntroduction of specific pro­
visions laying down the indications and the procedure to be 



followed to obtain a legal abortion (see World Health 

Organization, 1971). 

In South Africa under Roma n Dutch law t here was no legal 

provi sion for therapeutic abortion, a lthough it was estab­

lished in Common Law that a pregnancy could be terminated 

in order to save the life of the mother. In March 1972 , 

the South African Medical and Dental CoL1ncil issued the 

following gDidelines, advising that a bortion could be justi ­

fied under the fo llowing circumstances: 

1. To protect the lif e and hea l th of the pregnan t 

mother. 

2. Where tllere was a real danger that an abn ormal 

chil.d wou ld be bor n. 

3. In instances of rape, incest or where t he girl 

or woman was unable to understand the imp li­

cations of coitu s. 

In 1973 , the Abortion and Sterilization Bill. wa s brought 

before the South African par liament . Psychiat ric indicat ions 

for therapeutic ab ortion were covered by Paragraph 3, Sub ­

sect ion 1 : 

"whe r e the cont inued pregnancy may endanger the 

li fe of the woman conc erned, or may con stitute 

a serious threat to he~ physical or mental health II ... 
This Bill was subsequently modified, and in March 1975 the 

Abor tion and Sterilization Act was passed . Paragraph 3 , 

Subsect i on 1 included indications for termina tion of preg­

nancy on psychia tric groun ds : 

"where the cont i nued p regnancy constitutes a serious 

threat to the mental hea lth of the woman concerned 

•••• and creates the da nger of permanent danger to 

the woman's menta l hea lth and abortion is necessary 

to ensure the mental hea lth of the woman." 



The aims o f the present study were: 

1. To stu dy the impl icat ions of recommending or 

not recommending therapeutic abortion on 

psychiatric gr ound s for patients referred for 

such assessment over a 15 month period 

(1/2/74 - 31/5/75)~ working within the f rame­

work of the Abort ion and Steri lization Bills 

of 1973 and 1974 and t he Abortion and Sterili­

zation Act 2/75. 

2. To test the consis tency of the decisions made 

with regard to therapeutic ab ortion during the 
per iod 1/3/74 - 31/5/74 under the Aborti on and 
Sterilizat ion Bill, with those made during the 

period 1/3/75 - 31/5/75 under the Abortion a nd 

Sterilizat ion Act 2/75. 

3. To describe the personal and social characteris­

tics of all populati0n groups presenting for 

psychiatric a ssessment for therapeutic abortion 

6ver the peri od 1/2/74 - 31/5/75. 

4~ To ident ify those characteristics which disti~­

guished the patients in the group recommended 

for the rapeutic abortion from t ho se in the group 

not re.commended for therapeutic aborti on. 

5. To isolate those f ac tors in the psychosocial 

history which appear to have influenced the 

decisions ma de. 

6. To conduct a fol.low-up study of both groups 

between 12 and 18 months after the pa tient's 

original presentat ion, in order to s t udy the 

seque lae of the decision whether or not to 

termina t e. 

The hypotheses of the present study were: 

1. Even if there are no dat a which ca n accurately 

5 



predict the risk to a woman's mental health of 

a continued pregnancy, nevertheless facto rs 

customarily considered tpsychiatric 1 influence 

the decis ions made aboL1t its termination on 

psychiatric ground s. 

6 

2. Given a pregnancy which is thought to constitute 

a serious threat to the mental health of the 

mother, if measurable criteria cannot be speci-· 

fied before a decision is made by a psychiatris t, 

then factors other than those custon~rily con­

sidered 'p sychiatric' are likely to influence the 

decision made, viz. psychosocial factors . 

3 . Attitudes to contraception and unwanted pregna ncy 

on the part of the patient and / or he r family 

contribute to a decis ion not to termioate a 

pregna ncy on psychiatric grounds. 

4. If therapeutic abortion is refuse~ on psychiatric 

indications , then al l patients will experience 

negat ive feelings to the continued pregnancy. 

5 . -In the absence of psychiatric grounds for the 

termination of an unwanted pregnancy, little 

ser ious damage to the men tal health of the 

pat ient eosues if termination is refused, as 

long as counselling and psychiatric services a re 

available. 

Both psychiatric and social data were collected on 197 
patient s who presented for assessment for therap0uti.c abor tion 

on psychiatric grounds over the period 1/2/74 - 31/5/75. All 

pat ients were r eferred f rom the Department of Obstet rics and 

Gynaeco logy of Gz~~te Schuur Hospital to a special clinic run 

by the Depattment of Psychiatry. Patients were seen and 

assessed by one of two con su ltant psychiatriscs an d one of 

two psychiatric social worker s in orde r to n6intain consis­

tency. A counselling service was a lso provided by one of 
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the two psychiatric socia l workers for both those recommended 

and those not recommende d for therapeutic a bortion. 

Data was ga thered on 157 patients ( 80% ) of the original 

. population 12 - 18 months after the decision whether or not 

to terminate. All pa t ients were recontacted by the same 

psychiatric social worker. Data was also collected f rom 

other coll&teral sources. At the follow-up in terview, 

women were asked to rate their emotional react ions on a 5 

po int rating scale, both as t hey felt at the time cf follow­

up and as they remembered having fe lt i mmediate l y a fter. the 

abort ion decision had been made. 

All th e i nitial and follow-up data of both those re­

commen ded and those not recommended for therapeutic abortion 

wer e e xamined for signifi can t variables. The data was con ­

den sed int o 2 X N contingency tables and chi-squore tests 

were performed on these. The 5% level was accepted as 

signi f icant. A discriminant analysis on all 159 variables 

was also undertaken. 

Of ~he 197 pat ients re fe rred for assessment, 107 were 

r ecomm0.nded for therapeutic abortion and 90 were refused. 

Examining the da ta obtained at the origina l interview 

statistically, a few signific&nt differences were found 

between the two groups. Taking the populat ion as a whole 

and a modified sample, which omitted ca ses of r ape and mental 

reta r dation , the following results were obtained. The 

variables weight ing the termination group we re 'referral 

for psychiatric treatment at the time of the interview', 

' age ' and ' parity 1
• Thos e var iables weighting the non­

termina tion group were 1 previous sexual partner(s ) ' arid 

' amb ivalence abou t the pregnancy and /or abortion'. The 

discriminant analys~s showed that the three ma in fa ctors 

that appeared to be significant in gr oup a l l ocation and, by 

inference , influenced the decis ion to terminate or not, were: 



1. Re fe r ra l for psychia tric treatment at the time 

of t he inter view . 

2. Evide nce of ambi valence over the pregnancy 

and/or abortion . 

3. More than one sexua l par tner. 

Ia short, hypotheses one , two and three were confirmed. 
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Ia comparing the de cisions ma de during the two periods 

1/3/74 - 31/5/74 and 1/3/75 - 31/5/75, minor diffe rences 

we r e found be tween the two samples, but these did not appear 

to influen ce group alloca tion. Since none of the variables 

isolated iu the discriminant analysis err,erged as significant, 

it may be con c luded that consiste nt decision making was main­

taine d durin g the period 1/2/74 - 31/5/75. 

Follow - up data W9.S obtained from 104 patients personally, 

22 by telephonic inte r view a nd 13 by letter. No information 

was available on 34 pa tieats and collateral data fr om, for 

example, rela tives, fri ends , gen e ral practitioner, outside 

a gency, wa s collected on the rema inder. 105 Patients com­

plet ed the que s ti onnaires rating their emotional reactions to 

the decision made . Those who ha d been terminated (77) 

experienced a greater sense of relief at follow-up than those 
who ha.d not bee n terminated (28). Depression was found to 

be significantly different at follow-up as compared to 

reactions recalled retrospectively for both the termination 

and not termination groups. Results from a modified sample 

of 97 cases, omitting those pregnant as a result of rape, 

showed that all patients recommended for therapeutic abortion 

experienced greater immediate feelings of relief, happiness 

and least regret about the decision than those not recomme nd ed 

for therapeutic abortion. The latter reported more guilt 

and anxiety a s immediate reactions, and long - term reactions 

included more doubt about the decision made and more regret 

about the whole affair. 

At follow-up, of the 69 patie nts con tacted in the group 
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not referred for termination, only 38 had goae through to 

term, the remainder rep orting illegal, legal abort ions else­

where, or spontaneous abor,-.ions. Six of the babies born to 

the 38 women who went through to term were place d for adoption, 

18 wer e born into two parent f amilie s an d 14 into one parent 

families . Of these 38 women, four e:xpre ssed persistently 

negative attitudes towards the continued pregnancy, 17 fe lt 

positive ly and 17 were ambi valent . These find ings refute 

hyp othes is number four. 

To con sider the menta l health outcome at 12 to 18 months: 

fewe r women in the non termination group reported having 

receiv~d or still receiving psychiatric treatment (7% by 

compar ison with 14% for those t erminated) ; fewer als o 

reported having experienced adverse personality change ( 10% 

by c ompa risen with 1570 ); and a sma 11 percentage ( lio) bein g 

more socially isolate d, by comparis on with 7% ia those 

te rmina ted • These results con f irm hypothesis number f ive. 

. The fact that referral for psychiatric t reatment at the 

time of _the interview was found to be significant and wa s 

shown to be a weighting factor in the decisi on to termina te 

in the discrj_minant analysis, suggests tha t some decisions 

appear to have been based on evidence of psychiatric dis ­

turbance at the time of interview. Seventeen of the 107 

patients recommended for t ermination were referred for 

psychiatric treatment. At la te r interview, on e of these 

patients admitted that she had simulated psychiatric illness. 

With age, parity and previous sexua l partner (s) al.so 

being significant var iables, i t would appear that non­

psychiatric criteria. were also taken into account in the 

dec ision whether to terminate or not . Most patients under 

the age of 16 year: a nd over the age of 30 years were 

recommended for te~mina tion . In the initial stages of this 

study, t he Abortic8 nod Steri liza tion Bill of 1973, which 

covered pregnant girls unde r the age of 16 years, was used 
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as a guideline, and almost all girls under the age of 16 yea ~s 

had their pregnency terminated. The significant role of 
parity suggests that the l ong -term effect on the mental health 

of a multiparous mother rearing an unwanted child might be 
influencing decisions. More than one intimate relationship 
weighed against a decisioo to terminate. Possibly such a 
pers on was seen as irresponsible an d even if granted termina­
tion on the grounds of personality difficulties, would soon 

fall pregnant again. 

Ambivalence about the pregnancy and/or. abortion weighed 
against a decis ion to terminate and emerged as one of the 
main factors assisting decision making from the discriminant 

analysis. 

More negative reactions, such a s regret about their 
situat ion, w0 re experienced by those not recommended for 
te rmination, both initially and in the long run. Depression 
however, was found to be significant ly less at follow - up for 
both groups, suggesting that such feelings fade with time. 
Sin ce depression, guilt and anxiety were negligible in both 
groups at follow-up, it may be concluded that serious 

psychiatric sequelae do not appear to have resulted from 
either a decision to terminate or not to t erminate. 

Of the 38 women who went through to term, only f our ex­
p ressed persistently negative .st titudes t awards the continued 
pregnancy. Thus, of those women in the population examined 
who did go throu gh to term, l?redorninantly positive attitudes 
were eventually expressed towards the pregnancy. 

Little serious damage to the mental health of the women 
in those not terminated was found at follow-up. 

Once the variables of 'referral for psychiatric treatment 
as a result of the interview', 'ambivalence about the preg­
nancy and/or ab ortion' and 'more than one intimate relation­
ship' were eliminated, the two groups seemed remarkably 
homogenous and it was difficult to extract w~ich psychiatric­
ally re levant variables had influenced the psychiatrist 's 
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judgment in ma.king a decision whether or not to terminate a 

pregnancy on psychiatric grounds. On the ba s is of the 

find i ngs of this study, it appears vir tually imposs ible t o 

lay down any clear-cut guidelio ec that a psychiat rist can use 

to help in decision making . The questi on could be raised a s 

to whethe r or noL there are any purely psychiatric ind ications 

at all, especia lly as the simulation of psychiatric illness 

is not a n unkn own phe nomenon. 
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CHAPTER l 

HISTORICAL BACKGROUND __ ._..,..__,..... ____ --..,_ 

"Abortion has been precttsed since the beginning of or­

gllnized society." (Babikian in Friedman et al, 1975, p . 1496) . 

Laws governing a bo rtion have changed i n the course of time 

and varied from cou~try t o c ountry. However~ in a lmost all 

cases, abortion l aws were laiJ down in crder to pre ser ve the 

qtructure of a particular society. Oo1y recently has the 

f oetus been considered to have any r i ghts in the abortion de ­

cisiono The vari.ous att itudes to1;.varos .?.bort:i.on are, howeVf!r , 

also closely tied up with the rel i giou s and mo:ral attit ude s 

of each individual. But only si nce the rise of Christiaaity 

has induced abortion become a serious concern of the state . 

Some of the motivating f a c tors for indu~ed ab ortion in 

various societies from previous eras to the pre sent time, may 

be: illustrated throl1gh l ooking at primit i vo2 societies today. 

DevereLD{ ( 1955) cites a number of determining factors which 

influence the decision to abort i n primitive societ i es . 

'I'hese include : 

(A) Medical aad Biological Con sideration s 

Including proph ylactic abortions i n those societie s 

where a woman may abort due to fear of childbirth> e .g . 

the Puraris 

(B) Political Causes. 

(i) Dynastic factors, e.g. in order to safeguard the 

senior ma l e branch of t he royal house of Uga nda 

from competition, princeases were aot permit ted 

to marry . 

(ii) Absolutist excesses play a role in mass abort ion. 

( iii ) Conquest, e.g. among t he Torad ja > slave women 

aborted because they did not wish to hear 

ch ildren whc, 1;.Jould a l so be sla\'CG~ 

(iv) Mis~0genation is close 1.y re lated to conquest · 



and improper pa ternity. 

(C) Social Structure. 

( i) Impr oper pater nity, e .,g. f ather unknown, rape } 

incest. 

( ii) Socia l pressure from a variety of sources may 

be put on the woman to abort: e.g. the girl' s 

mother, lover , or medicine man. 

(D) Economi c Factors. 

( i) A nomad ic life discouraged women from having 

children too c losely together since it was in­

advisable to have more than orie child who is 
., k. not wa._ u,g . 

(ii) · Economic fact ors , o o· 
! - "O• in New Britain it is 

con sidered imp roper to have child ren duriag 

the first two to f our years of marr iage . 

(iii ) Difficulties of child bear ing - involves the 

economic factors of bearing child ren , as we ll 

as their s ocialization. 

( . \ 
J_V I Unwe l come heirs. 

( E) Family Dynamics. 

( i) Illegit imacy. 

(i i) Adultery. 

(iii) Marital discord. 

(iv) Protect i on of youthful beauty. 

(v) Coitus taboos during pregnanc~. 

(v i ) Dislike of the parental role. 

(vii) Disappointed parents . 

(viii ) Housing. 

( ix) Widowhood. 

( x) C la s s ·-1 inked at t i. tu de s • 
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(F) Miscella~eous Customs and Attitudeso 

(i) Cannibalicm, e.g. some Central Austral i a n women 

abort in orde~ to f eed the foetus to their 

s t&rviag children. 

( .. \ 
1.1. I 

( iii ) 

( iv) 

( \J) 

Abortion t o demonstrate the t echnique. 

Dreams anci omea s. 

Religious reasons . 

Emotions motivating abor tion, e.g. shame, fear 

and anger. 
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A number of these reactions appear to be consiste ntly 

used as indicators for ind uced aborti on . 

Mention of the pr act ice of aborti on is found in the 

writ ings of the ancient Chinese , Hebrews, Egyptians , Greeks 

and Romans. The earlies t abortifacient method in writing 

dates from 2737 - 2696 B. C. This method is found in the 

most ancient of rr.edical records in the Chinese language. 

The earliest surviving re cord of the la\v and practice of 

aborti on i s fou,d in the Middle Assyrjao Code which was based 

on the Babylonian Code of Hammurabi , which was drawn up more 

than 3000 years ago o Among the articles is one which pro­

vides that if a woman has induced an aborticn, she will be 

puni shed by impa lement ( Report of the Committee on the 

Working of the Abor ti on Act, Vol. 1, 1974 , p.190). The Le­

ligious books and records of the Hebrews, prior to the 

flight into Egypt, stres s the i mp ortance of increas i ng tribal 

s t r ength and no posit i 'Je reference is found on abort ion. 

This would coun te rman d the comman d in Genesis to 'be fruitful 

and multip 1y 1 ( Ho ly Bib le Ch. 22). A furth e r deterrent may 

ha ve been the c on tinuous i:.•:iarnings f our: d in the Old Testament 

wri tings of t he puni shment of those who failed to keep Je­

hovah 's co1m1ands. However, after the fli ght from Egypt, the 

Hebre\vS came under the :Lnf luence of anc ient Greek and Roman 

practice s (Bates and Zawadzki , 1964). 

The most learned of Gree k and Roma n gynaecologists, 

Soranos of Ephesus (C. 98-138 A,D.) noted three reas ons for 



17 

obtaining an abortion: "t o conceal the consequences of. adu.l t-
ery j to maintain femininE-~ beauty ; to avoid danger to the 
mother when her uterus is too smaU. t o accommodate the full 
embryo" (Noonan , 1972, p.4 1 • Plato) in his ideal statej 
felt: abo·rt ion wa s appropriate where, at the time of concept ion 
the mother wa s older thaa 40 years and the father older tha n 
55 years. Arist otle approved of abortion as a means of 
limiting the size of the population in the interest s of the 
maj or ity t o maintain a n economica lly sound community. How ­
ever, he did so subject t o the condition that the abortica 
shou ld be obtained prior to the quickening of the foetus. 
The debate and distinction between the 'quickened' and 'un­
quickened' foetus was to remain a live i ssue until the pre­
sent. The Hippocratic Oath is well-known with its pledge, 
"I wil l not give a fa ta l draught to anyone if I am asked) 
nor wi 11 I give a woman means to procure a n a.bort ion" (Hor­
dern, 1971, p.17 ). However, abortion appears to ha ve been 
generally pract ised in the Greco-Roman world, even though it 
was 'regarded as contrary to the social ethos (Report of the 
Committee on the Worldng of the Abortion Act~ Vol . 1, 1974, 
p.192 ). 

It w·a s with the spread of Christianit y that the firs t 
s tand was taken against i nduced aborti on. The pagan world 
had no mora l objection to abortion; Christianity declared 
itself as opposed to paganism and all its practices. The 
early Christians took a n absolut e stand, particu larly in 
matters relating to the family ( Bates and Zawadzki, 1964). 
During the first cen tury the offe nce of abortion was seen as 
an offence against God because it attacke d what he had made. 
Infanticide was e qua lly condemned, so that any distinct ion 
between formed and unformed foetus would not orovide an ,. 

escape (Noonan, 1972). However, the debat e cont i nued with 
regard to the difference between the 'quickened' and 'un­
quickened' foe tL1S un ti l 1869, when Pope Pius IX published a 
Bull in which he state d that the foetus possessed a soul as 
from conception (Repor t of the Corrrrnittee on the Working of 
the Abortion Act, Vol. 1, 1974) . The foun ding fa~hers of 
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the Church censored abortion as murder. However, although 
Tertullian condemned abortion, he justified embryotomy on 
grounds of necessity (Mea ns in Hall, Vol. I, 1970). 

Slowly Christianity emerged as a state religion and a 
social force in the Holy Romsn Empire. Dur:ng the fourth 
ceaturv. the attitudes exoressed bv earlier Christians took J ; .. J 

the form of legislation. The Couacil of Elvira was held 
in the West in C. 300 A,D. and the Synod of Ancyra in the 
East in 314 A.D. Both prescribed punishment of the woman 
who attempted to procure an abortion. In the West the 
punishmen t of excommunicat ion was laid down, while in the 
East a penalty of ten years penance was prescribed. Neither 
of these laws made a dis tinction between the 1 quickeoed 1 aod 
'unquickened 1 foetus. 

In the fifth century, Augustine declared that the embryo 
before it was e·ndowed with a soul, was 'informatus' and its 
destruction punishable by a fine only; the embryo 'formatus' 
was seen as endowed with a soul, as an anin~ate being, and 
its destruction was therefore murde r (Report of the Committee 
on the Working of the Abortion Act, Vol. I~ 1974) p.194). 
WhilE: a number of church councils condemned abortion between 
the fifth and twelfth centuries, the distinction between the 
' formed' and 'unformed~ foetus had made its mark (Cal lahan, 
1973_),. The Council of Worms, 868 A .D., condemned the 
destructior. of a t formed' foetus as infanticide. Excomrnu.ni­
cation continued to be the ordained penalty for the destruct­
ion of the 'quickened' fo etus ; it ceased to be so for the 
destruction of the 1 unquickened 1 foetus within the Roman 
Catholic Church. 

Canon law remained strict and at the Diet of Worms ic 
1521 A.D., it was declared that abortion and rna:rder were 
synonymous. However, atterr,pts were made to strike a balance 
between the life of the early conceptus and the life of the 
woman. The J esuit Thomas Sanchez (1550 - 1610), argued 
that there were exceptions to the prohibition of abortion. 
"If the foetuswas not ensouled and the woman would die 
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without aa abortion, the n abortion was 1 mo ~e probably' lawful, 
the foetus in this instance being a~ invader and atta cker. 11 

(Callahan:; 1973, p.412) . Thornas Aquinas had held that en­
so•J.lment did not occur until the ccnceptu.s had a human shape 
and possessed basic human organs, since the human sha pe ga •e 
it its 'human' element. The human body was seen as the 
union of the soul with the undetermined prime matter (Lle­
wellyn - Jones, 1974). The Council of Vienne in A.D. 1312 
further codified this view by forbidding baptism of any birth 
which did not have a human shape. This was seen as occurring 
by the twelfth ~eek of pregnancy (Llewellyn Jones, 1974 ) . Al­
though in 1588 Pope Sextus V publLhed n Bull in which he 
stated that the same penalties, canonical and secular, should 
apply to abortion as to homi cide, regardless of the age of 
the foet us, a distinction was still held betweer: the 'quick­
enecl' and the 'unquickened' foetus. In 1869 this distinction 
was reversed aad ensoulment wa s held to t ake place at concep­
tion. 

In itia lly, while the Church and State were still both 
cne) the Roman Catho lic approach to aborti on was laid down in 
both secular and canonicnl law. However) after the Reforma­
tion and ·pri01: to 1803, English Common Law permitted abortion 
provided it was carried out before 'quickening', the point 
reached at about the sixteenth week of gestation. However , 
after 1803 abortion became an offence from the time of con­
ception. In 1861 the Offences Against the Person Act was 
passed in the United Kingdom. This laid down that an 
abortion, whether successful or not, whether produc~d by the 
woman herse lf or another person, was a felony punishab le by 

life imprisonment (Hordern, 1971). 

Ia Britain in 1929 the Infant Life (Preservat ion) Act 
amended the law and provided for abortion if carried out in 
'good faith' with the purpose of preserving the life of the 
mother. Historically the moveme~t for legalized abortion 
began with the First World War. 11 Feminists proclaimed that 
women should have control over their bodies, psychiatrists 
warned of suicidal depressj.on in young pregnaat women, and 
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favou red social ref orm saw abortion as an end to 
of povert:y 11 (Woods, 1975, p.78). The uncertain 

the English l aw and its interpretation led , in t he 
United Kingdom, to the formation of the Abortion Law Assoc i a­
tion in 1936. In 19 38 Mr. Aleck Bourne, a London gyaaecolo­
gist, openly perfo rra1ed an aborti on at St. Mary 's Ho spita l, 
Paddington, on a 14 year old girl pregnant as a resu lt of 
rape (Hordern , 1971). Mr. Bourne was acquitted and tha 
judge indicated that in certaia circumstances a doct or ha d 
not only the right but the duty to t erminate a pregnancy. 
In this case, preser ving the life of the mother was i nter­
preted as broadly as possible and included preser ving the 

mother's mental health . 

Looking ba ck o er the history of abortion, it may be 
seen how initia lly, abortion was sanctioned in order to ma in ­
tain the equilibrium of a given society. Thi s is still 
illustrated in the practice of abortion in primitive societ­
ies. Gradually socia l ind ications gave way to medical 
grounds, which th en became a cceptable. Thus) therapeutic 
abortion s were performed when it was felt that the foetus 
aggravated an existing illness in the mother or threatened 
her life- With the advance of medica l technology, medical 
indications have become limit ed to a small number of se vere 
conditions, e.g. certain rena l and cardiac compla ints. At 
the same time, induced abortion be came a safer procedure. 
Before 1940, indications were very largely medical , but after 
1940 and the testing of the law by the Bourne case, psychia­
tric indications were includ ed. By the 1950's psychiatr ic 
indications accounted for more than 50% of all abortions 
and by 1960, society was que s tioning the social, cultural , 
moral and ethical val ues related to abortion, and ult imately 
the question of the individual 's right to freedom of choice. 

The historica l background of therapeutic abort ion in the 
United Kingdom has heen specif ically cited a s South Africa 
was at one time a Br it ish colony and the colonies invariably 
adopted the sarne legal approach as the mother country . How­
ever , this is not completely true of South Africa due to the 
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Prior to 1973 when the Abo~tion and Sterilization draft 

Bili was brought before Parliament for its first readin g , the 

lega 1. position in South Af1:i ca with r egard to therapeutic 

abortion was poorly defined. There was no legis lation 

relating to abort ion, with the exception of the Native 

Territories Penal Cod e of ~886. It ha d become accepted 

practice tha t where the practitioner performed a therapeut ic 

abortion for bona fide medical reasons in order to safeguard 

the health of the pregnan t woma n, and after con sultation with 

a senior colleague, the Attorney General of the province 

co ncerned would proba bly not prosecute the practitioner should 

it come to his attention (Geldenhuys in Oosthui.ze n et al, 

1974 ). 

The South African historical position may be trace d back 

through Roma n Dutch Law and Common Law authorities. Some of 

the earlier Roman Dutch authors regarded the distinction of 

a foetus as synonymous with infanticide. However, a dis­

tinction was made be tween the 'partus animus' and the 'partus 

inanimus'. Destruction of the former would be punishable 

ia the s~me way as murder, but a much lesser punishment wa s 

m~ted out for the latter. Another guideline was taken from. 
the criminalist, Matthaeus , who in 1644 wrote that should a 

choice have to be made between the death of the mother or 

destruction of the foetus, the second was the le sser of the 
two evils. Prior to 1973 the only legislation on abortion 

in South Africa was contained in four sections of the Native 

Territories Penal Code of 1886. Section 104 of this code 
states that the causing of the death of a live foetus is 

punishable, unless it is proved in good faith for the pre ­

servation of the life of the mother (Strauss, 19 68 ) . Thi s 

law applied to Transkei, while the rest of Soutl: Africa fell 

under the provisions of Roman Dutch Law and Common Law. 

From the above, it may be concluded that provision was 

made for therapeutic abortion oa medical grounds. However, 
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no such coverage was given fo r the termination of pregnancy 
on psychiatric indicr tions. In t--'iarch 1972, the Sou t h Afri-
can Med ical and Dent al Council laid down the following guide­
lines in abortion assessment. They considered that thera­
peutic abortion was ethically justifiable in order to protec t 
the life and hea l t h of the p1:egnc1nt woman , in ca ses where 
there was a real danger tha t an abn orma l chi ld was t o be 
born, and in instances of rape, inces t , or wherE. the woma n 
concerned was unable to unders tand the result of coitus . The 
following year, the Abortion and St erilizat ion Draft Bill 
of 1973 was brought before Parliament . 
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CHAPTER 2 

ATTITUDINAL ASPECTS OF ABORTION 

The great ~eligions of the world have traditionally seen 

abortion as posing serious moral problems, though they have 

differed i n thc-:ir solution. Today, in na t io~s as a wholes 

religion is nowhere a decisive f actor in the practice of 

abortion, except to deter more liberal laws (Callahan, 1973). 

It has been shown that while the Church and State were one, 

therape11t ic abortion lar.,:, s directly 1~eflected the valu2s and 

attitudes of the Church , a l t hough illegal abortion was ever 

present . With the Reformation came the possibility of a 

wider split between Chu rch and State . Hor..·Je ver , although the 

Church can no lotiger directly introduce leg is lat ion, it does 

have a powerful 0 f fect on the legislat ion of governments of 

countric-:!S where on e particL1lar religion p1:edominates. Thus 

in Po rtuga l and Spain, where Roma n Catholi8i sm is the state 

religioo) abortion is prohibited. The historical back­

grouad, religious aspects and moral and ethical attitudes 

towards therapeutic abortion are all closely related and are 

gi vo1 expression in the abortion leg is lat ion of a pa1·t i cu lar 

country. Not only is religion important in affecting the 

abortion legislation of a country, but it is also equally 

important in the view of each ind\vidual toward s abortion , 

and of the individu.a l's i mmediate group . Thus, in the 

counselling of a particula r woman who is seeking an abortion, 

her re l igi 011s views should no~ be over looked and should be 

given due respect. A counsellor nee ds to have knowledge of 

the various religious views, espe cially in a country such as 

South Africa where differe nt ethnic groups who may have 

different religions, live side by side. A resume of the 

attitudes of the various religions in South Africa towards 

therapeutic abortion is presented. 

The Islamic creed as set down by Mahomet, was derived 
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from both Judaism and Christianity, but has distinct laws of 

its own. Islamic jurists permit abortion under certain con­

ditions. The abortion must be carried out with i n the fi rst 

16 weeks of gestation; as the foetus at this stage is not 

accepted as f a lling within the definition of human life. It 

is considered that there is no h~rm in abortion p r ovi ded that 

the foetus has not take n human shape (Nadvi in Oo sthuizen 

et a 1 > 1974). Mutua 1 consent of husband and wife is 

ne cessary. In cases of direct threat to the life of the 

mother, no consent is necessary and abor t io8 may be performed 

after the 16t week of pregnancy. 

HincJu 

Abortion is tot a lly opposed by the Hindu religion with 

its emphasis on transmigration of souls and the cacred nature 

of marriage and sex. 11 The main aim of marriage is to guide 

natura l. desir e s out of their promiscuous tendencies and to 

allow them to expr ess themselves in a monogamous r e lation ­

ship" (Bhoola in Oosf.:huizen et nl, 197l~) p.51). This is 

empha sized by a number of sacraments which are perf ormed 

during pregnancy in order to ensure a safe embryonic period 

and s a fe delivery of the child. 

~uddhism 

All life, animal and human, is held sacred by the Budd­

hist religion. Abortion is contrary to such a religious 

belief. Howe ver, Buddhism is aware of man's weaknesses aad 

tries to consider both the ·wel fare of the family and comm­

unity, as well as that of the individua l. As such, abortion 

is permitted tacitly and definitely where the life of the 

mother is in question. 

J1Jdaism 

The basic ethical code which is the basis of the Jewish 

faith is crysta lized in the Ten Comma ndments. As such, the 

conclusion could be drawn that abortion is bre~king the 

commandment ''Thou shal t not kill". However, thi s is deter­

mined by the different def initions of the foetus, of 
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viability and of ensoulrnent as held by the various sects. 
Many of the greatest Jewish scholars considered abortion "a.s 
a legitimate legal exercise of parental privilege in certa in 
circu.mstances 11 (Margolis .l1J. Hall, Vol. l, 1970, p . 30). This 
is borne out by recourse to the Old Testament. Exodus 21: 
21 - 23 starts, "And if men strive together , and hurt a woman 
with child, s o that her fruit depart, and yet no harm follow, 
he shall surely be fined, according to the punishment the 
woman's husband shall lay upon him; and he shall pay as the 
judges determine. But if any harm follow, then thou shalt 
take life for life. 11 The implication here is that destruc ­
tion of the foetus was e quivalent to damaging property, not 
to murder. It was seen as part of the mother, and darrages 
had t herefore to be pa id. Howe ver, if the mother should 
die, then i t became c- capital offence. This has remained 
as the Talmudic tradition up to the present. 

Prior to birth the foetus is seen as part of the mother 
and has neither individual life nor personality of its own 
(Llewellyn-Jones, 1974). Neither does it possess a soul . 
Rabbi Solomon of Skala summarizes the modern Jewish view of 
abortion as being 11 that there ca n be no objection to abort i on 
performed within the first 40 days afte~ conception, and it 

may be done later if the life or health of the mother is en­
dan gered" (L lewe llyn -Jones, 1974). 

Christ i8t~ ity 

To discuss the Christian attitude towards abortion, it 

is necessary to separate those views held by the Roman Catho­
lic Church a nd those of the Protestant Churches. Chapter 1 
covered the attitudes of Chris tianity as expressed until the 
middle of the last century, from where it is picked up here. 

(a) Roma n Catholici.§!!l 

From the mid-nineteenth century, the papal trend has been 
toward s an increasingly more stringent prohibi.tion of abor­
tion. In 1869 Pop2 Pius IX in the Cons titution 'Apostolicae 
Sedis' caused a sharp change in the l a w by eliminating any 
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distinction between the 'quickened' and 'unquickened' foet us. 

EnsoL1lment was he ld to take place ar: conception and excommuni­

cation was the punishment meted out both to the woman having 
an abortion and to the per son who performed it. 

During this century a series of strong papal stat ements 

have been made aad continue to the present. Pope Pius XI 
in his encyclical 'Casti Connubii' (1930) strongly condemned 

abortion at all times, even when the life of the mothe r was 

directly threatened. He alluded strongly to the comma nd ­
ment 11Thou shalt not kill" and described abortion as the 

direct killing of the innocent (Callahan, 1973). In 1951 
Pope Pius XII emphasized that the child in its mot her's womb 
received its life directly from God, not from its parents or 
society. Pope John YJCIII in 'Mate r et Magistra' (1961) 
wrote that from its inception, human life was sacred and the 
result of a divine action from God. By violating this 

divine act, God is offended and the individuals themselves, 
as well as humanity, are degraded (Callaha n, 1973). After 
the Second Vatican Council, Pope Paul VI in his encyclical 

on birth control, 'Humanae Vitae' ( 1968), once aga in con­

demned abortion even for therapeutic reasons. 

It is important to note, however, that there are two 
exceptions in which abortion is condoned by the Roman Ca.tho -· 

lie Church. Abortion in both of these instances is the 
indirect result of legitimate medical practice. These are 

the treatment of an ectopic pregnancy and a cancerous 

uterus (Callahan, 1973). 

Callahan (1973, p.417) sums up the Roman Catholic stand 

on therapeutic abortion as follows: 

1. "God alone is the Lord of life. 

2. Human be ings do not have the right to take the 
lives of ot~er (innocent ) human beings. 

3. · Human life begins at the moment of conception. 

4. Abortion , at whatever the stage of development 
of the conceptus, is the taking of innocent 
human life." 
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The conclusion to this is that abortion .is wrong. This 

fact leads to concer.:i among some Roman Catholics, both clergy 

and laity, that such an absolute stand is continuing t o con­

flict with prevailing social attitudes. This approach is 

being more and more influenced by a humanistic outlook, 

lacking a theological base. 

(b) Prot;:estantlsm 

It is i m~Josaible to discuss the stand taken by the Pro­

testant Churches in the same manner as may be done with the 

Roman Catholic Church. The Protestant Churches are incon­

sistent in their opinion and are pluralistic, each being 

uniqu e to itse lf. At the sam2 time, there is a general 

feeling that in most instances the Protestant Churches have 

not taken any dogmatic stand and the individual is left to 

formula te his own approach to the problem. 

Theoretically the Protestant Churches are all firm in 

their stand on the principle of the inviolabjlity of the 

foetus and that its i:ights must be guarded. However, this 

is not taken as an absolute stand as it i s in Roman Catholic­

ism and other rights are allowed to be taken into ccnsidera­

tion, e.g. the mental and physical health of the mother. 

This deviation from the absolute has led to very unclear 

boundaries in the Protestant approach to abortion, even 

though the Protestant Cht.nches have adopted the values of 

the worth of hurran personality and the sanctity of life frorn 

the Roman Catholic faith. 

There are three Prote stant positions which appear to be 

present in all of the denominations: 

1. The embryo is seen as having its own autonomy 

and is thus a developing 'humanitus' which is 

as sacred as any h~man life. But even in 

this approach, abortion may be used for 

the rapE?L1.tic reas ons which are considered 

'lesser evils:. 

2. The most freque.-1t ly voiced opinion is lhat 



which a. l lows for acortion whe n the r.1cth0r' s 
health, phys ical or mentai, is threat ened$ 

3. The other extreme sees the mother's full 
value and worth as including the right to 
decide for or against abortion (Ellis in 
Oosthuizen, 1974). 
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In 1961 the National Council of ChLirches in America 
approved of induced abortion for the sake of the mother's 
health, and in 1962 the British Council of Chu rches decided 
that biological life became human life a t the tim2 of 
and not at conception. 

In 1974 Oosthuizcn (in Oosthl!.izen et a 1, 197 4, p. 64-) 
cit ed four instanc2s where the Dutch Reformed Church of Sc,uth 
Africa condones tberapeutic abortion: 

1. "Where the life of the mother is threa tened 
as a result of cont:i.nued pregnancy, or where 
her physical health will be impaired seriously 
and permanently; where continue d pregGancy in 
all probability will lead to the rlevelopment 
of a physical disturbance with a woman or 
when it will aggravate such a disturbance so 
that it becomes a threat to her own life and/or 
to that of the child, or that she will ex­
perience a permanent serious physical mal­
development; 

2. where rape or unlawful conception is proved to 
have taken place outside the domain of love 
and without consent and is seen as violation 
of the body as the temple of God's spirit; 

3. where incest is accompanied by rape, or where 
mental deficiency is preva lent in the man 
and/or the woman; 

4. where the pregnant woman is physically so dis­
turbed that she does not understand the sense 
and meaning, aad thus a lso neither the conse­
quences, of intercourse. n 
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The Dutch Reformed Church does not accept socia l, socjo­

ec onornic or eugenic indications as grnunds for therapeutic 

abor t i on. 

Tha t the consensus of l ay Protestant opinion favours a 

more libera l attitude to legally iaduced aborti on for soc ial 

as well as medical ind:i..cations, is demonstrated by the 

cha nges i n legi slati. cn in predominantly Protestant as opposed 

to Roman Catholic countriea. 

The ethics cf abm:tion are concerrieci -,\1ith the mora l 

aspects of the abort ion decision . These mo ra l val~es are 

close ly litiked tu religj 0 1Js beliefs and are further expressed 

in legislat ion. There are a number of ethic~l i ssues to be 

considere d in th e abor tion decision which arr::! highly r E': levant 

to the legal, medica l and social aspects of aborticn. 

Jo seph F :etcher ( 19 71, p O 1124) st ates that "the right 

question is not whether t e·.cmi na tion of a p:c egnancy is e ver 

justifiable , but v1hether compuJ.sory pregnancy is ever just i-

f iab 12. 11 He goes on to isolate five basic problems ( 1971, 

p.1125). Firstly, in law, the question is wh~ther anybody 

should be compelled against her will to be:ar a child. 

Secondly ia jurisp .udence, the question is whether or not 

abortion is a fol'.'m of homicide and if · so, why? Thirdly, in 

theoI.ogy the~ qu·~stion is whether· God has a mo nopoly on the 

control of i.ife , giving na ture an over riding priority over 

huma~ iaitjative and respons ibi lity. Fourthly, in m~ta­

physics ~ i s fe,et al life or embryonic life h uman life, arid 

if so, when and why? Ethically the question is whether 

abortion is jntrinsica lly and inhere ntly wrong aod if not, 

when is it rigbt '? 

ThA various opiaions with regard to whether abortion i~ 

acceptable or not h ave been discussed with reference to the 

various religious codes. Othe r ethical issues include the 

question of whQn life bE::gins, the canctity of 1.ife, the 

rights of the root her and t hose of t he foetus> confidentia lity 

and coa seat need ed p~ior to the abortion decision. 



30 

When Does Life ~eginl 

~ Life is a continuous process from the fertilization of 

the--ovum to the death of th.e individua L The question posed 

is at what po i nt on this contim:;um does ' life I bec ome 'human 
life 1 ? At f erti lization one sperm cell unites with a 
viable egg. This fer ti lized egg is r eferred to as the 
zygote a nd combines bo t h materna l and paternal genet ic 

materia L A continuous pr oces s of cell division takes place 
after fertilization and a f t er six or seven days, this cluster 
of cells, called the blastocyst , a~rives in the uter us from 
the f allopian tubes. Nidation occur s when the blastocyst is 
implanted in the uterus wall. Fr om the eighth vJee l~ of ges­
tation this fertilized ovum, which has i mp lant ed itself in 
the uterine wal l, is called a fcetus . Continual cell di­
vision and differe ntiation occurs up until approxima tely the 

266th day aftE:r fertilizat ion whe n the infant is de livered. 
Looking at t his continuum, life ma y be see n as be ing present 
throughout, or as comin g at par ticu lar stages , e.g. at 

fertilization, nidation, 'quic kening', etc. 

The discus sion of the question of when life begins runs 
parallel with the religious question of when ensoulmcn t takes 
place. Initial Christian objection to abortion wa s grounded 
in this speculation about tbe sou 1 (Smith, 1970). Three 
different theorie s about the origin of the sou l and its 
union viith the human body have bE:en held in ·western Christen­
dom (Smith, 1970, p.27): 

1. Tertullian held that the soul came into ex­

istence with the body as a biological trans­
missioo from Ad am through one's imme diate 
pa.rents. 

2. Clement of Alexandria held that the s oul was 
immediately and directly created by God. 

3. No soul is present in fo eta l life until the 
moment of 'quickening ' . 

It was not until th e 17th and 18th centuries that Rcman 
Catholic doctrine on 2nsoulment and the inviola bility of foetal 
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life ·began to take a specific stand on abort ion Rad ea soulme nt , 

a sta.nd 'j,1hich is present unt i 1 today. 

Srr.i tb ( 1970, p. 3/+ ) c omments on the rigor ous stand taken 

by the Roman Catho l ic Chutch and states that ''such rigorism 

in ethics, extrapolat ed from a certain kin d of l aw theory, 

both depersonalize s and dehumanizes the decision making pro­

cess, and fina lly subord inates man ' s capacity (however · 

limited) for self-determination and purpose to the erratic 

and sometimes capricious, but always impersonal forces of 

his natu.1·a l environment • 11 

Bonhoeffer ( Smith , 1970, p . 38 ) in his paper 'Reproduct­

ion and Nascen t Life', argues that f irstly , the embryo's 

existence is itse lf evidenc e of God 's intention to create a 

human being , secondly, t hat the embryo's right to life is 

therefore dj _vinely bestowed, and th i rdly, that any deliberat e 

depr ivaticu of it is 'nothing bu.t mu·rder 1 • Thi s attitude 

runs parallel to that of the Roman Catholic Church. However, 

biological ly this is not considered complet ely sound. If 

ensou.lment is taken as occurring at fertilization, what 

happens in tr. e case of identical twins when a single ovum 

divides after fe rti l izat ion aud pr ior to nidation? 

At the other end of the spectrum of the argument as to 

th~ beginning of human life, Joshua Lederberg (En gelhardt, 

1973) t akes a very radica l viewp oint. He a rgues that the 

beginning of human life really takes place when the child 

begins t o interact meaningfully with his environment , with 

t he acquisition of l anguage, and with cont inued inte llectua 1 

developm2nt . He feels that it is only at about the first 

year of l ife that the infant enters the cultural tradition 

which separate s ma n fr om other specie s , and thus beccrr.e s a 

'huma n be ing'. If this radical approach were adopted , it 

wou ld r equire the destruction of numerous individua ls. 

Enge lhardt (1973) arg1-1P. s that even though an infant does not 

immediately a ssume a full personal li fe, from the moment of 

birth the in fan t plays an explicit role within t he social 

structure cf the family . Even though the infant is not 
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rational, he may elicit -rational responses in ether s~ Engel­

hardt (1973 ) states that human- life is -an -unbroken cont i nuum 

extendin g from person to pers on. As such, he at tempts to 

identify a poin t on this continuum ~iliere the quantitative 

cha nges of the foetus become qualitative changes of a de ve­

loping ir:fant. He attempts t o resolve this issue by identi­

fying viabilit y as such a point. Viability is the point at 

·which a foetus, i f removed from the uteru s either through 

premature birth or deliberate delivery, is considered to be 

capable of possible separate existence. This i s usually taken 

to be from about the 28th week of gestat ion. However~ with 

medical advances this time is gradually being pushed back. 

Engelhardt ( 197 3, p . 33) states that "the er iteri on of via ­

bility is a cardinal criterion for understanding t he place of 

man in medicine, in particular f or under stand i ng where in his 

ontogeny man fi rst emerges for medicin e ." 

John Fletcher (1975) picks up the argume nt of the access­

ability of the foetus or infant to medicine as a criterion 

for defining the term 'human being'. He isolates three points 

in distinguishing between an infant a nd a foe tus (p.76): 

1. The separate physical existenc e of the infant, 

apart fro m the mother, confronts parents , 

physicians aa d lega l inst itutions with inde­

pendent moral claims for care aud support. 

2. Af te r birth, dis ease in the infant i s mor e 

available to physicians for palliation or 

perhap s even cure. 

3~ Parental accep t ance of the infant as a rea l 

person is much more developed at birth tha n 

in the earlier stages of pregnancy. 

With all these differing opinions on the beginning of 

life, there is still t he quest ion of wha t cons titut es 'huma n 

life'. Joseph Fletcher ( 1971 , p.1125) states that "there 

are a number of psychologic, religious and cultura lly con­

dit ioned causes for 'believing ' that foetal life is human 

life, but such a belie f i s a psychologic phenome non, not a 
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social or ·s~ien t i fi c or r a tional conc lusion." He further 

states t hat "ther e is no such thing as embryonic 'human life', 

medically speaki ng, and those who choos e to 'believe' this 

are exercising the ir religious liberty, but to do so is a · 

matter of persona l faith." (p.1126). He sees existing lm·JS 

as imposing on our pluralistic soci ty an inherited archaic 

Christictn metaphysic s of ma n. He feels that prior to birth 

the embryo is mere ly part of the mother which may be removed 

if it is de triment a l to her health. He rejects the idea of 

ensoulment or any one point on the continuu.m of the foe tus 1 s 

life as a speci f ic cut-off point fo r abortion. 

From the above may be seen the confusion and diverse 

opinions surrounding the term 'human being', especially in 

relation to therapeLtic abo r tion. The ranges of opin ion 

cover, at one end, those who believe that human life is sacred 

and starts at the point of fertilization of the ovum, while at 

the other end , there are those who see human life as emerging 

when the infant begins to interact rr.eaningfully and purpose­

fully with his environment. In terms of therapeut ic abortion, 

the upper limit of 28 . weeks may be taken as the point of via­

bility. Therapeutic abortions up to this point, are sanc­

tioned in ·certain areas of the world. This was the upper 

limit stated in the Br itish Abor.tion Act of 1967. However, 

due to medical advances , in 1974 the Lane Commis sion ( Report 

of the Committee on the Working of the Abortion Act , Vol. I, 

1974) recommended an upper limit of 24 weeks gestation. In 

South Africa no such limit is mentioned in the Abortion and 

Sterilization Act 2/75, although in practice abortions are 

seldom performed after the 24th week of gestation unless the 

mother's life is directly in danger. 

The Preservation of Life 

The debate on the rights of therapeut ic abortion has &s 

its central issue the vreseryatioa of life, or as theologians 

would say, the sanctity of lifeo All the arguments and 

indications specifie~ either by law or religion, bring to 

mind such questions as : Should maternal life Le preserved 
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at the expense of that of the foetus or visa versa? Are all 

lives -of the human species not equal? If - they are~ why do 

many abortion laws thYoughout the world lay dowa indications 

for the therapeutic abortion of mothers who may be carrying 

a mentally or physically defective foetus? Do such laws -

imply that some lives are worth more than others or have a 

certain priority? The spectrum of opinion of therapeut ic 

abortion ranges from those who see it as the abandonment of 

respect for life to those who see it as a positive form of 

birth and population control. 

The decision taken by those counselling a woman reGuest­

ing therapeutic abortion and how they in~erpret the indications 

and the legislation, is consider&bly affected by their own 

moral evaluation of abortion. Callahan (1973, p.327) ernl)ha­

sizes the need for consistency in the ethical aspects of 

abortion and cites five rules relating to the sanctity of 

life: 

L 11The surviva 1 and integrity of the species. 

2. 

3. 

4. 

The integrity 

The integrity 

The integrity 

determination, 

individuality. 

of family lineages. 

of bodily life. 

of personal choice and self-

men ta 1. and emotional 

5. The integrity of personal bodily individuality." 

All of these areas have bee n affected by the impact of 

modern medical, scientific, technological and social change . 

With these changes the scope of moral decisions has increased 

and the traditionai principles of the preservation of life 

have come into question. This is illustrated as much in the 

debate on euthanasia as on that on therapeutic abortion. 

The concept of the sanctity of life originates from t6e 

idea of life being derived directly from God. It is a 

gift from God, it is there fore sacred and should, therefore, 

not be abused. Since life is a grace of God, it should be 

respected and treated with dignity . This refe rs as much to 



3S 

one's own life as -t o tha t of others; - Ab ort i on i s seec by 

some to be the abandonment of s uch respect . 

The Roman Catholic Church has cont i nue d t o r eaf f i rm- the 

sanctity of life a nd in t erms of t herapeut ic a bortion , has 

taken a firm, ne gat ive approach. However, two lives are 

involved in the t herapeut i c a bor t i on is sue . I t is i nte r est-

ing to note tha t in certain ca ses t he Roman Cathol i c Church 

affirms t his. Dir ect abort ion is a l ways prohibited on the 

gr om1d that materna 1 and f oet a 1 life a re e qua 1, and t here­

fore neither may licitly be p~eferre d to the ether. Howe ver, 

indirect abortion is permissible if f our specific condit i ons 

are fulfilled (Smith, 1970, p . 31). Firstly, t he ac t i on 

considered by itself and independently of it s effect s , must 

not be morally e vil; sec ond ly, the evil e ffect must not be 

the means of producing the good effect ; th i rdly, the evil 

effect is merely tolerated and sincerely un i ntended, and 

fourthly, there mu s t be a proportionat e reas on for pe r f orming 

the action despite its evil conseque nces. In direct a bortion 

is considered to fulfil the se criteria . Only in thi s in­

stance does the mot her's life come be fore t hat of the foetus. 

Two such medical c onditions are accepted - ectopic pregnancy 

and cancer of the uterus. 

A continued respect for life is illustrated by the 

legislative measures taken in variou s countries to define 

the indications for therapeutic abortion. However) con­

flicts arise between the rights of the woma n and the rights 

of the foetus. This confusion is seen in the various 

world legislat ive measures - from comp lete prohibition to 

abortion on demand. 

It is felt by some that the preservation of the species 

is directly affect ed where liberal abor tion law s exist. 

Louisell and Noona n (in Noona n, 1972) argue t ha t easy abort­

ion would present a reversa l of the law's p r ogress towa rd 

recognition of the dignity and essen t i a l equa lity of human 

life. They feel th t it is a retrogressive s t ep in ma n's 

de velopment and that attempt s to justify it on the grou nd 

that a foetus is not fully human are not logica l since 
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conception marks the sta:rt of human life and any other refe,:­

ence poin t should be arbitrary. 

Therapeutic abortion m9.y be seen as a threat by some to 

human exi st ence, eog. ' Black-genocide' in New York , where 

aborti on is completely on demand. It may be seen as the 

abandonment of respect for hnman life and dignity a nd as a 

mortal sin. Pro-abortionists see it as a logical and 

legit imate extent ion of contracept ion, as a positive measure 

of population control and the ultimate right of the woma n to 

ha ve control of her own body. 

The Rt.gh!.§....9f the Mother and the 
Rights of the Foetld..§. 

As stated earlier , Joseph Fleccher (1971) p.1125) poses 

the question , not as to whether therapeutic a bor tion is ever 

justifiable~ but whether 'compuls ory pregna ncy! is ever 

just if iable. Historica lly, the movemGnt for l ega lized 

aborti on began after the Fir st World War) but da nger to life 

or health were the only gro unds fo r therapeutic abortion 

until more liberal l egis latioa was pa ssed in the va r ious 

countries i n the l ate 1960 1 s and ear ly 1970 's. The question 

has now become one of the inherent right cf the woman to 

decide whether she doe s or does not wish to continue with a 

pregnancy. By some it i s seen as a struggle between the 

t wo sexes, \vhere men make the legislaticn which women have to 

accep~. Israe l (1971, p.1115) states that "the bas ic 

dichotomy between the two sexes ha s been exp loited to support 

po lit ica 1, economic and sexua 1 ma le suprema cy. 11 Although 

women have been e manc ipated to a l arge extent dur ing this 

century, the undeniable fact r emains that the various life 

roles pl::1yed by women, wh ich are mainly biologically derived, 

continue to produce inequa lity between the sexes. Con ­

fusion and conf lict are produced as a re sult of the basically 

inna te femaleness of the woman and her socially compet itive 

role, which dema nds more masculinit y. Many feel that thera­

peutic abortion shoGld be a matt e r between the woman he rself 
and her physician and no one else. Smith (19 70, p.26) 

states : 11 The re is much , of course, that is ,'3.t stake in 
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consideration of abortion; bu.t the wornen 1 s right in a free 

soc iety, to make the ultimate decision - howeve r much in­

formed by medica l, moral and other opi8ions - surely should 

be among the highest priorit ies and deserves safeguarding. " 

The principles of self-dete rmination and the right to h~ve 

control over one' s own bodily fu nctions should not be over­

ridden by conservative abortion legislation. 

It is equally import ant to examine the concept of abort­

ion on demand, which may also be seen as not being the ulti­

mate solution to the debate. the Lane Commission (Report of 

the Commit tee on the Working of the Abortion Act, Vol. I, 

1974) makes a clear distincti on between abortion on demand 

and abortion on request. In the former case, the woma n may 

pursue her right to ha ve an abortion regardless of profess-

iona 1 opinion. It, the r-ase of abortion on request, the 

woman would not have to 'prove ' tha t she ha s grounds for a 

therapeutic abortion, but the abortion would be subject to 

professional approval and willingnes s to perform the operation. 

Gardner (1972~) points out three difficulties arising 

from the standpoint of abortion on demand. Firstly, it 

implies that coocs:Lving ctnd childbearing ar e two separate 

and almost unrela ted events. He feels tha t this runs con-

trary to the female psychology. Secondly, the woma n does 

not know what is involved in a decision of this nature. 

She cannot know if there will be any operative complications, 

whether she will conceive again, how her own conscience will 

react post-operatively aor how other family members will 

react. Thirdly, the woma n in this situation finds herself 

having to make a majo:r decision when she is least able to 

do so and may wish only t o 'wipe out' the reality of the 

present. It is therefore evident that counsel ling of some 

sort is appropriate prior to the abortion decision, but 

the woman involved sho~ld not be swayed by the views of 

either h er own family or cf the physician. At this point, 

she needs help in maki1-. g her own de cision to a bort or not. 

The anti-abortica lcbby supports the rights of the 

foe tus to attain human existence and argues that it is 
r 
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incongruous that the foetus should have a certain st a tus in 

other laws, but would ha 1e to fore go this status in abortion 

l aws if abortion on clemand were introduced. In anc ient law 

the 't'e lat ion ship between ma.terna 1 trauma and miscarriage was 

recognized. Hammurabi laid down that damage s should be paid 

by an assailant who struc k the de.ughte r of a patrician, ple­

biaa or sla~e girl, causing her to miscarry (Gordon, 1965a). 

Today the foetus has certain rights in property law, criminal 

law and tort lai1: in Angl1J-America n legislation. The foetus 

has the right to inheritance of prope rty. In criminal and 

common law, the rights of the foe tus are protected by the 

abortion laws , which indicate the grounds for therapeutic 

abortion and ste.te where and by whom the operation may be 

performed. The law of torts r ecognizes the right of the 

foetus to sue for damages if ha-rmed , and also recognizes the 

ci il rights of the unborn child, e.g . an unborn cr.ild has 

been held to be a 'child' or 'other person', allowing him to 

bring an action for the death of his father where the death 

occurred prior to the child's birth (Louisell and Noonan iQ 

Noonan , 1972). 

One possible compromise of the dilemma between the rights 

of the mother and the rights of the foetus, is to have legis­

l atiob specifically protecting the foetus only after a certa~n 

period of gestati on (Sarvis and Rodman , 1973). It may be 

seen that abortion laws do attempt to protect the woman from 

having a n abortion in unlicensed surroundings, by unlicensed 

practitioner s and cr iminal abortionists, and they attempt to 

protect the foetus by l aying down specific indications for 

therapeutic abortion and by defining the u.pper limit s of 

gestati on. 

Admission of the rights of the foetus to life leads to 

the question of what kind of lif e the child will have. 

Idea lly, a child shcL:. ld be born into a home where he or she 

was conceived in an atmosphere of lave, and where he or she 

is specifically wanted. This is the foundation of the ideal 

family unit. The question also arises of th~ abortion of 

the abnormal foetus and the right of the child to be bcra 
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physica lly and men ta lly vnormal 0 • Pr e ve nt ive psychiat ry and 

t he quality of li ff~ are discu ssed in Chapter 4, as a.re the 

results of ch ildren born afte r. therap 0 utic abor t ion has been 

r efused. 

Against this delicate background of weighin g the rights 

of the foetus and the rights of the mo t her, thera peutic 

abortions are ga i ned according to the legis lative measu r es of 

a ny given country. It is interesting t o note tha t in the 

l iterature the right s of the reputed father are seldom dis­

cu ssed or considered. 

,.1 Consent ar:d Confidentiality. 

Consent and c onfident iality are two further aspe cts of 

the abortion de ci sion which may place the counsellor _in a 

moral dilernma e In Britain, gi:.:ls between the a ges of 16 

years and 18 years are no longer required to get parental 

con sent . This provision was made in the Family La-w Reform 

Act of 1970. In girls under the age of 16 years, writt en 

ccn sen t from the parent or guardian is required. However, 

wherever possib le dis cussion with parents is urged , alt hough 

parenta l attitudes should not affect the decision to abort or 

not to abort. Writt en consent is required from the woma n 

concerned and wherever possible the views of the husband 

should bA obtained , although this cannot affect an abortion 

to save the li fe of the woman. Emergency operation s should 

not re~uire s uch cons ent. The consent of a common law hus­

baad or the man responsible for the pregna ncy is not required. 

In South Africa, . wr it ten conse nt is requ ired of the patient 

and wherever poss ible, that of the husba nd. The latter is 

obligatory fo r women married in community of property. 

Writ ten consent is also required of the par ents of a woma.n 

un der the age of 21 years. 

Confident ia lity be twee n the patient a nd che counsellor 

cannot be guaranteed - there are other people offic iating 

a t tr.e opera tion, otl,er patients in the war d where the woman 

may be placed, a lso she is urge d t o discuss the matter with 

her husbancl a nd/or parents. The abortion may only be 
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per f or med aft e r t he officia l channels have been put into mo-

tion. 

of t wo 

par t e:d 

In Brita in, the woma n is required to have the consent 

medical pra ctitioners and the operation must be re-

to the Chief Medica l Officer of the Ministry of Health 

wit1 i n 7 days. In South Af r ica, in terms of Paragraphs 4 2nd 

6 of the Abortion and Ste r ilization Act 2/75, similar regula­

tions exist, with two medica l practitioners giving their 

opinion , plus c o~ntersigning by the medical superintendent 

of the hosp it a 1 wh ere th e a. bortion is to take place before 

the ope ration. A report must be sent to _the Minister of 

Healt h within 21 days of the operation. With all these 

proce dures, the pat ient ma y well feel that her anonymity cannot 

be maintained. This is par- ti.cularly so in South Africa where 

all therapeutic ab ortions must be performed in a state or 

provincial hospit al, and no access to either private hospitals 

or private professionals is allowed. In some countries wher8 
the abo r tion l a ws a r e fairly liberal, but where criminal 

abortions are still repor ted , it has been postulated that 

some wome n prefer to have a criminc1l abortion and maiDtain 

thei r confidentiality rather than to conform to the bureau­

cratic structure of the abortion laws. 

Attitude s 7cwards ~hera2eutic Abortion 

Opinion surveys are relevant; when attempts are made to 

introduce social or legal reforms. The opinions of both the 

general public and the professionals concerned are of impor­

tance. As stated previously, attitudes towards abortion are 

affected to a large extent by the individual's religious 

beliefs. Discussion here is concerned with beth the atti­

tudes of the professionals concerned and general public 

opinion. 

The three main profe s sionals concerned with the abortion 

decision are the gynaecologist, the psychiatrist and the 

general practitioner. However, in order to produce an 

efficient and huma ne abortion service, it is important to 

take into conside ration the feelings of other pe r sonnel who 

may plny a part in the abortion procedure, e.g. the nurse, 

social worker, anaestheti~t. Staff attitude s and feelings 
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directly affect the work invo lved. 

Gardner ( 1972a, p.50 ) state s that ma ny antagonists of 

the abort ion law reform rrake great p lay out of the Hippocra­

tic Oath dating from the fourth century B.C., which coatains 

commitments to "share one's substance with one's teacher s , to 

teach the art to one's sons and teachers ' son s " and vow that 

woman means to procure a n abortion " "neither will I give a 

(Hordern, 1971, p.17 ). The doctor is the trad itional main­

He may find himself being asked to terminate tainer of life. 

a li fe for l ittle more than the inc onvenience of the mother. 

Resen tment may exist t oward s the ~emands of pe ople who are 

either not seen as being ill or wh o are regarded as being 

thought less or irrm1oral. It is importa11 t for . the staff con­

cerned to be aware of how they feel towards each case, a nd 

they shou l d therefore be aware of the facts of each c ase . 

For the nurse, it is a particularly difficult part of h e r 

work. Like the medical pract itioner, she has bee n trained 

in the tradit i 0n of mai ntaining and not dest roying l ife. 

She may find herself in a mixed gynaeco log i cal ward where 

she is required to give sympathy to the woman who has lo st a 

baby and acceptance t o the patient who has hacJ an abo rtiuri . 

Hordern (1 97 1) poin ts out that befor e the passing of 

the British Abortion Act of 1967, the majority of gynae ­

cologists were opposed to terminating pregnancie s, especially 

on psychiatric grounds, since the operation r a n counter to . 

their. training and philosophy, con t ravened accepted medical 

e t hics, and wa~ of uncertain legalit y. Some objected on 

religious ground s, but mo st were wary of the l egality of 

therapeut ic ab ortion . In accordance with a general attitude 

of c onservat i sm, the Report of the Council of the Roya l 

College of Ob stetricians and Gynaecologists in March 1966 

took a re l atively firm st a nd. The report not ed the general 

world trend of l iLera liziag abortion laws in orde r to reduce 

crimina 1 abort ion, but noted that in many cases this led to _., 

recu rrent demands for 8bort ion rather than re sponsible use 

of other fo rms of contraception. The report als o pointed 

out tha t while continuation of the pregaa acy may have 
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psychological side effects, so might abort.ion. It emphasized 

that the person performing the operation "should cleatly satis ­
fy himself that the risk of allowing t he pregnancy to continue 
was for that particular ·woman greater than the risk of termina­
ting it" (Harden,, 197 1 , p.19). 

The psychiatrist holds a unique position in the abortion 
decision. He is not involved in the actual operction and 
may, due to this, be more able to make an objecti.ve decision. 
He also spends much longer with the patient and is able to 
explore the possible wide r effects of terminating or not 
terminating a pregnancy in a given woman. These factors 
tendc:d ta make the psychiatrist favour therapeutic abortion 
of un'J..'lant<=>d pregnancies (Horden1 , 1971) o In accordance with 
this, the 'Memoran dum on Therapeutic Abortion' published in 
Britain in 1966 by the Royal Medico-Psychological Associatio~, 
took a liberal view. It stated that clarity in the British 
law was needed and a broader term of reference for indications 
for therapeutic abortion, since the available knowledge showed 
that abortion contributed to the promotion of healtho 

Hordern (1971) discusses that prior to the British Abor­
tion Act of 1967, the general practitioner was closer to the 
psychiatrist than to the gynaecologist in his stand over 
therapeutic abortion. Like the psychiatris t, hi seldom takes 
part in the operation, but holds a unique position as family 
doctor and is able to see at first hand the possible outcome 
of unwanted pregnancy. 

With the passing of the British Abortion Act in 1967, 
altered attitudes of the personnel concerned were noted 
(Hordern, 1971). The majority of gynae cologists came t o 
view therapeu tic abortion on psychiatric grounds as being 
justified in many instances, and their fear of the physical 
complications lessened with the perfection .of the techniques 
used in the abortion operation. However, as the number of 
patients gaining abortion on p sychiatric indications in­
creased over the last decade, psychiatrists hngan to feel 
that psychiatry was b!:!ing exploited , and that the operation 
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should be a mat t e ~ b~twee a tl1e woma n and her gynaecologist 
(Babi kian in :friedrna n et a l 1975). General prac~i.tioners 
did no t appear to ha ve changed their att itude, but had it 
generally reinforced by the effects of liberalized abortion 
laws. 

Abortion laws have become increasingly more liberalized 
throughcu t the world, and the attitude that it is a woman's 
right is evident . Because of the delicate moral and 
ethical issues involved and the highly emotional debate on 
the crea tion and destruction of life, it is iffiportant to have 
built into abortion laws a clA.use for conscientiou.s objectors, 
which would fr ee such professionals from the burden of sach 
operations and preve nt their negative f~elings from bei~g 
transmjt ted to the patieat. In the British Abortion Act of 
1967 a conscientious objectors clause exists and frees the 
individua l from the re~ponsibility of decision-making and 
performing the operation, but protects the woman's rights by 
insisting that she be re-referred to a doctor willing to 
assess her for the r apeutic abortion. The South African 
Abortion and Sterilization Act 2/75 also allows for non- ------­
participation of conscientious objectors , but does not 
mention re-referral to protect the woman 's rights. 

For most women abortion is an emotionally traumatic ex ­
perience. M.any approach i t with feelings of guilt and 
anxiety and fear of possible negative reactions of others. 
The nurse plays a vital role in reassuring the woman and is 
able to do so due to close contact with the patient . Thus~ 
the nurse with negative or ambiva l ent feelings towards these 
patients and towards her own role in this aspect of nursing, 
can do harm by increasing exj.sting guilt feelings and pro­
ducing conflicts in the patient, which may pe rsist after the 
operation. The nurse , in the course of training, has 
learnt the value of life. She has participated in the 
creation of life in labour and deli ve r y, the pre servat ion of 
life in the care of medical and surgic2_l patients, and in 
the prolonging of lif.e in geriatric pa tients. The abortion 
patient represen t s the converse of these values - the taking 
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of life. 

Char and McDermott (1972) studied the reaction to abortion 

_of a number of nurses with a cute anxiety reactions to the pro­

cedure. Group sessions with t hese m:.:r ses we r e found to be 

of value in &llowir.g the nurses to discuss their feelings. 

· From these discussions, acute psych ological reactions to 

abortion wor k were uncovered. Th e following were isolated 

as co~11mon reactions: 

1. "All suffered from strong emot ional reactions 

to their abortion work aod we l comed the oppor­

timity to talk abou t them . 

2. Many overidentified with the aborted fo et us. 

3. The nurses felt ho st ile towards most of the 

abortion patients. 

4. The nurses suffered from an acute ideat ity 

crisis regarding their nur sing ro le and 

function." (pl72, p.67-68). 

Kane et al (1973a) studied the emotional reactions of 

the various abortion aervices' personnel. They found that 

the staff reported 11 occasional depre ss ion, anxiety and much 

obsessive ruminative thinking regarding their involvement 

with the performance of large number s of abortions 11 (p.409). 

Involvement of the doctor wa s uaconsciously restricted to 

the most limited required. Nursing personnel felt this lack 

of leadership and also suffered through trying to solve 

their own ambivalent feelin gs towards the procedure. These 

were particularly noted when the hypert onic saline procedure 

was used. Invariably the nurse was the only person present 

when the patient aborted. She was also c~Dfronted with her 

ambivalence in nursing both abortion patients and other 

obstetric and gynaecologic patients io the same ward. 

Kane et al (1973, p.41la ) made a number of recommenda ­

tions for a bortion programs as a result of their study of 

the personnel involved. These include: 



1. "If at all possible, participation in these 

programs should be on a voluntary basis for 

all concerned. 

2. The program should have strong medical leader­

ship , preferably by some one whose feelings are 

st rongly positive to - the program. 

3. It would be desirable , if at all possible, to 

have these pat ients apart from cbstetric 

patients and served by a separate staff. 

4. Another positive step woul d be to cut down 
ou tside referrals and deal with patients from 

on G1 S own catchment area, thereby enhancing 

th e patient -doctor rapport and opportunity 

for follow-up for assessment of long-term 

re sponse . 

5. Physician presence to support nursing procedure 

seems badly needed in the terminat ion phase of 
' 

the saline procedure! 

6. Theie is a need for ihe development of training 

programs equipped to deal with the problems 

generated by the abortion programs.:i 
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Mascowich et al ( 1973) studied the attitudes of obste­

tric and gynaecologic residents in California towards 

abortion and f otmd that although there is re c ognition and 

acceptance by most re s idents of the social need for thera­

peutic abortion, considerable ambivalence still persists. 

The authors fel t that a distinct ion is required between the 

negative feelings about the taking of human life, and the 

negative feel ings about sexual activities of the woma n 

receiving abortion. 

Attitudes of the genera l 'public towards a bortion are 

j_mportant as these attitudes ultimately affect abortion 

legislation. Prior to the Second World War> attitudes 

were relatively conser vative and conformist. In 1929 the 

British Parliament pa ssed the In fant Life Preservation Act, 
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which €xempted a physician from being prosecuted if an nbor 

tion was performed to save the life ~f the mother~ The 

Roman Catholic attitude was to take a firm stand and · it did 

not condone this indication for therapeutic abort ion. It 

has continued to uphold the principle of the sancttty of life 

until the present day. The Protestant Churches have tradi­

tionally differed from the Roman Catholic Church in placing 

the onus of responsibility of cine 1 s own actions on the in­

dividual. In 1965 the Commitcee of the Church Assembly 

Board favoured therapeutic abortion where it was adequately 

justified, i.e. to save the life or health of the mother. 

But it also stated that it felt abortion should be forbidden 

for three reasons: 

1. 

2. 

"The rioht to life of::' the foetus. 0 

The interest of society in its own survivald 

The possibility that there would be weakening 

of reverence in the trivialization of the 

sexual act" ( Hordern, 1971, pol4). 

Public opinion is largely influenced by religious beliefs. 

However, a general liberalization of public opinion has deve­

loped over the past decade, although amb ivalence in the taking 

of life is still very evident. The Royal Co llege of Obste­

tricians and Gynaecologists in their report on 'Unplanned 

Pregnancy' (1972, p.38) state that "among married women, 

particularly in the lower socio-economic group and those of 

high parity, there has always been a considerable and a 

greater. readiness to resort to illegal or self-induced 
abortioL,. 11 

"" In South Africa, Market Research Africa conducted an 

opinion poll in July 1975s The survey covered 'European' 

adults aged 16 year s and over, living in cities, towns and 

villages throughout South Africa and was representative of 

86% of the total 'European' adult population. Personal at­

home interviews, using a structured questionna ire, were 

conducted. The quest ion asked was, 11 Do you agree or dis .. 

agree that it should be ma de easier to obtaia a legal 
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abo.rt ion in S0utl1 Afri ca ? 11 

Resp onses were divided into ' agreed') 'disagreed' And 
1 don 1 t know1 • The resul t sho~e d a deep sp lit in public 

opiriion between the two language group s - t he Af r ikaa ns and 

the English, 4110 of the tota 1 samp l e t2lt that abortion 

should be macle easie~ and 47% disagreed with thi s. ST!o of 

the English s peaking sample .ggreed a nd 597,, of the Af:;:ikaans 

spe ~king sam~le disagreed. Wome n were found ta ha ve a 

slight ly l ess l ibcra l a tt i tL1C:1e towards a.bo· .. · t ion thafl men ~ 

50% were not ia f a rou r of libera! izing the a bor tion laws, 

while 38% f av oured this . 43% of the men were ia f a vour of 

more liberal i ze d laws. Of all the provinces , only Natal 

produ.ced an absolu te majority in f a vou r of more libera l 

abortion laws; 5110 agreecJ to the que st io1 a s compared with 

41% i n t he Cape, 39% in th8 Transvaal and 23% in the Orange 

Free State. The O·x:ange Free Stnte ,1rid the Tra n sv3 A 1 both 

produ ced absolute major ities aga inst l iberal izing the laws 9 

in the Ora nge Free State 57% and in the Tran sva~ l 50% (See 

App e ndix A). There is no da ta available a bout attit udes 

in other ethnic groups. 
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CHAPTER 3 

LEGAL M~PECTS _ OF f\EO.B.JJON 

Abortioa laws are influenced by the genera l attitude to­
wards abortion in any given country) this being la rge ly determined 

by the state r e ligion ~ where t here is sucho Thus, in pre­

dominantlv Roman C2tho lic coun trie s such as Ireland and Portu-., 

gal , abortioa is absolute ly prohibited. The same may be seen 

in countrj_es which were origina lly c olonized by Roma n Catholics, 

e.g. in Dahomey and in the Malagasy Republic abortion is elso 

pt: oh:i::, itt-.d . By cont :ca st , in caunt ries wlle re religious be liefs 

&re not strol1gly upbel.d hy the state , abol.'tion laws are more 

permis s ive, e.g. Russia. 

Abortion legislation may be divided in the following way, 
according t o the indica tions for therapeut ic abortion: 

1. Medical indicati on s - to save the life of the mother; 

- to save the h ea l th of the mother. 

2. Eugenic indica tions (foeta l inJ ications). 

3. Ethical indication s (humanitarian indications). 

4. Medico-social indications. 

5. Social indications. 

It sho~ld be mentioned that in s ome countries , e.g. Spain, 

no explicit exemptions from the prohibition of abortion , not 

even when the life of the mother is at stake , is provided for 

in the pena l code or in other legislation. Moreover in some 

countries, e . g . Ireland a nd Spa in, publicity in f avour of 

birth cont·!'o 1 and t i1c sa le. of contracept ive de vices or products 

are still prohibited. 

Invariably when com,tries seek to liberalize legislation 

on abort ion, the rea son most fr e quently given is to reduce the 
number of criminal abort ions. It is we ll known that in 

COL.rntries where restrictive l egis lation exists, the number of 

illegal abortions is extremely high. A woman who has decided 

·' 
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to get an abortior1, will aat be deterred by a refusal from the 

accepted medica l cha nac}s. Th0l1gh :i.n some countries the 

abo!.·t icn leg is lat ion rns.y be £air 1 y libera 1, t:he number of 
• 1 • l T- 11 . crimina l abortions may remain L1.Lg1. he reason usua ·-Y g1.ven 

for this phenomenon is ·-he woman's ,1ish for comp lete privacy. 

Legal abortion iavari~bly involves a stated _procedure fo~ 

assessment which some women wish to avoid in order to remain 

anonymous, and also to avoid the time-consumi~g assessment 

procedu·re. 

Both the 1.iberaliza tion of abortion legislation and the 

imposition of restrictive measures may produce marked demo­

graphic changes , e.g. in 1966 Ruma nia passe d more restrictive 

legislation and a year later showed a tripling of birth rates 

(World liealth Organisation, 1971, p.5). Conversely, whe n 

more liberal legislation is introd uced, the number of legal 

abortions in ~rea.SE. s while the number of bi1:ths decreases , as 

do the number of deaths from septic illegAl abortions. 

Ia studying the evolution of legislative procedures on 

abortion, in most cases the initial indication is threat to 

the life of the woman and is contained within the pea2l 

legj_slation. In the course of tirne, the concept of maternal 

health (physica l and psychiatric) is included in the exemp-

tion s in the penal code. When furthe r liberal legislation 

is introduced, invariably a specific law is laid down 

governing the indications, contra - iodica tions and the pro­

cedure for abortion. 

The same evolutionary process may be seen in the indica­

tions given for therapeutic abortion . Initially complete 

prohibition may exist, but most frequently the initial indi­

cation is endanger01 maternal life. This later includes 

maternal 'hea lth' (phys ica l and psychiatric), then medico­

social indications are specified which later extend to purely 

social indications, a nd abortion may then become legal on 

request. Denmark ls c ited as an example of this evolutionaiy 

proces s. The evolution of legislation of on2 country may 

be seen to influence the legislation of ot hers, e.g. Icelanu 1 s 

influence on the Scatldiaav i a n countries (See Appendix B for 
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cl arts illustrating the evolutioa of wdr ld abo~t ioa l aws). 

When countries pass specifj_c legi s l a tion ori &bortion, 
contra-indications may be listed. Such contza-indication s 
may include the following (World Health Organisation, 197 1):. 

Length of the pregnancy . 1. 

2.. 

3. 

4. 

5. 

The n:resen ce of certain diseases :i.n the wom2 n. 
L 

A recent previous abortion. 

Non-residency . 

Consent of patient/spouse/p&rents. 

Other previsions rnay alPo be included. Among tbesc c1re 
specified thE auth ·~Jrit ies who may be ·responr ib le Lor niaking 
the abortion decision, the place ,,ihere the abo:ction rnay be 
performed and the reporting and re cording of the procedu12. 

Fc,11.owir.g is a Lr.i..ef resurr.e of: worlci abortion legislation 
discussed according to tbe indications for therapeut ic abor­
tion (Maps of these indicati~ns are given in Appe ndix C). 

Eur,QQe 

Until re'"'ent ly, Western and S0L1thern E•Jrope had taken a 
conservative approach to abortion legislation. Abortions 
were ~ither completely prohibited or restricted to when the 
women's life was endangered. 

In 1810, abortions were prohibited in France by the French 
Penal Code. Today France only :recognizes al::or.tions which are 
performed to save the life of the woman. The se provisions 
were origj_nally laid down in the Public Health Code of July 
1939 and are Also included in the Code of Medical Ethics an d 
the Penal Code. Again~ in Switzerland , pr~visions are l aid 
down in the Perial Code, which permits abortion if the woman's 
' health' is endangered. In the United Kingdom, until the 
Abortion Act of 1967, abortion constituted an offence 
according to the Of[2nces agaiast the Pers on Ac~ of 1861, 
which prescrib~d th5.t I unlawfully I induced abort ion was a crime 
punishable by life ' i mprisonment. Howe ver, no definition of 
the term 1 unlawful' was given. The Infant I .~fe Prevention 
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1 ct of 1929 al lowed for abortion to be pe rform9ci if the life 

o f the ,,m ff,LW wa s endange.red. In 1938, Aleck BoL1rne tested 

this laT,J by performing an abortion on a 14 year oid girl 

~ho had been r&ped. He was acquitted and the law was then 

interpreted as ellowi8g ab o tioG i f th e ~health' of the woman 

was endangered~ In 1967 a spec ific Abor tion Act ~as passGd 

by the British P;::irlian,c nt whicb l a id down the indications for 

therapeut ic abortion,. These i.8cluded risk to the physica l 

CJ :' ,reutal l1enlth of the woman or simil.::ir risk to any existing 

,.h~ ldre11 .. c we·• 1 aB all.owing: for eugenic indications. 
, • • L. ~ a ~ i. 

Oa t he whole , Eastern Europe&n countries are fouod to have 

a more liberal app roach than exists in Wes tern Europe. 

In terms of the Penal Code of 1956, abor tion oa request 

wa s introduced i.P Bulgaria. Due to the large numbers of 

aoortions pe rfcrmed ove r the next decaoe a nd to ccrnbat abtJse 

o f the la~,.;1 ~ the Pena 1 Code wa s ref orrnec1 in 19 68. The new 

pi'ovis ions 1:3 id down t:ha t abor t ion on reqL10 st was permittecJ 

up to tb e· 10th week of gestation and up to the 12th week by 

application to a head of a department of gynae col ogy. 

In Czechoslovakia in 1957, a specific abortion law was 

passed with repeal of the Penal Law of 1950. Both allowed 

abo·rtion cm 'he&lth' grounds. In 1966 the Abo:rtion Law 

was amended and extended to include medico-social indications. 

In Eastern Germany legal abortion was permitted only on 

medical grounds during the period 1946-1947. In 1947 these 

extended to include medico-social, ethical and eugenic grounds 

aiming at the suppression of criminal abortion. The appro­

priRte sections of the Penal Code of 1871 were repealed. lo 

1950 a change in the law reduced the indications for thera-

peut ic abortion to ~hos e of mat e rnal 'health 1 • In 1965 the 

indications were widened to include social indj.c ations , and 

in 1972 abortion becaroe available on request. 

Until 1952 abortion was allowed in Hungary solely on 

medical indications. The law was liberalized in 1953 to 

provide for medico-soriAl and eugenic indications, 8Dd again 

in 1956 to cover pure ly social indications. In pra ctice, 
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abor· ion is availa ble on request. In Poland, under the terms 

of the law or October 1950 on the medica l profession, abortj 0n 

was permitted only if the 'heslth 1 of the woman was ia danger. 

In 19 56 the law was amended to include medico-social indica­

tions and these indications were further widened by an other 

amendment in 1959 . 

Ia Russia, during the period 1917-1920, all abortions were 

prohibited. In 1920 a decree issued by the People's Commiss­

ariates of Health and Justice, legalized a bortion to include 

'health' and socia l indications, with the aim of combatting 

illegal abortions. A considerable increase in the number of 

abortions resulted. To countera ct this , restrictive l egis­

lation was reintroduced in 1936 and limited thera peutic abortion 

to 'health 1 and eugenic ind ications. In 1955 the legislation 

was completely repealed to allow abortion on reqllest. 

"A relatively unif arm policy in regard to lega ]_ abortion 

has been int roduced by the ScandinaviaP cuuntries, even if they 

have done so at different times 0 (WorlcJ Health Org:3_nisation} 

1971, p.59). The overall tread is towards a progressive 

libera lization of the indications for therapeutic abortioa, 

resulting in a considerable iacrease in the number of abortions 

performed. 

The 1.930 Civil Criminal Code of Derin:a!"k made no provisions 

for cases where a.bort i on was not pur,ish.:=: b lr~, but in pr act ice 

abortions were performed in order to save the 'health! or life 

of the wom::tn. The Law on the Interrlll- t iGn of Pregnancy of 

1937 laid down specific indicatioas for therapeutic aborti.on. 

Tl1ese included medical, ethical, eug£Dic and medico-social 

indications. In 1956 and 1970 further amendmeats extended the 

social indicatj_ons of therapeutic abortion and in 1973 abortion 

became available on request. 

Prior to the 1950 Law on the Interruption of Pregnancy, 

abortions in Finland wer 0 only permitted in order to save the 

life of the woman. The Law on thE Interruption of Pregnancy 

extended the indications to preserving the 1 L2alth 1 of the 

woman. In 19 56 the law ·ms anic~ r.:ded to include rnedL::o-socia l 

indications. A further amendment ia 1970 exten~ed the 
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grounds to include 1 socinl 1 indicat ions. 

Iceland was the first Scandinavian country to pass a law 

relatiDg specifically to abortion and iatroduced the concep t 

of medico-social iadic_t ions. The Abortion Law wae pass e d 

in 1935 and is still in operation. It o.--:.s not until 196J 

that a specific l aw on ab0rtioa wa s passed in No rway. 

ever, this law included medical, medico - social and eugenic 

indications. The br.1.sic ab or ti.cn legislcltion in Swedeu O"-'t e s 

£ram 1938 with the Law on the Int ar~uption of Pregnancy and 

its subsequent amendments in 1946 and 1964. From 1938 the 

law included medico-social indica~ions. 

f',fric 9.. 

11Most of the newly independent Af::ican st&te s have retained, 

:;is fa:r.: as abortion is co11cerned, the legislation ii.ltrodu.c ed by 

the colonial country'; (World Health Orga1isc1_tion ~ 1971., p.22.). 

This has led to R generally conservative handling of the 

abortiC;ri decision, since most of the colonic.Jl countries had a 

rest rictive approach to the question. 

The English sp~aking countries of Africa have remained, to 

a large extent, under the provisions laid down ia the Offences 

against the Person l\ct of 1861 and the lnf~nt Life PreseJ:vation 

Act of 1929. An exception to this is Zambia where in 1972 an 

Abortion Act was passed which was modelled on the Brit ish 

Abortion Act of 1967 and included the 'environmenta l' clause. 

The same pattern exists in t he French speaking couotLLes, 

e . g. Ivory Coast, Senegal and Algeria all adopted the provi­

sions laid down in the French Public Health Code of 1938, wltich 

only permits abortion ia order to save the life of the woman. 

Exceptions to this are Morocco, Cameroon and Tunisia. Al l 

initially ad opted the 1938 French Public Health Code, but 

since then Morocco has ex tended the indications to include 

threat to the I he .31th ' of the woman ( 1967), Cameroon amended 

the Penal Code in 1967 to include threat to the 'health I of 

the woman, .gnd in Tunisia in 1965 the Pern, 1 Cc,de •n s amended 

to include medico-soc iR l indications. 
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Ethiopa modelled her proviHioas for therapeutic abortion, 

which are sti ll contined in the Penal Code of 1957, on those 

of SwitzerlRnd. Abortion is permit t e d on medical indications 

t o save the life and the 'health' of the mGthe r . 

The South African Abortion 2nd Sterilization Act 2/75) 

which is applicable to South Africa :Hld South West Africa , 

·1il.l be discussed l ater in th is chapter. 

The legal provisions governing abortioc in Aus tra lia are 

contained in the~ va:d.ous penc1J_ }.egislation of each state . 

In itially provisions were laid down by the Of fences aga iost 

the Person Act of 1861 ;:ind th8 Infant Life Preservation Act 

. of 1929. None of the states have specific abortion laws . 

Th roughout Australi.a, the indications for therape.utic aborti on 

are danger to either the life or the ' health' of the woman. 

The abortion legi s lation of New Zea l and is in the same 

position as Britain prior to the Abortion Act of 1967. The 

Offences 8gainst the Person Act of 1861 and the I nfant Life 

Preservation act of 1929, as we ll as the Crimes Act of 1908, 
limit the indicat ion s for therapeutic abortion to threa t to 

the 'health' of the woman. 

The Americas 

MRny of the South American countries sti ll have their 

e xempt ion s for abortion cont ained in their penal codes . On 

the whole, the South American count'i:" ie s ha ve taken a conser­

vative stand with regard to therapeutic aborti on . 

In the Domj.nican Re pLlb lic, according to the Penal Code of 

1938, abortion is completely prohibi t ed. In Columbia , 

accord ing to the Code of Medi cal Ethics Decree of 1954 , the 
same situ~tion exists. 

Chile , Paraguay , Peru, Uruguay an d Venezuela a ll permit 
abortion only to save the life of the woman. In Chile this 

provisioG is fo~nd in the Sanitary Cod e of 19~7, in Paraguay 

in the Pena l Code of 1914, in Peru in the Sanitary Code of 
. . 

1_969_, in Ur uguay in the Pena l Code of 1938 , rinc1 in Venezuela 
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in the Pena l Code of 1964 . Exceptions to this restrictive 
approach t o 8bortioa are found in Cuba, Argen tina 5 Brazi l and 
Ecuador. Argentina , Brazil and Ecuador all pe rmit abortion 
to save the 'health' of the woman. la Argentina this is laid 
down i n the Penal Code of 1967 , in Brazil in the Penal Code of 
1940 Bnd in Ecuador in t he Penal Code of 193 8 . Cuba has more 
extended indications for therapeutic abo~tion. These are 
laid down in the Social Defence Code of 1938 and include 
'health', eugenic and ethica l indications. 

In Mexico the Pena l Code of 1931 p:cescribes that abortion 
is not pe nnissible unles s per f armed to prese r ve the life of 
the ,.ioma n or on ethical indications. 

Unt il. 1969, Canad ian a bort ion legis lation was still con­
tained in the Offe nces agaiost the Person Act of 1861, where 
abortion wa s pm::mitt8 d on 1/ to save the life of the woma n con-­
ceraed. In 1969 the Cr iminal Law Amendment Act was passed 
which made abortion permissible on the groLmd s of a thre.et 
to the l ife or I her:i lth I of t h.e woman , and on ethica 1 and 
eugenic indications. 

In the Uni ted States of America, prior to the middle of the 
last cen t ury there was no l ega l prohibition aga inst abortion 
before 'quickeni~g'. A cha nge of attitude occurred in the 
second half of the 19th ce ntury, large ly as a result of the 
need to combat illegal abortions. Init ia lly four st2tes 
provided for no exceptions to the prohibition on abor tion. 
These were Louisiana, M8ss achusetts, New Jer sey aad Pennsyl­
vaniA . In 46 ctates 8bortion was permiss ible to preserve 
the life of the woman and some included the 'hea lth' of the 
woman (e.g. the District of Columbia a nd Ala bama ) . No 
precise de finitions of the terms 'to pr eserve life' and 
'health' were given. An important role in the liberalization 
of these laws occurred when the American Law Institute put 
forward the Model Penal Code provision s in 1959, later modi­
fied in 1962. These provision s permitted abortion to be 
performed by a qualified practitioner where: 

1. There is a danger to physical or mental health 
of the woman. 



2 . The pregnancy was caused by rape or incest. 

3 Th r · D rot) ~bi ~~t ~hat ·1.· he·. rhi"J~ci to be _ , ·- ... e . e L :, a P-· b. _ .L .L y - ~ -- _ _ 

born wil i be rneo tally ~e tarJed or phy s ically 

deformed. 
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In 1967 the Aoer ic8n Medical Association adopted a policy 

on te rminati o~ of p~egna ncy ba s ed on these ? rovis ions. The 

first state to do thi s was Colorado in 19 67 . Thereafter 

several other sta tes followed suit, with various modifica-

tions. A number of s tates ;Jdopte d more libera l abortion laws 

than were laid down in the Model Penal Code. In Ala ska, 

Hawaii and New York, abortion is available on request. 

In 1973 the UniteJ St at es Supreme Court ruled that "while 

a woma n ha s no absolute coastitutional r ight t o abortion, the 

l aws pre va iling in aome stat es did cu rtai l h er constitu t i ona l 

rights; that in the first 12 weeks of oregnancy, the decision 

should be for her ond her medica l advise r alone , but that 

thereafter , the State mi ght regulate the abortion procedure in 

w~ys r easonab ly re late d to maternal hea l th, i ncluding pro­

scribing it afte·r the stage when the foetus might be presume d 

viable, except where necessary to pre serve the life of the 

mother" (Report of the Committee on the Working of the Abortion 

Act, Vol. I, 1974, p.2 22 ). 

Asia 

In most of the Asian countriGs, abortion legislatioa is 

restrictive and is a pun ishable of fence if performed othe r 

than to s a ve the life of th e woma n . Cambod ia, the Republic 

of Korea, Pakistan , Tha ila nd, India and Singapore a ll derive 

their abortion laws throu gh their penal codes. In Cambodia 

the Penal Code of 1934 allows a bor t ion t o s a ve the life of 

the woman , likewi~ 2 the Penal Codes of Pakis tan (1860), India 

(1860) and Singapore (1875) lay down that abortion is not 
' .. 

punishable if pe rformed to preserve the life uf the woma n. 

India, however , introduced an Abortion Act in 1972 which 

allows fox a bor tion on bot h 1hea lth 1 2ad med i co - s ocial 

indications. Like(rJ ise , :i r, 1.970 Singc<.p ore int r odu~ed a.n 

Abortion Act which included 'hea lth' and medj_co-s oc:i.al h1cJi-
+- • ca ... ions . Abortion is px ohibited by the Penal Code of 1953 

in · the Repu blic of Korea and als o in Syria b,, a Decr ee of. 
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1962. 

Israel initially wa~ governed by the provisions of the 
Offences against the Person Act of 1861, b~t in 1952 an 
Abortion Law was introduced which permit t ed 'health' and 
medico-social con s i derat ions as indica tions for therapeuti c 

abortiono 

Under Section 22 of the Turkish Law of January 1960 an 

Medical Ethics , abortion was only permit ted where this con ­
stituted the sole means of saving the life of the woman. In 
the Lav7 on Family Plann ing in 1965 and the Regula tions of 1967 
concerning the interruption of pregnancy, abortion is author­
ized if the 'health' of the moth e r is endangered or where 
there is ris k of con genital defect. Turkey also accepts 

failure of the IUD without expulsion as an ind ication. 

Japan 1 s provisions concerning therapeutic abortion are 
contained in the Eu ge nic Protection Law of 1948 and as amended 
in 1960. Previously the Nationa l EugeGic Law of 1940 ha d 
be en in force. This law allowed abortion on 'health ' grounds 
only. The 1948 law extended the indications to include 
medico-socia l considera tions and in 1960 it was ameade d to 
include extended social indications . 

Abortion in South Africa - The Abortion 
and Ster iliza'c ion Act 2/75 

Under South African Roma n Dutch Law, there was no legal 
covera·ge for therapeutic abortion performed on psychiatric 
grounds, although it was established in Common Law that a 
pregnancy could be terminated in order to save the life of the 
mother. Thus, the traditional view was that the sole ground 
recognized by South African law was to save the life of the 
mother. 

In South Africa in 1968, Simonsz (1968, p.717) stated that 
"psychiatric indications for therapeutic abori.:i.on of preg­
nancy do exist and every case mus t be judged on its own merits , 
avo iding every kind of dogmatism i n making an assessment." 
He discu sses a numbe r of po ints which are of specific note in 
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th e abortj_on decision. 

Firstly, the nffectivc illnesses, he states, are well­
kaown for their return to almost norma lity in between psycho­
tic episodes, but their re l at ionship to a number of preg­
na.ncies is noteworthy~ He state s that "these psychoses 
carry with them an increased probability of suicide 11 (1968, 
p . 717). Secondly, schi zophrenia is seen as a chronic re­
l apsing illness wh ich creates damage to the personality, 
thereby making a satisfactory mother-child relationship 
vil.·t ually impos si.ble. This illness, he feels, should be 
considered careful ly ia t he abor tion decision, particularly 
in its r elat ion to its effect on any previous pregnancies. 
Puerperal psychosis is a very r~re illness but with regard to 
its recurrence in pregna ncy, the guideline should be related 

to its probability o~ being a chronic disablici g illness. 
Threats of suicide in relation to an unwanted pregnancy are 
common , particularly in a female who is manipulating for a 
positive abortion decision. Although such threats are often 
brushed aside, the fac t that suicide might occur necessitates 
specific handliag of . this problem in each individual case. 
Likewise, threats of illegal abortion are r e latively common. 
In this instance, the number of patients who need and obtain 
such abortions is considerably higher than those who threaten 
and attempt suicide. 

Simonsz discus ses social indications and points out the 
incongruity of how in general psychiatric practice, environ­
ment a l factors are given consideration but i~ an abortion 
decision, legislAtioa can prevent such considerations. 
Ethica l indications do not appear to have caused difficulty 
in the 8bortion decision, providing the At t orney Genera l has 
been consulted. Eugenic indications are o~ uncertain pre­
diction and a ccordi.ng to Simonsz "no strong legislation can 
be mustered" (1968, p.717). The aspect of guilt feelings 
is discussed in numerous articles and books, but should be 
equa lly considered along with the woman's persis"i.:ent desire 
for abortion. 
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A further cons:i.dera.tion, as noted by Simonsz., is that of 

thG mentally retarded female who does ~ot grasp the fact that 

she is pregnaat. Such a feru8le would be inca 0ab le of t h2 

role of motherhood in e:ither the erno tion.:il or physica l sphere. 

REta~dation seems to have beea a ccepted as a clear psychi~tric 

indication in the past. 

In 1971 Keast , the then Presiden t of the Border Coasta l 

Branch of t he Medical Associatioo of South Africa, discussed 

the necessity of changing aborti on l aws i n South Africa ia 

relat ion to the areas of criminal abortion, populat ion control, 

physica l and menta l health of the mother, congenita l a bnorma l­

ities and socio -econ omic factors. 

He noted that ,:one of the main arguments in favour of 

legalizing abortion ancJ of extending its indications i s that 

the present pract ice , based e ssentially on Hippocratic prin­

ciples, encourages criminal abortion with a ll it s attendant 

hazards " (1971 ) p.888). Howeve r, information fr.om other 

countries has shown that the cr imina l abortion rate doe s not 

rea lly drop until exten de d socio-economic indication s are per­

mitted or if abor tion is performec on dema nd. "It is obvious 

that the only way to e liminnte criminal abortion is to pE..nnit 

unrestricted lega l abortion on the dema nd of any pregnant 

woman " (Keast , 19 71 , p • 8 8 8) • 

Therapeutic abortion has proved to be a powerful weap on in 

influencing the birth rate, e.g. in Ruma nia the birth rat1;.! 

d ropped to such an extent by 1965 that more stringeD t legio ­

l ati on was pa ssed and the birth rate then began to rise. 

Today, very few abortions are performed on medical indica ­

tions. However , psychiatric indications are give n in a 

l arge majority of cases in various countries, part icularly 

where abortion is not permitted on medico-sociaJ. or socia. l 

indications. Keast suggests, therefor e, that careful "con ­

sideration should be gi ve n to the physica l and rueata l hea lth 

of the woman" (Keas t , 1971, p.889). 

In ma ny countries, congenital abnormalities provide ao 

acceptable indication for therapeutic abort i .ou. Howe ve r) 



60 

it should be r.oted that for e very malformed foetus, about five 
01:· six babies wi.11. be dest rCJyed (Keast, 1971). Whether socio­
economic indications f or therapeutic ab ortion should be per­
mitted or act has ~ang been debated. There is a fear tha t 

if this should be permitted, the system would be abused, women 
could re crt to it i~stcad of using reliable contraceptive 
meastJres, and that the size of t he populat ion might be adversely 
affected. However, it is we ll-known that wome n long to be 

free from the risk of repeate<l p regnancy, the effect of l arge 
families on the standard of living and the psychological as­
pects of 'unwantedness 1 on the child. Against this back­
ground, the rights of the foetus ver sus the rights of the 
woman are fought out. 

Keast (1971, p.891) makes a nu.r.1ber of suggestions in rela­
tion to the statutory measures of legal reform of abortion in 
South Africa . 

l. 11 That a con science clc1use should exist to release 
unwilliag doctors or institutions from partici­
pating in the abortion decision. 

2. A residential clause to avoid be coming an abortion 
' mecca' . Io England foreign women represent ab out 
10% of the total number of abort ions~ while in the 

private sector the figure is much higher. 

3. Compulsory notification of the details of every 
legal a bortiori for statutory purposes. 

4. Approval should be given by t~o or three doctors 
rather than by committees or board s , ~sin the 
United States of America. 

S. An upper time limit of 14 weeks, unless the mother 's 
life is endangered by the pregnancy.:, 

The above two articles by Simonsz and Keast are among the 
very few written ancl p:rinted in South Africa ::;,ttempt ing to 
clArify the indications for legal abortion prior to the 
legislative reform. 

\, In March 1972 the South African Med i c&l a.nd L1ent:al Council 
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laid down the following guidelines for rherapGutic abortiono 
They considered ·h e rapeutic abor t ion wa s ethically j ustifiable 
in order to protect the life and health of the pregnant woman, 
in cases where there was rea l danger that an abnormal child 
was to be born, and in ins t2.nccs of rape, incest or where the 
woman concerned was unable to understand the result of coit us. 

In 1973 a Bill entit led 'The Abortion an d Sterilization 
Bill' was brought before the South African Parliament. The 
aim of the Bill was to lay down the circumstances under which 
a therapeutic abortion might be obtained, the procedure for 
assessment, and the place where such operations might be per-

3, subsection l l aid down the following 
· iliich a therapeutic abortion could be 

formed. Paragraph 
circumstances under 
obtained: 

"a .! where the contimJecl p:r_·egnancy may endanger the li.Ee 
of the woma n concer ned or may constitute a serious 
threat to her physical health and two medica l 
practitioners certify ia writing that the continued 
pregnan cy might, ia their opinion, so endanger the 
woma n concerne d or so constitute a threat to her 
health; or 

b . where there is a substantial risk that the child to 
be born will suffer froro a physical or mental ab­
normality of such a natGre t hat it will be 
seriously handicapped, and t wo medical practition­
ers certify in writing that , in their opinion, 
based on medica l scientific grounds, there is such 
a risk; or 

c . where the foetus is alleged to have been .conceived 
in consequence of unlawful carnal interc6urse and 

( i ) two medical practitioners certify i n writing 

( aa ) in the case of rape or incest, and after 
such interrogation of the woma n as any 
of them may deem necessary, tha t the 
pregnan cy is, on a balance of probability, 
du e t o alleged rape or incest, as the 
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case may be; or 

(bb) in the case of carnal intercourse which is 

alleged t o have been in coutr.avention of 

sectioo 15 of the Immorality Act 23/57 
that the woman concer ned is an idiot or 

imbecil8; and 

(ii) a certificate is sued by a magistrate under 

section 7(3) is produced to the medical prac ­

tit ioner referred to in · section 7(1) 011 

Abortion was also recommended in the case of carnal inter·­

c ourse where the woman is uader the age of 16 years , in contra­

vention of section 14 of the In~orality Act 23/57. The two 

medical practitioners ·who might issue the certificate, were 

no t permitted to either assist at or participate in the 

actual operation. At least ooe of the two med ica l practi­

tioners had to have been practising as a me dical practit ione~ 

for at l east five years since his dat e o( registrati on. In 

cases of alleged rape, one of the medical practitioners was to 

be a District Surgeon and on e had to be a psychiatr ist where 

abortion was sought under subsection ( 1) C:i). This l atte r 

was the only reference to psychiatr ic a s sessment in t h e Bill. 

Provision s were made for abortion in emergency cases . The 

pla ce of abortion was restricted to a state institution or 

provinc ic'.1 hospita 1. The a ppr ova 1 of the medica 1 super:\.n ·­

tendent was als o required. A report of the oper&tion was to 

be sent to the Secretary for Health within 21 day s of the 

operat ion. 

These r ecommendations were subsequently modified in the 

Abortion and Sterilization Bill of 1974 . Paragraph 3 sub­

section 1 l aid down the modified indications for therapeutic 

abortion as follows: 

"a . where the continued pregnancy endangers t h e life 

of the woman concerned or const itutes a ser ious 

threat to h c.., ·.c physica l hea lth and two other 

medica l practitioners have certified in wr iting 

that, in their opinion, the continued pregnancy 
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so enda ngers the life of the woman concerned or 

so constitutes a serious threat to her physical 

health ~nd abortion is necessary to ensure the 

life or physical healt h of the woman; 

b 0 where the continued pregnancy consti.tutes a 
seriou s threat to the mental health of the woman 

concerned, and that two other medica l prac­

titioners have certified in wri.t ing that, in 

their opinion, the continued pregnancy creates 

the da nger of perma nent damage to t he wo~an 1 s 

mental he~lth aad abo=tion is necessary to 

ensu re the menta l health of the woman; 

c. where there exists a serious risk that the child 

to be born will suffer from a physical or mental 

defect of such a nature tha t he will be irre­

parably seriously ha ndi capped , qnd two other 

medical practitioners ha ve certified i n writing 

that) in their opinion, there exist s on scient if ic 

grounds, su ch a risk; or 

d . where the foetus is al leged to have been con ­

ceived as a con sequen ce of unlawful carnal 

intercourse gnd t wo other medical practit ioners 

have certified in writing -

( aa) in case of alleged r ape or iacest, after such 

i nter rogati on of the woman con cerned as they 

or any of them may ha ve considered necessary, 

that in thei r opinion~ the pregna ncy is due 

to t he allege d rape or incest, gs the case 

may be; or 

( bb) in the ca se of alJ.eged unlawfu l ~arnal inter­

course in contraven t ion of s ection 15 of the 

Immoralit y Act 23/ 57, that the woman con­

cerned is an idiot or an i mbecile ." 

ThL1S, in the mod ified version, the psychiatr ic indic~tions 

for therapeutic abort ion had to constitute a risk of pernBnent 

damage to the menta l health of the woman. TY.~(ee medical 

pract itioners had to assess the woman's case aad a ll three 
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/ agree prior to the ope ration. Instead of any psychiatri s t 

assessing the iadicatjoas laid down in Paragraph 3 subsect ion 

b, the 1974 Bill specifically i,1d i cated that only a psychia­

trist employed by the State might make such a!.l assessment. 

Again it was recommended that all abortions be pe r formed in 

State controlled institutions or any ot~er institutions so 

designated by the Ministe r cf Hea lth. Again, the medica l 

superintendent was required to give con sent for the abortion . 

The age clause in c ontraventioa of section 14 of the Immora lity 

Act 23/57 was completely omitted. It beca me necessary tha t 

in order to gain a.n abortion on ethical grou.nds, a comp1.aint 

of rape must have been submitted to the police previoDsly and 

such documents to be ma de available in order to verify the 

rape. Again the District Surgeon was required to be one of 

the three docLo:rs recommending or not r ecommending thera­

peut ic abortion. A report by the medical practi tioner had 

to he submitted, in all cases, to the Secretary for HGalth 

within 21 days of the operation. A conscientious objector's 

clause was included in the 1974 Bi ll in order to release 

reluctant staff who obj ected to thetapeutic abortion from 

having to participate in the procedure. 

The modified Abortion and Sterilization Bill of 1974 

became law io March 1975 as the Abortion and Sterilization 

Act 2/75. It is clear that the Act is a lot more stringent 

than the 1973 Bill. No provision is made for girls under 

the age of 16 years and no definition is made of the term 

'rape'. Psychiat rists are only specifically mentioned under 

the clause relating to abortion performed solely on psychia­

tric indications. It is obvious that abortions under any 

of the clauses mentioned are of relevance to psychiatry. . . 

Favourable or adverse effects on emotional ~~ llbeing may 

follow therapeutic abortion performed under any of the clause s . 

Psychiatrists may more particularly find themselves involved 

where there is a risk that the child to be born may oe 

seriously mentally handicapped or in cases where the woman 

concerned is an idiot er imbecile, but in neither c&se is a 

psychiatric opinion obligatory . The wording of Paragraph 3 
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subsection (b) is difficult to app ly in the assessment for 

h b . , . . f . . 1 • 11 1 t erapeutic a ·ortion , WDcn threacs o su1c1Ge or 1 .ega. 

abortion are frequently rna.deo It iavolve s the most difficult 

an:a of psychiatry, i oe. p::ognosis o It is ex'i.:reme ly Jiff icult 

to assess or predict 1 p2rmanency 1 
o Paragrapl1 3 subsection 

(3)(b) states that assessment must be rnade by a psychiatrist 

employed by the State. This l eads to a few psychiatr is ts 

carrying the bu r den of assessment. It is obvious that the 

difficulty of access to such a service is likely to occur in 

underd eve loped areas. It also implies a slur on private 

psychiatrists and removes the right of the woman to rnake her 

own choice of practitioner. 

Performing all abortions in a State controlled institution 

also removes the :eight to privacy of the individua l, as doe3 

the necessary reporting and documentation requi:red by the 

Act. Aga in difficulty of access to s~ch institutions occurs 

in underdeveloped areas, as well as the ability of such 

instit1.1tions to carry the extra load of abortion cases along 

with routine gynaec ologic and obstetric work. 

The conscienti.cus objector's clause does not zequire the 

medical practitioner to refer the woman to a colleague who 

does not object to taking part in assessment. Thus, a 

woman's right to a fair, unbiased assessment for therapeutic 

abortion could be abruptly halted. 

However, with all these criticisms, it is important to 

note that a legal stand was made and that there are legisla­

tive guidelines on which a medical practitioner may make his 

assessmento Such an Act provides a setting against which 

recommendations and modifications may be made. · 

Criminal Abortion and Ab9_rtion Laws 

Abortion is not uniqu~ to any soci.ety or any period in 

history. It dates back to antiquity and womea 1 regardless of 

age, social class or religion, have reverted to it if they 

have become pregrl8.nt agai.nst thei~ 1 .. 1ill. Due to the fe_ct 

that abortion today ~ in roost countries, is only permissible 

if certain risks are present , the problem of illegal abortion 
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h::i. s a.risen. Cloete (i n Oosdmi zen et al, 1971, p.141) de fines 

cr iminal abm.'.'tion as "ao unt ime l y delivery , voluntarily procured 

with the intent t o destroy t he foetus before natural birth." 

Ther~fore , i t may be stated , that rest rictive laws combined 

·with the ,vom2.1.1' s det e:cmi.nati on to obtain an abortion, con­

tribute to the existence of the criminal abortionist. 

Abortion is and has bee n very much part of our socj.a l cul ­

ture, bu t it forms a part which is seldom mentioned (Bate s and 

Zawadzki, 1964 )0 The silence appears to be related to the 

general t a boo on discussion of sex in general, which until the 

present was very prudi sh in outlook. 

I t is virtually i mpossi ble to obtain accurate statistics 

in the area of illega l ab ortion, but it is well known that the 

number is substantial. However, the rate of the convict ion 

of the criminal abortionist is very low. A ~umber of factors 

lie behind the discre pancy between th e act '":ommitted and the 

off enders convic ted. F i-r·st ly , in orde r to es t a b 1.ish guilt in 

an a bortion trial , very definite, objective:! and ample ev:LdencG 

is necessary . This is extremely difficult to obt~in after 

the act ha s been cmrrrn itted an d even the juries a re sometimes 

re luctant . to convict. Illegal abortion as a crim2, is 

di_fficult to detect unl~ss compl ications or death occur. 

offender has bee n cons idered guilty of a crime in the past, 

but v;as seldom prosecuted. The Lane Commis sion (R~port of 

m1 
J.D e 

the Coi.nmittee m1 the Working of the Abort ion Act, Vol O I, 1974, 

p .158) cites the. following reasons for the d5.fficulty in 

convicting either the woma n or the illegal abortionist: 

1. 11Pregna nt -wcme n who abort themselve s or knowingly 

obtain an illegal abm:-tion are~ilty of _a 

crimina 1 of fence which, like a.ny ot J-. 0:i:: crime, they 

naturally wish to concea l. 

2. Even though it is the practice not to p~osecute 

a woma n for a va iling ancl abetting an nbm:ti on 

upon herself and even though she is informed of 

this, she usu a lly desire s to avoid being called 

as a witness in a criminal case and is likely to 

) 



be unhelpf0 l to the police in t heir enquiries. 

3. Without the evidence of the wmaan concerned, 

and sometimes even with it, i~ may be difficu~t 

to prove that she was in fact pregnant. This 
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is particularly the case where the person cb.,:trged 

with illegal abortion is a registered medical 

practition er: the prosecution would have to shuw 

th~t the operative procedure car~ied out was in 

order to procure an abortion and not, for exampl.e, 

dilation and curretag~ for rea sons uaconaected 

with pregnancy, or treatment for spontaneous 

abortion." 

Illegal ab ortion may be either self-induced, iaduc2d 

illegally by a rnedic.'.J.l practitioner, or induced by a 1 bc1ck­

street' abortionist. Before making th,3 atterr,pt to ga.in an 

illegal abortion, most women attempt ta 6bort themselves. 

Peter Tarnesby (Hordern 1971, pe3) ha s been quoted as classi• 

fying the dr\.1.gs commonly · us ed tu self abort ion as f ollovJS: 

1. 11 Pu.rgat ive1:-; and emetics su.ch as castor oil, 

aloes and colocynth. 

2. Substances causing uterine contrac tion - ergot~ 

oxytocin, oes troge n and quinine. 

3. Herbal oils producj.ng pelvic congestion - the 

essential oil s of bergorrot, juniper (gin), rue , 

saffron, nutmeg, penny royal, tansy, savin and 

laburnum. 

4. Local application to the vagina - mercury salts, 

coppei.'.' sulphcit0 ~ lead preparations and potassinm 

permanganat~~ and 

S. Specific dru gs s~.ch as folic acid~ which deprive 

the foetus of essential vitamins." 

In order to be effective , these substances have to be 

used in near-fata l doses and in producing abo~tion, they may 

severely poison or even kill the woman (Hordern, 1971). If 

these measures fail ~ the woman may attempt do,ching under 



6 0 
\) 

prescure or rnay r e sort to local icterfereace with knit ting 

necdleE, scisso~s, pencils or othe r such obj ects . Ths se are 

pushed into the vagina or cervix, often accompanieo by 

dangerous results . When these ·atte:rnr>ts f a :i..l, the woma n may 

resort to the illegal abortiooist. 

Bates an d Zawadz~i (1964, p.95) isolates five differ eat 

people who may practice as criminal abortioaists: 

1. 11 The phys icia.n-abortionist . 

2. 'l'he abortionist with some me dical training, eng. 

nurses, midwives, physiothe r apl~ts, dantists, etc. 

3o The 'quack 1 doctor, i.e. unlicensed general 

practitioner with little or no forma l training 

but who pl:esents himself as a duly licensed 

physician. 

f+. The amateur type - these persons enter the abortion 

field from extremely diverse prior activities and 

inc lude salesmen, prostitutes, etc. 

S. The self abortionist." 

Records show that the abortionist is patronized by womea 

of all socia.l classes, economic levels a.no educational back--

grounds. It is als o true th3.t crin:inal abortion is far more 

prevalent in urban than in rural a.r.easb 

Over 80% of convicted abortionists are women (Gardner , 

1972, p.25a). Most have sufficient knowledge not to attempt 

abortion on women with pregnancies of more .than 12 weeks 

gestatio~. Maya Woodside (Hordern, 1971, p.4) a psychiat ric 

social worker, interviewed forty-four women abort ioni sts 

sentenced to Hollow;:i.y Prison in the early 1960 1 s and found 

that most were lower middle class women aged between 50 and 

70 yea rs. They did not perceive abo~tion as a crime a nd 

asserted that they had wanted to help women with unwanted 

pregnancies out of i:;ympathy for their s ituation. They denied 

that financial gain was their objective and their f ees were 

lower than for 'illegnl medical' abort ions. 
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Iliegal medical abortions· performed for money and perhaps 

ou:: of syrr.pathy~ arG much rare-:c than 'backstreet' abortions 

and may be carried ot..t in the practitioner's surgery or in 

premises obtained for this purpose. Prior to the Abortion 

Act of 1967 ia England, liberal gynaecologists had long 

practised illegal abortions, using the precedent of the Bourne 

case. Supported by the opinion given rin good faithv by a 

psychiatrist that a continuation of pregnancy would be detri­

ment a l to the mental health of the pregnant woman, a few 

gynaecologists were prepared to t ezminate an unwanted preg­

nancy in its earlv stages, though they were much more 

reluctant to do so after the first trimester (Hordern, 1971, 

p.4). 

Frorn the above , the age-old discrepaDcy between those of 

a higher income grou.p and those from a lcwer income group 

is shown. The wealthier clientele usually gc1in illegal 

abortion privately via the physi.cian-abcrtionist, wheJ:eas 

the wcman from the lower socio-economic income group is 

driven to the unskilled tbackstreet' abortionist. 

woman is therefore at greater risk. 

The poorer 

Psychological consequences, e.g. guilt, produced by the 

intentional de struction of life, the breaking of a religious 

rule, or fear of lega 1 sanctions, have been J.:epor ted as 

infrequent (Viel .t.D. Hall, Vol. I, 1970). Viel (in Ha ll, 

Vol. I, 1970, p.233) states that the less educated woman 

apparent ly does not associate abortion with killing a human 

being and when she has an abortion, she feels like a soldier 

killing en unkn o•,...,n enemy in an a.ct of war. 

It ha s been postulated that a woman undergoing an illegal 

abortion might be t~~lj.ned to have more guilt feelings than 

a woman gaining a n abortion legally. However, it has been 

found that this is not so a~d that guilt feelings are 

equally likely in either instance (Osofsky et a l, 1971L 

Psychiatrist s see almost none of the large numbers of women 

who have obtaine d illegal abortions and when _:_nterviewed, 

they report few problems. Osofsky (1972, p.49b) points to 
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rcsea.rcn ca r r ied out by ~ebha rd ·who studied 442 American women 

who had induced abortions, most of the procedures having been 

pe rformed illegally. · "Their results demonstrated only rare 

significant physical or emotional sequelae. 11 

One of the principle reasons put forward for liberaliza­

tion of abortion laws is that it would reduce the number of 

illegal abortions. We are no\J in a position to attempt to 

see if this 

ized laws. 

the Working 

is verified by looking at countries with l iber a l ­

The Lane Commission (Report of the Committee on 

of the Abortion Act, Vol. I, 1974, p~l54) cites 

a number of estimates of illega l abortion in England prior 

to the Abortion Act of 1967. These included: 

1. 11 1939. The Repor t on the Inter-Departmental Committee 

on Abortion suggested that 110 000 - 150 000 

abortions were performed annu.a lly, of which 

4070 were illegal. 

2 ~ 1966. The Report of the Royal College of Obste­

tricians an d Gynaecologists refer r ed t o estimates 

given as 50 000, 100 000 and 250 000 

respectively. 

3. 1966. Mr. Phillip Rhodes, F.R.C.S., F.R.C.O.G. 

in 'Abortion in Britain' suggested a figure 

of 87 000. 

4. 1966. A nationa l opin ion poll produc ed a figure 

of 30 000. 

5. 1971. Dr~ W.H. James in 'Population Studie s ', 

Vol. XXV, No. 2, p.327, referred to 60 000. 

6. 19 72~ Professor H.L.A. Hart and David Soskill 

in the Guardian newspaper of 3/5/72 

referred to the number 66 000 as being 

a 'very conservative estimate '. 

7. 1972 c Dr. C.B . Goodhart in 'Population Studies' 

16th Augi.J st, me nt ioned earlier estimates 

he had made and concluded that "the true 

rate ~culd not have exceeded 20 000 and 

probab ly nearer. 15 000. 11 
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The ·ewe main mea sures of the e xtent of illegal abortions 

are the number of septic a bort ions presenting for treatment 

a nd the r,mnbe r of ma t 2rnal dea t hs recorded and the number of 

p r osec!.1.t ions ma de o The latter, as str-ited previously, present 

·e r y low f i g1.rr es O In BY"itain t h e Abortion Act became law in 

1968. In the same yea r 68 per p le were prosecuted for pe r­

form i ng illega l abortion s and 60 were found gui l ty. In 1969 

the t otal wa s 59, with 52 people found guilty , 1970 43 people 

were prosecuted and l~l found guilty, in 1971 the number of 

p r osecutions had droppe d to 38 with 36 found guilty and in 

1972 the total numbe r of pr osecutions wa s 34 with 25 found 

guilty (Rep ort of t h e Committee oa the Working of the Abortion 

Act, Vol. I, 1974, p . 156). Thus, it can be seeo that the 

numbe r of prosecution s had droppe d in B:r.it ain since the incep-

tion of the Abor.tion Act. The Report on Confidential En-

quirie s int o Maternal Deaths in Eng·and and Wales 1967-1969, 

shows that deaths attributed to illegal ab ortions total led 

28 in 1967, 29 in 1968 and 17 in 1969 (Report of the Ccmrnitte~ 

on the Working of the Abortion Act , Vol. I, 1974, p.154). 

The Hospital Inpa t ient Enquiri8S also showed an overall fall 

in categories of abortion other than those performed thera ­

peutica lly. 

A clear effect of the results of liberalized abortion laws 

on the number of criminal abortions may be obtained by looking 

at the Eastern European cou.ntries where aborti on was libera l ­

ize d in Russia in 19 55, in Bulgaria , Hungary, Poland and 

Roma nia in 1956 , in Czechoslovakia in 1957 and in Yugoslavia 

in 1960. Hordern quotes Professor Mekland as observing that 

in all these countries legal abortion has been associated with 

a reduction of criminal ab ort ions and decline of the birth 

rate (Horde r n, 19 71, p.67). 

However, a study of the outcome of a.1.1 pregnancies bett.;ieen 

1950 and 1965 in Stockholm, ca rd.ed out by Holdt, indica ted 

that despite the advent of legal abortion) the criminal 

abortion rate had not d2creased t o any large E~tent. This 

bears out the fact , previously noted , that some women will 

cont inue to use illeg~ l means of gaining a n abortion in order 
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to maintain anonymity and avoid the abortion forma lities 

concerning enquiries, certificates, hospital admission, etc. 

(Report of the Committee on the Working of the Abor tion Act, 

Vole I, 1974). 

Seward et al ( 1973) note that during t he fi:tsI.: year~ 1970, 

of New York's liberal abortion laws, there was a drop from 

12 to 6 deaths from illegal abortions. However, Kahan 

et al (1975) state that it was only after three years of legal 

abortion that the decline in illegal abortion c omplications 

began . It is obvious that the availability of abortion 

services must be sufficiently broad in order to obviate having 

to resort to criminal means. Improved contraceptive Lisage 

is an alternative explan.n. tion for the decrease in illegal 

abortions, but this is not substantiated by the other trend~ 

that of increased legal abortions. 

Between 1947 and 1964, New York's birth rate was on a 

continuous rise.. In 196t.'.i. a downward trend beg,rn which 

reversed itself before 1970 and births were agaiG on the 

rise. Demographers predicted that the birth rate would 

increase steadily in the 1970 1 s because of the increased 

number of wowen in the child bea ring ages st~mming from the 

'baby boom' in the late 1940's. Thus the decline in the 

birth rate ob served for 1971 after the introduction of New 

York's liberalized abortion law of 1970, is noteworthy 

(Harris et al, 1973)e Again the numbers of out of wedlock 

babies after a steady rise , declined in 1971. 

In South Africa , Clo2te ( in Oosthuize n et al: 1974) 

stated, before the Abortion and Sterilization Act 2/75, that 

it could be assumed that illegd l abortions constituted well 

over 90% of all abo~tions. This was illustrated by the 

hospitalization of women who suffered from the after effects 

of illegal abortion. In 1970, Groote Schuur Hospital 

treated 1820 septic abortions. A special abortion unit is 

maintained and it has the highest bed occupancy a.nd patient 

tu.rn over of all the w.e.rds. In Durban the IC.rig Edward VIII 

Hospital repairs 4000 septic abortions annualJ.y (Cloete iD. 
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Oosthuizen et al, ].974, p.146) prior to the inception of the 

Abortion and Sterilization Ac t 2./ 7 5. Researchers ha ve 

pre viou s l y est imated that 2.50 000 crirn:in8. l abort ions are 

performed annua lly in South Africa (Cloete in Oosthuizen et 

al, 1974, p.146)0 

Cloete (i.Q Oo sthuizen et a l , 1974) suggests three factors 

which might help reduce the i ncidence of criminal abortion: 

1. Widespread education, particular J.y sex education 

and contraception. 

2. A more flexible a bor t :i.on l aw :i.s needed a.nd the 

administration proced~re) which ca uses delays, 

should be s treamlined. 

3. The law should protect the wellbeing of the woma n 

by allowin g her greater opportunity to ha ve a n 

abortion perf ormed in a hospital under safe 

conditions an d where medical att ention is 

avai l a ble . 
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PSYCHIATRIC ASPECTS OF THE.~/'l.!:.fil}TIC ABORTION 

The psychiatrist's participation ia the abortion decision 

has steadily increased since the 1950 's. As medical science 

has advanced, the number of 1~~dica l indications for therapeutic 

abort ion has fallen . It appe~rs that the psychiatric route 

has become more and more the only way for a woman to get a 

legal abortion o "It seems .::~s if the psychiatrist was ex­

ploited in an attempt to satisfy a social need wichin the con­
text of the medical model" (Babikian in F_riedman er. al, 197 5, 

p.1498). Under these condiiions a di lenma is creat ed for 'the 

psychiatrist. He is faced with the task of refusi~g vJome n 

who do not meat stringent psychiatric c~iteria, with the koow­

ledge that these wome~ will go from legitimate medical services 

to the dangers of the 'backstreet • abortionist. 

Ia the late 1960 1 s and early 1970 1 s , psychiatrists began 

to voice the complaint that they were being exploited and 

that abortion should be an issue between the woman and her 

gync1. ecologist. Just bd:ore th<~ passing of the British Act in 

J.~67, · 90% of all abortions were performed on psychiatric 

grounds (Hordern, 1971, p.180). However, the psychiatrist 

was drawn into the abortion decision firstly on account of 

his medical background, iiliich teaches him to see the patient 

in terms of th~ total environment, and secondly his training 

makes him always consider prevc~nt ioi1 (Babikian iD. Friedman et 

al, 1975). He is trained to be aware of a multiplicity of 
factors, individual, social, legal and religious.-

Gardner (1972a) discusses the relationship between the 

gynaecologist and psychiatrist in England and states that 
frequently the opinio~1 and judgment of the psychiatrist a:ce 

not takea seriously in the abortion decision. It is impor­

tant to note that in the British Abortion Act of 1967, no 

provision was made req•_1 iring sa.nction by a psychia trist when 
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an abortion was to be performed on psychiatric grounds. In 

this way , it has come about that only a few selected cases 

have been referred to the psychiatrist in Britain sioce the 

Abortion Act of 1967, although prior to the Act use had been 

made of psychiatric opinion. Four reasons may be seen as 

contributing to the gynaecologist 1 s reaction to a psychiatric 

opinion (Gardner, 1970, p.230a). 

l. The whole field of psychiatry is poorly defined 

and some practitioners appear to cons ide r it has 

no bounds. The psychiatrist is confronted with 

the limitations of psychiatry in the abortion 

decis ion. He has no actual scientific base on 

which to make his decision. 

a practising moralisto 

He almost becomes 

2, Unl ike specialists in other field s whose view s 

vary only within narrow limits, psychiatrists 

appear to have no agreed course) trea~rnent and 

diagnosis for many medical conditions. This 

large range of opinion becomes even more evident 

in the abort ion decision~ where recommendations 

ra~1 ge from thos e who r~ever recommend a thera­

peutic abortion to those who always do, from 

thos e who regard pregnancy as definitely in­

creasing the incidence of mental illness, to 

those who feel that pregnancy represents 

virtual ly no additional stress. This is very 

far from the scientific objectivity which is 

rega~ded as essential in the abortion decision. 

3. During the period when abortion laws were 

stringent) ps7chiatrists a llowed themselves to 

be manipulated. Over a 10 year period before 

1962, psychiatric recommendations rose from 

8, 2% to 40io of a 11 t.herapeu.t ic abort ion cases 

in New York State. It appears that iredical 

practitione~s had seen an 'easy way out'. 

4. The gynaecologist finds it dif f icul t to accept 
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some of the reco.-nmendations ma de by p sychiatrists 

and in turn re fu ses to accept them. 

White ( iQ Hall; Vol. Ils 1970) attempted to clar i f y the 

psychiat ric indi .at ions for induced abortion through di s­

cussion with othe r disciplines involved, i.e~ people io the 

fields of law, religion, gyna ec ology an d obstetrics. He 

could f i nd no specific r esult s and concluded that t here were 

three ma i~ fa~tors causing this coafusion: 

1 . There is a lack of systematic, properly gathered 

data on the effect on a woma n of being either 

granted or refused an a bor tion. 

2. Men (phys icians, clergy , lawmakers ) not women,· 

have the predominant say in s e tting policies and 

l aws governing abortion, a nd the abortion issue 

tends to invoke in men powerful , uncon sc ious 

c onf licts a nd motivations. These conflicts 

i mpair rational judgment and decisions . 

3. The problem is usua lly con sidered simultaneous ly 

from a va riety of view poi nt s - scient ific, 

legal and theologica l. 

In any therapeutic relationship, it be ccmes increasingly 

difficult to maintain objectivity when no specific physical . 

ailment is pre sent to give a ba se for measurement. Thus , 

it appears that there is a l a r ge subject ive element involved 

in the way psychiatric inf ormat ion is interpreted ~ This 

difficulty is magn ified in the abortion decision, which 

embraces legal, religious , mora l, ethical and physical 

aspects. In the interpretation of such words a s 'mental 

health', 'happiness ', 'norma l reaction', 'de pression' and 

'in good fa ith', a ll ref l ect the outlook of the individual 

who ha.s to t urn to his own reference system in interpreting 

them. 

Thus, it appears the psychiatrist not only has to ove~c­

corne th8 suspicions of his c olleagues in his diagnosis, but 

he must als o att empt to defend a pos ition which is less 
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demanding in other medical fields. He is also confronted 

by fu rther dif ficulties 

branches of medicine. 

and honesty on the pnrt 

which are not present in other 

There is the question of frankness 

of the patieDt. Gynaecologists have 

their own objective findings on which to base their decisions, 

the psychiatrist must rely almost entirely on the word of hi s 

pat ieot. Many patients hide their t rus fee lings or refuse 

to show any &rnbiva len c e in· their efforts to gain a thera­

peutic abortion. There is the un~er t ainty of the patient's 

future reaction, either to ther apeutic abortion or to the 

continuation of the pregnaacy. There is the paradox that 

the mentally ill frequently find it 1oore difficult to stand 

the stress of aa abortion. This means the greater the 

psychiatric indications for therapeutic abortion, the greater 

the risk of unfavourable sequelae after the operation. The 

psychiatrist m;st also attempt to weigh up the ability of the 

woman to cope with the baby if it were to be born, and also 

the effects oa the child. The psychiatrist must fee l for 

the patient a nd not with her in order to maintain some form 

of objectivity, in an attempt to refrain from identification 

with the patient~ and also to assess the multiplicity of 

factors iri the conception, the pregnancy 5 the consequences 

and the attitudes of societyA 

Gardner (1972, p.235a) isolates three groups of women whom 

he considers should be referred for a psychiatric opinion: 

1. The woman with organic bra in disea se, mentally 

subnorma l or with a his tory of ~sychiatric 

treatment prior to the pregnancy. 

2. The woma n who has never needed referral to a 

psychiatrist but has, prior to the pregnancy, 

been trea ted by her general practitioner for 

anxiety or depression. 

3. Most common ly, the woman with no previous history 

of mental discace , but who :Ls distressed by the 

occurrence of aD unwanted pregnancy. In 

Britain during the first year of the Abortion 
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as their reported cause either 'neurosis' or. 

'tra nsient situationa l disturba nce'. 
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Priest (1972) sees the role of the psychiatrist as helping 

the indi vidua 1 to resolve a.mbi va lent_ fee lings~ but eventually 

a decision has to be made and the question arises as to who 

is best capable of doing so. In the United States and Sweden, 

committees or boards are established consisting of a gynae­

cologist, psychiatrist, social worker and other senior 

specialist s, and a joint decision is made. Some individuals 

do not wish to make the decision for religious) moral or 

ethical reasons. for these the conscience clau se, both in 

the British Act and the South Africa n Act, offered a way out. 

Other psychiatrists may b e, willing to gi•Je an opinion, but c1o 

not wish to make the final decision. In other situations~ 

as in South Africa, the psychiatr ist is named as one of the 

decis ion makers along with a further two medical practitioners, 

and approval of the medical superintendent of the hospital 

where the abortion is to be performed is necessary~ 

. Just as the psychiatrist brings to the interview his own 

thoughts and feelings about abortion, so does the patient . 

It therefore become s obvious that each individual, through 

circumstances, is unique aocl each situation is unique. Thus) 

the psychiatrist cannot state dog::iatic criteria for thera-­

peutic abortion. The psychiatrist is essentially a medical 

practitioner who sees his p,s. tien ts as a whole, in terms of 

spirit, mind and body, and in relation to her environment. 

His basic task is to alleviate human suffering, both mental 

and physical. However, in t erms of thezapeutic abortion, 

he is only permitted to practi se his art in terms of the 

legislation. 

Hordern ( 1971, p.81) lists factors which may bias the 

psych1-atrist's opinion in either recomme nding or not re­

commending a therapeutic abort ion. Fact ors which inf lu.ence a 

positive decision include age, pregnancy from rape or against the 
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·woman's will, pregna ncy of a ,:.,;roma:1 fr:om h is o ,m soc i a 1 back­

ground, or pre s s ure from pr of ess iona l colleagues . Hordern 

(1971, p.81) also postu.late s that fact ors wh ich might i n­

fluence a negative decision may inc lude a n hy s terica l, 

d2ma nding woman, a n unma rr i ed state, or r b l ackma.:L 1 t thr ou.gh 

threats of suicide or recourse to a cba ckstree t 1 abor tion; 

also religious, philosophica l or l egislative scruple s i D the 

doctor; and a hi story sugge sting that requests ior t etrnination 

would recur. 

In 1963, the Committee on The i':a peutic Abortion of the Brit­

ish Medica l Association published a general guide to the state 

of current medical opinion . It stressed that there were few 

medical conditions which comprised automatic indica t i ons for 

terminat i on of pre gnancy , and it emphasized tha t the de cision 

of whethe r to terminate or not ha d to he made in the l i ght of 

the circumstances of each particula r case; accoun t be ing 

taken of the woman ts total environment at presentation a nd in 

the foresee a ble future (Hordern, 1971). It cited a m.un1:Jer 

of psychiatric illnesses to be taken note of - reactive 

depression, anxiety states~ endogenous depression, ob se ssional 

states, hysteria, schizophrenia and mental subnormality. 

Senay (1970) discusses the role of the psychiatrist. He 

feels that this is always to further the just interests of 

the patient and to unite his energies with those of the patient 

in order to make the best medical-psychologic judgments, and 

to impJ.ement them. He further states that if "the implemen­

tation of his judgments brings him into conflict with the 

state, he must be prepared to accept the consequences for he 

should become an ad vocate for the patient and thus play an 

entirely proper role in bringing about political ·and social 

conditions under which his patient can thrive 11 (Senay, 1970, 

p.412). 

Peck (1968) sees the role of the psychi2trist as being 

essentially consultative as opposed to investigativev 

Previous studies have shown that the ma jority of patients 

aborted on psychiatric grounds may never have seen a psychiatrist 
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previously. 

Since the i ncept ion of liberalized abortioa laws in Europe 

a nd the United States, indications are moving away from psy ­

chi.atric grounds to medico-soc i a l grounds. Psychiatris t s are 

involved when legis lation aboLJt 'men ta 1 hea 1th and con t i.nuing 

pregnancy' requiies their intervention. 

Abortion Counselling 

Abort ion coun se lling j_r.vo lves both pre - and post-oper2.tive 

counselling. The con vent iona. l app r oach to c ouns e ll ing is a 

one-to -one inter view. However, some abortion counselling is 

done in group s, which has bee n found to ha.ve specific ad va n­

tages. The abortion coun sel lor may be an obs tetrician, 

psychiatrist, social worker or nurse . In the framework of 

a bortion on demand , coun sell ing see ks to ~larify with the 

patient what is best fo r her and what she really want s. It 

has been found tha t some women present for a bortion counsell ing 

when basically they do not wish to have an abortion and arc 

ambivalent abou t the situat ion; others are be in g pressurized 

by out s ide pe ople. In the framework of stricter legisla tion, 

it is not always possible to operate in this way . It can 

i n stead become more of a que s tion as to whether t he patients 

fits the l ega l r equirements or not. "An unbiased, clea r 

account of the patient's situation, as well as counselling, 

can take place only when she is assm::ed that abortion i s 

available on request, wi thout legal or psychia tric qualifica­

tions11 (Margolis, 1971, p.1255). Most women hide their true 

feelin gs and set their mind on abortion. They do not dare 

express any ambiva lence in case they jeopardize their chance s 

of obta ining an abortion. 

One of the major needs of women with unwanted pregna ncies 
is for adequate counselling which will provide an opport unity 

for information and e xplanation, and · for the di scussion of 

difficulties and anxieties in a n inf ormal and ~nhurried way. 

Many women do not have this opportunity. Some feel that they 

have been hurried int o an operation about which they ha d 

doubt s; conversely others feel resentful about failure s to 
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t&ke a ccount of the ir wt slies a nd nee ds an d comp la in of bn.1squ.2, 

unsympa t hetic reaction s t o their pred i cament (Ch eetham, 1974). 
Ev~n at t he cost of a few days de l ay , a decision ab out abor tion 

should not be ma de un t i l any p roblems er c onflicts have been 

exp1-ored with the woma n, and if appropr i at e and she is willing) 

with her part ne r or clos e re l atives. General practitione rs 

are in a part icularly good position t o gi ve the appropria t e 

counselling i f the; are so inclined, a s they in var i ably see the 

woma n first~ Socia l worke r s are well placed t o cope with both 

the practical and emot ional needs of wome n with unwanted pre g­

nancies, a. nd could pr ovide the medical practitioner with much 

needed infor mation on ,vh:i.ch to base dec isions a bout ·chera.­

peutic abortion. Tbe Lane Corrn:.ii ssion (Report of the Committee 

on the Wor king of the Abort i on Act, Vol . I, 1974, p.72 ) re ­

commende d wider use of social wor k skills in this field and more 

of a team approa ch wi t h the gynaecologist and/or psychiatrist. 

In practica l terms , h owever, it should be remember ed that the 

counsellor ha s to operate within a reali stic time limit, which 

depends on the st age of pregna ncy a nd the waiting list for 

hospita 1 beds. 

Not every woman nee ds lengthy coun selling . Bragonier and 

Ford (1972, p.126l~) divide those who do a nd those -,ho do not 

need psychiatric counselling into three categories: 

1. Women who do not usua lly need psychiatric 
consultation: 

( a ) 'Tired mothers '. 

(b) Women with chara c t er disorders. 

(c) Women with contraceptive f a ilure. 

(d) Women with religious or moral conflicts. 

2. Women who may require psychiat r ic consult ation : 

(a) Hysterics. 

(b) Women who Jo not truly wa nt an abortion. 
(c) Women in life crises . 
(d) 1Nice gi rls 1 • 

3. Women who a lwa~rs requir e psychia t r ic consultation: 
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(a) Women with psychoses or history of r sychoses . 

(b) Women vJith severe depression or rcfactory 

suicidal ideation. 

T.'he La ne Commiss ion (Report of the Committee o::i the Wo:cking 

of the Abortion Act, Vol. I, 1974, p.72) lists the followin g 

women who might be referred for psychiatr i c assess~11ent: 

l. "Those who show symptoms of a readily certifie. ble 

men t a 1 illness and particularly ·1here the or. set of 

the se symptoms has antedated the pregnancy. 

2. Those ·who have a history of previous met1tal illness. 

3. Those wh o are mentally handicapped (subr.o:rma l 

or defective). 

I+. Thos e who he.ve a history of seriou s ly agg1:ess ive, 

irresponsible or hysterica l behaviour . 

S. Those with prominent obsessional traits and doubt s . 

6. Young women who have previously ha d an abortion. 

7. Those who are dependent on drugs or alcohol." 

The L.::Jne Commis sion (Report of the Committee on the Working 

of the AboYtion Act, Vol. I, 1974, p.72) further lists the 

following women, whom they feel need more specific social work 

investigation: 

1. 11Young adolescents, particularly those who are 

still at school. 

2. Girls from broken homes. 

3. Those with a history of marked temperament a l 

instability indicated by poor work record and 

pr~viou s referral for social help or supervision. 

4. Those who have previously had an induced abort ion. 

S. The socially handicapped and isolated. 

6. Mothe 1~ s who hc1 ve had a handicapped or st1bnor.ma 1 

child. · 

7. Mothers who have a lready had as many chilcren as 

they can s upp ort ." 
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Abortion counselling is unique in that it al~o provides the 

opportunity for a w::iman to sp~~nd an adequate amo1.mt of time to 

clarify and determine the alternatives a vailRb le to her for 

chis pregnancy, especially if ab0rtio~ is refuced (Bur nhill, 

197 5) 0 

It is important that the ·ooman should understand the cir-· 

c1.1mstances of her pregnancy. Comaroff (1975, p.18) sta .... es 

that "unwanted pregnancies do not necessarily i:'esult because 

of ignorance of contrac8ption, but are oftea subconsciously 

planned in t he hope of coping with some personal problem. 

Ambivalence results because although the prega~ncy is rejected, 

beccming pregnant repr:e sented a wj_sh ful.f i lment. 11 Thera­

peutic abortion in such ca.ses may only compound a problem and 

result in repeat pregnancies. 

Cornaroff (1975, p.16) further isolates a number of reasons 

why one particular woma!l requests therapeutic abortion wbile 

anothe~ with an unwante d pregnancy will ac cept the issue and 

go through tc term. 

la Confrontation with reality, e,g, desertion of the 

reputed father, lack of financial renources, etc. 

2. Compliance with the wish of others, e.g. parents, 

reputed fathers, may be pushing for the abortion. 

3. Dependency needs, e.g. some women cannot tolerate 

the idea of the baby's total dependency on them . 

4. Confirm&tion of the right to continue with the 

pregnancy, e.g. ao engaged couple not plAnning 

to marry immediate ly may wish to be re.g_ssured 

that they may have the baby. 

5. A call for help with other problems , e.g. the 

pregnancy has become the last straw and there 

are more pressing underlying problems. 

Numerous reasons are given for requesting an abortion -

the stigma of illegitimacy, resistance to raising a child, 

feeling either too old or too young to have a baby, those 

whose care'Grs are in jeopardy, threate ed rejection by the 



family, desertion c~ the reputed father and s e vere fa mily 
pathology. These reasons are expressed consciously and 
overtly. Bragon i e r and Ford ( 1971) in the Un ited States 
out line areas which need to be explored caref u.l ly in pre·­
abortion counselliDg. 

le What are the overt reasons for needing an abortion? 
What alternatives have been considered? 
Are there mora l oi religious conflicts? 

2. What is the woman's experience with prior 
pregnancies (or abortion)? 
Has she had adverse sequelae> e.ff. postpartum 
deprGssion? 

3. What methods of contraception has she used? 
Is there misunderstanding of techniques on her 
part or ambivalent motivation? 

4. Has she suffered any losses lately (e.g. death, 
broken interpersonal relationships)? 
Is the pregnancy an unconscious 2ctempt to 
replace such a loss or manipulate a relationship? 

S. Are there symptoms of emotional distress, eog. 
insomnia, anorexia , nightmares, phobias, etc. 
and when did these begin? 

6. Is there suicidal ideatioG and if so, does it 
persist after the offer of an abortion? 

7. What are the woman's plans after. the abortion? 

In England, Newton et al ( 1973, p.1841) have defined two 
groups of women who need abortion counselling from the 
general practitioner. Firstiy) where the patient is certain 
in her own mind that the pregnancy is unwanted and is not 
afraid to seek advice. Secondly, where the patient is 
frighten ed , may not be certain that she is pregnant and is 
shy about contacting her doctor. It is important at this 
stage for the doctor to get as complete a pictp:re as possible 
of the woman, her situation &ad her reaction both to abortion 
and to the alternati11es, and t her. refex' the woman to the 
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&pp~opriate specialist if necessary. 

The woman needing mo s t counselling is the one who is in 

conflict about her pregnanc:y - whether i.:o seek an a bortion or 

to go through to te rm. Such conflicts may be expressed 

v rba lly or non -ver ba lly; it is useful to obtain a detailed 

de script i on of the dis cove ry of. the prc~gnaricy, its impact on 

th e W8ma n and with whom and when it was discussed. Quite 

often women in conf lict over a pregna ncy will deny its exist-

ence even up to advanced stages. The purpose of the preg-

aancy should be differentia ted from the meaning of heving a 

baby. Ultimately once a medical decis ion is reached, this 

should be di scussed thoroughly with the woman - her reactions 

and how she will cope either ·with· a therapeutic abortion or 

going through to term. 

Als o in the United States > Friedman (1973, p.13) isolates 

three g oa ls in psychiatric consultation prior to abor tion: 

1. To determine the exteD t of the woman;s ambivalence, 

to uncover her unconscious motivat ion or conflicts 

and with t his clar ifie d, he lp the woman in making 

a dec ision . 

2. To eva lua te the woman's coping capa city. 

3. To assess the qua lity of life that would be 

available to the infant. 

She further discusses ambivalence to pregna ncy found in 

women in different life situa tion s - women in a stable 

marriage , women in troubled rr.arriages, illegitimate pregnancy 

featu ring a relatio8ship with the ma n a nd illegitimacy with 

no relationship with the man. She emphasizes that: the 

pre sence of ambiva lence ha s to be iadividualized · according 

-to the life situation of the woman. 

Follow-lJp c ounse lling , whether the pregnancy is terminated 

or not 1 is thought necessary for some patients. Howe ver, 

there is a tendency for more of those women ~fl1ose pregnaa c i es 

were terminated than t hose not termi nated, to attend. Many 

do not attend due to not ha vi ng escablished an ongoing 
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relationship with the counsellor. A number of those whose 

pre gnancies are not -errninated wil l ~lso sen k and succeed in 

obt a ining il lega l aborti on s) which . they clo not wish to 

divt.1lge . 

Abortion c oun selling may be carried out ia a group situa-

tiori. It is thot1ght that f:oMc pat ients fee l mor e comfort -· 

able in discussing abo~ticn with other wome n iD the same 

situation. To a l a rge exte~t , conflict over pregnancy and 

abort~on is en gen dered by g:rrnJp processes, E-) )g) the family, 

commu8it y, social cla s3 (Smith et al> 1971). The~efore it 

may be see n as appropriate for these conflicts to be cxpreE;sed 

and resolved ia a group situation. Als o , there is the prac­

t ical advantage o[ assis ting m-:r.i:'c~ warne r: in the same amouct of 

time . The gro:Jp sitlJa t ion givt?s the worr.a n support an d c3 lso 

provides an oppor t uni ty £or the couns0 l lor not only to he lp 

in the i:es o 1 ving of c onf 1 ict s s but in prep.:-1ring the wom8n for 

the abort ion operation and subsequent con traceptive ad vice. 

Bracken et al ( 1-9 7 3) conducted a study comparing the re·· 

actions of women to a bortion counselling in the gro~p situa ·­

tion with abortion counselling on a one-to-one basis . It 

wa s found that most wome n pre ferred iud ividua l counselling. 

Responses to the abortion procedure were more posit ive among 

women over 20 years of age v1ho had ind ividual couns e lling. 

Younger women responded t o the a bor tion more favourab ly after 

exper ienc ing group cmrnselling. 

Burnell et al ( 1972) r eport their findi ngs on the use of 

group therapy aft er therapeutic abor t ion . They concluded 

that the program was benef ic ia l, heln ing the women tc cope 

with guilt fee lings and to clea r up rnisinformatioa about 

sexua l matters, iaclud ing contraception. 

It is i mp ortant in the abortion decision to d i stinguish 

he tw~en norma l r eactions to a pregnancy, whe ther wante d or 

not , and abDorrna l reactl on so 

and physiologica l stress. 
Pregnancy caes~s both emotional 

I-i: witl affect a woman 1 s attitude 

towards hez ae l f, her body , her oartne~ and her other children . 
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Her response will also be influenced by those around her - the 

reaction of her partner, r elatives, friends and her life 

situation. "Pregnancy represents a persorn:,l crisis for the 

woman, bringing a bout a s1':>ecia l interact ion of mind a't1cl ·b ody', 

self and socie-cy (C allahan, 1973, p.52). "Pregnancy dis­

rupts the existing home osta sis, necessitatiag changes in an 

attempt to achieve a new .sdaptive balance" ( Babikian .in 
Friedma~ e~ al, 1975, p.1498). 

The first trimester is characterized by amb ivalence, no 

matter how planned and de s ired the conception was. Do:.ma nt 

unconscious fears and conflicts nr~ activa ted. The outcome 

of these conflicts will be determined by the mental health of 

the woman and the support, or lack oE it, from her environ­

ment. With the onset of 'quickening ', the pregnancy becomes 

a reality. At this point the woman usually accepts the 

pregnancy, particularly when it has beea planned. However , 

refusal to accept the pregnancy may occur where the pregriar,cy 

is not desired. This may result in denial of the pregDancy, 

psychosomatic ailments or efforts at aborting the foetus. 

Durine the second and third trimesters the foetus becornes a 

' baby' and an accepted re a. lity ( Babikian in Friedman e t a 1, 

1975). In considering abortion, it is most important that 

the psychiatrist be aware of the conflict which the woman 

experiences during the early stages of pregnancy . He must 

continually ask himse lf or postuL:1te how the woman will 

react jn the long run to either abortion or continuation of 

the pregnancy through to term. 

The motivations for seeking an abortion are many and 

varied. They may origioate in her unconscious and reflect 

her ambivalence to the state of pregnancy itse lf) or may 

activate other conf licts or arise out cf shear economic 

necess ity. 

The legality or illegality , plu s the cont roversial nat ure 

of the subject of abortion , has led to a voluminous aoount of 

confusiag litera ture 0n psychiatric indicatio~s aad criteria 

for therapeutic abortion. This has increased due to the 

non-specifity of the laws. Psychiatric indications are 
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frequently i nc 10.ded in the clauses rela ting to pr""; Sei'.\iat i.on 

of 'the life and health of the woman 1
• Va rious interpreta-

tions of the l aw are made and there is l itt le consistency ia 

opinion s e1~ressed. Likewise with s uch terms as 'normalcy', 

no consistent definition exiE?tS, although many u se a.s their 

guideline the definition of 'health' as formulated by the 

World Health Organisation - 'a state of physical, menta l and 

emotional wellbeing' (Ca llaha n, 1973, p e50). 

Although specific psychiatric indications for t herapeutic 

abortion are not lega lly codified in most countrie s, a number 

of authors and commit tees have attempted to lay down cr ite1:ia 

Oil which to base an opinion. Simon ( 1964, p. 71) enurnerat ed 

eight factor s which he felt should be considered j_n the 

abortion deci si on: 

1. The danger of the exacerbation of a n existing 

psychosis or the precipitating of one~ including 

post -partum psychosis. 

2. The exace r bation or precipitating of a serious 

neurosis. 

3. The number of children the woman already has and 

her ser ious wi sh regarding the pregnancy. 

4. The threat of suicide with depre ss ion. 

5. The family situation and relationships . 

6. Mental retardation. 

7. The woman's socio-economic state. 

8. Foetal indications . 

There are three other specific areas in which indications 

may be conside red more clearly justifiable - rape, incest 

and pregnancy in the presence of severe physical illness. 

In 1968 the British Medical Association Ccmmittee on 

Therapeutic Abortion at tempt e d to enumerate specifi c psychia­

tric illnesses whicb could be considered indications for 

terminat ion of pregnancy. The following were the psychiatric 

conditions li sted (Report by __ B .M.A • . Cormoi.ttee on Therapeutic 
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Abortion, 1968, p.174): 

1. Reactive depression. 

2. Anxiety states. 

3. Endogenous depression. 

4. Obsessional stat e s. 

5 . Hysteria. 

6. Schizophrenic states. 

7. Mental subnormality. 

"Generally it can be stated that therapeutic abortion 

should be considered when the history and examination provide 

strong reason to believe that the pregnancy, if allowed to 

continue , or the delivery, would result in serious p sychiatric 

illnes s or would seriously impaix the recovery of an already 

ill woman" (Kumme r :Ln Hall, Vol. I, 1970, p~ l02). Kurr::ner 

goes on to isolate five criteria of serious illness: 

1. The possibility of the patient harming herself 

or othe·cs, particular ly the newborn. 

2. The problems related to management (hospital ­

ization, restraint, supervisioo, care of the 

newborn, etc.). 

3. Extremes in anguish as seen in obsessive­

compulsive neuroses. 

4. The length of the illness and its reversability, 

either spontaneously or with treatment. 

5. The effect on the child through heredity and 

environment. 

Pfeiffer (l.970) attempts to distinguish between psychia-

tric indicatioDs, the thard' criteria, 

justifications, the 1 soft 1 criteria. 

women who are experiencing psychiatric 

ar:d psychiatric 

In the torrr:er are 

sy!Ilptci:.ns that would 

warrant psychiatric ~~tention, whether or net these women 

were seeking an abortion e In the-! latter are women who seek 
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psychiatric consultation only because they wish to obtain a 

legal abortion. Additional tre&tmeat is not indicated in 

these cases. Pfeiffer (1970) includes under psychiatric 

indications active psychoses, serious suicidal risk and 

severe personality disorders. Among psychiatric justifica­

tions he includes temporary emotional turmoil related to the 

unwanted pregnancy, the likelihood of up setting career o~ 

marriage plans, economic hardships, family pressures, etc. 

"In these latter situations it becomes increasingly difficult 

to separate psychiatric justification from abortion on demand" 

(Pfeiffer, 1970, p.404)v 

Sim ( 1968, p. 895) takes a firP..1 ctan d_ in stating that 11 there 

are no psychiatric indications for termination of pregnancy. 11 

He sees the abortion problem as in no way preventing mental 

illness, but i0stead it may be a precipitant. He considers 

that it is no cure for psychiatric illness, that it is a socio­

economic problem and as such, the psychiatrist should stick to 

clinical facts in his practice of medicine. 

Gardner (1972, p.246a) isolates two primary ques tions which 

should be asked when assessing a woman for therapeutic a bortion. 

Firstly, what is the woman's total situation? This requires 

estimating her environment and family. Secondly, what are the 

risks of an abortion to this particular woroan ? This includes 

the physical risk of the woman's ability in the future to bear 

children, and the emotional risks of either abortion or con­

tinuat~on of the pregnancy. 

It should be noted that a request for a therapeutic abor­

tion produces a strained psychiatrist/pa.tient relationship in 

that the woman's motive is to present herself in such a way 

as to gain an abortion. Her greatest need is to convince the 

psychiatrist of her inability to continue with the pregnancy. 

She knows the psychiatrist is able to give her what she wants. 

This leads to the patient attempting to rnanip~late the medical 

pr act it ion er. The psychiatrist resents sucl~ manipulation. 

The normal motivatio,1 which promotes co-operat ion is absent 

and a strained relationship exists between the wcman and the 

psychiatrist. 
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In rnany instanc e s the woman ma.y attempt to manipulate the 

psychiatrist by threats of suicide or illegal abortion. In 

most cases of recon~e ndation for therapeutic abortion~ the 

indication given is that of risk of suicide. This is a matter 

of predictive clinical judgment (Fleck, 1970). There is 

divided opinion as to the likelihood of suicide in women with 

unwanted pregnancies. Sim (1968) maintains that suicide is 

less frequent in pregnant tha.n in non-pregnant females and 

that suicide rates are low in the entire female population 

during the childbearing years. Other clinical experience 

suggests that suicide is equally frequen t in pregnant and aon­

pr~gnant females and is by no means as rare as to be irrele­

vant (Senay, 1970). Senay (1970, p.411) makes the point that 

a psychiatrist should consider each patient in her own right, 

should not generalize, and must assume that people who think 

of suicide are at risk. Although infrequent, suicide attempts 

during pregnancy do occur, and therefore threats should be 

noted carefully. Marder (1970, p.1232) cites the following 

criteria for establishing the severity of suicidal indication: 

1. Slight - a history of previous suicide attempt 

or the patient is more than mildly depressed. 

2, Moderate - a history of multiple suicide attempts 

without major improvement in the life situation 

or demonstrable intrapsychic changes or if the re 

is a new stressful situation (e.g . unwanted 

pregnancy)~ 

3. Severe - a history of multiple suicide attempts 

and a recent major setback, or history of having 

made a near-fatal suicide attempt, and current 

preoccupation with suicide. 

Rosenberg and Silver (1965) conducted a study of suicide 

risk in women seen by psychiatrists fo r therapeutic abortion. 

Their study showed tl,at the incidence of suicicie attempts in 

pregn~nt women is approximately one-sixth that of the rate 

for non-pregnant women in a comparable age group . From this 

they postulate that pregnancy may have a psychically protective 
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rol.<-~~ However, the g,erie-.ral i.mp'.i~ession gained from the study 

was th&t patien ts seemed to maoage &fter th~ pregnancy , regard­

less of outcome, much as they had before the pregnancy. 

A pr.ior hi st cry of p sychiat r.ic 11 lne.~ s is frequently t a ken 

as a guideline in the therapeut ic a bortion dec isj_on, but as 

stated earlier, some authors ma intain that these women are 

l e a s t like ly to cope with an abortion. However, a study by 

Ewing and Rouse ( 1973) showed that in a fellow-up study of 126 

women who had a tllerapeuti.c abortion on psychiatric grounds, 

52 womeu with a prior hii . .:;tory of psychiatric distm:bance did 

not experience si.gnif icant ly more post-abo1:t :Lon emot iona 1 

reaction s by compa rison with the others. 96io of the psychia­

tric group and 92% of the controls reported that their 

emotiona l heal th was better or norma l afterwards. 

There are marked ~ifferences of op i nion among psychiatrists 

about ma ny aspe cts of aborti on, particularly the sequclae of 

abortion. These opinion s may be part ly based upon differing 

moral and philo sophical ideas, but also from each psychia­

tristts dif ferent p8rsonal clinical cxperienr.:e with thera­

peutic a bortion and his interpretation of the literature on 

the subject. The psychi atric l iterature also reflects varied 

opinion s. In examining the con sequences of abortion, three 

aspects must be considered: 

1. Immedi.a te psychological effects on the woman of 

induced a bort iono 

2. Long-term psychological effect s of indu~ed abor tion. 

3. Long-term psychologica l effects on unwanted 

children borG to women denied a therapeutic abortion. 

I shall consider aspe cts 1 and 2 first. 

Mos t women who becorn~ unwillingly prE~gnnnt suff0r some form 

of emotional reaction s~ch a s an~iety, dep~esAicn, distress, 

anger, etc . In only a f e'v,7 cases doe s the r . :~ponse amount to 

actua l mental illness. Where mei·,tal disturbance is marked 

howe ver , some disturbcHiC E"! has been present to some degree prior 
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to the pregnancy (Report of the Committee on the Work:Lng of 

the tbortion Act~ Vol. I, 1974 , p.53). 

Woods (197 5~ p.83) stat2s that :ithe woman who finds herself 

pregnant and decides to terminate the pregnancy is alrea dy in 

a potential ly trau1:1at ic situation." In deciding to seek an 

abort ion and ac~ept the consequences, four traumat ic events 

will occur (Woods~ 1975, p.83): 

lo The woman must accept that she is pregnant with 

an unwanted pregnancy . 

2. The woman has to accc~pt the procedure laid down 

for assessment for therapeutic abortion. 

3. The woman has to experience the actual abortiono 

4. The woman must accept the decision and its later 

consequences . 

A number of factors will influence the womaa<s reaction 

to therapeutic abortion - her religious background, social 

pressures , support from family members and the reputed father, 

her ambivalence prior to the operation, the abortion procedure 

itself and the attitude of staff member s toward s her. Any 

one of these may contribute to feelings of guilt post­

operatively , or to the woman being able to accept the abortion. 

However, it is generally believed that the psychological 

sequelae of abortion are short-lived and tend to reflect the 

circumstances surrounding the abortion and the attitudes 

conveyed by signif icant ot hers in the peer group, family and 

health ca re sett ing (Woods, 1975). Another important factor 

contributing to the woman!s reaction to abortion is her 

psychological state prior to the pregnancy. Many women find 

the process of assessment prior to the decision being made 

more traumatic than the actual opcrat icn and r e lief appears 

to be the predornin2n t po s t-operative reaction~ 

The La ne Commission ( Report of the Committee 01.1 the Working 

of the Abortion Act, Vol. I , 197L!. , poSS ) made the following 

generalizations about the relatioa3hip between mental hea lth 

and therapeutic ab ortion: 



1. ,:The great ·majority of abort iou s are now carr ied 

out on psychological or psycho - social grounds. 

2 G A very small min or i ty of those who are thera ·· 

peutically aborted are seriously mentally ill. 

3. Therapeutic abor tion has little iDfluence , for 

good or ill, upon the conrse of a n existing 

serious menta l illness (e og. schizophrenia). 
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4. Therapeutic a bortion . has serious menta l sequelae 

in perhaps 2% of cases. 

5. In those who are temporarily unstab le, continua­

tion of an unwanted pregnancy is no more likely 

to have adverse effects than is therapeutic 

abortion. 

6. To those distressed by an unwanted pregnancy 

(suffering from a 'reactive depression' ) 

abortion usually brings quick, sub stantia l and 

lasting relief. Feelings of regret , self­

reproach aad guilt have been found to be present 

in about 20% of cases , but it appears that such 

feelings are usually mild and transient. 

7. Emotional distre Rs is more likely in late abor­

tions, after foetal movements have bee8 felt 

and maternal feelings have been aroused$ 

Operative procedures (e. g. saline induct ion) 

which involve miniature labour are more likely 

than are other techniques to cause such distress. 

The emotional distress suffered by nurses 

assisting at such miniature labour may be 

commun icated to the patient. 

8. Significant psychiatric sequelae of abortion 

are more like ly in those who have been tem­

porarily unst~ble prior to the pregnancy. The 

clearer th~ ?Sychiatric indications a~e for 

abortion , the more probable it is that psychia­

tric disturbance will als o occur after t he 



95 

abortion. This disturbance may or may net be 

re lated to the ab01:- t ion it self . n 

Ignorance of the outcome of abortion arises from the failure 

to differentiate betneen the follor:.;aing factors (Gardner, 1972a). 

The risk of observer bias in th~ invest igation , and also the 

difficulty of finding out the woman's real feelings after the 

operation - she may SL1ppress he·r feelings of guilt in order to 

prove that she could ccpe with an abortion but could not have 

coped with a continuation of the pregnancy. In the past three 

decades, there has been a deluge of psychiatric lite rature on 

the after effects of therapeu tic abortion with results ranging 

from severe-to-moderate-tc-rnild-to-no guilt or remorse. How­

ever, in the past decade reports indicate that therapeutic 

abortion seldom induces severe negative reactions . 

Between 1940 and 1959, reports emphasized the damaging after 

effects of therapeutic abortion. To quote: "There wer2 many 

statements regarding the desire fo r motherhood a~1d the :rage 

and despair that results from its curtailment" (Friedman et a l, 

1974, p . 1332). Frcm about 1960 different views emerged and 

various studies reported that negative reactions diminished 

in the course of time; also in the majority of in staoces , 

whatever guilt existed did not give rise to psychiatric illness 

nor t6 longlast~.ng regret. !~-some instances aborti on was 

seen as genuinely therapeutic (Friedman et al, 1974). 

Wilson and Caine, as reported by Simon and Senturia (1966), 

studied 226 womE:n who had undergone therapc1Jt ic abortion 

during the period 1930-1949. Follow - up questionnaire s were 

sent to 79 of the se cases and nine of the women were inter-

viewed. No valicl information coul.d be gathe~e d from the 

questionnaires .. However, six· of the nine women interviewed 

had symptoms related to the abortion, but three voiced no such 

complaints. Two of the six women still felt a sense of loss 

and guilt. The four c·;:;riers co:nplained of psychosorn"lt ic 

symptoms. The a L1thc,:cs concluded from this vc:..y small sample 

that abortion, whE.~·d1cr induced or spontaneous, cculd caL1Se 

deep and lasting effects. In a further stud, i ci 1952 on 25 
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women who ha d had either spontaneoL1s, 1.cgal or illegal abort­

ions, Wilson recorded changes in tbe attitude of women towards 

thei~: sexual partners , and to spontaneCli.JS, lega l or criminal 

abortion. He was of the opinion that this was noteworthy as 

it could cause much unhappin e ss in the home. In 1954 Dunbar 

( Simon and Senturi.a, 1966) c:oncludeu th,1.t whatever the motive 

for abortion, the operation arouses an unconscious sense of 

guilt in all patients who eithe·i: volun ts.ri ly or involuntarily 

have an abortion. 

Perhaps the best documented study on the after effects of 

therapeutic abortion was conducted by Ekblad in Sweclen a nd 

published in 1955. It is the most quoted study to support 

arguments both for and against therapeLJtic abortion. He 

studied L~79 Swedish wornen who had unde rgone l 2gal abortion 

during the period 1949-1950. All of the women were inte r­

viewed shortl.y after the operation and a gain two to three 

years later . 58'i'o of ttlese women had had symptoms of chronic 

neurosis and 2bnormal personality prior to the a borted preg­

nancy. Also in the group were a large number of women with 

disturbed marriages , 27% of the sample were unmarried, 

several of whom had a disturbed relationship with the fs.ther 

of the child. Ekblad found at follow-up that 65'i'o of the 

women ·stated th&t they were satisfied with their abcxtion and· 

had no guilt feelings or feelings of self-reproa ch; 10% ha d 

no self-reproach but felt t he operation itself was unplea sant ; 

14% had a mild degree of self-reproach and 11% regretted the 

operation and felt very guilty about it. Ekblad also fc,nrid 

that guilt was greatest in those women \vho had been in -

flueaced by others in the abortion decision aad least in those 

women who had opted for the operatioo themselves. Of the 

11% who stated that they had severe guilt feelin gs about the 
operation, Ekblad found that from a psychiatric point of view , 

the reactions were mild, and only 1% had their vJOrk ability 

affected. A correlation between the severi~y of guilt and 

degree of psychiatric disturbance prior to the abortion was 

found. A paradox was pointed out - tha t the greater the 

psychiatric indications for therapeutic abortion, the greater 
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the risk Gf adverse re2~tions t o the abortiono A further 

Swedish study was coGducted by Malmfors (Simon and Senturia , 

1958) . He studied 8l~ i.·rnn1e l1 who ·1ad had legal abortions and 

found tha t 37% admitted guilt feelings. Ten of the sample of 

84 ,·,ere c.l.assified as having suffered impairment of rnentB 1 

health~ 

In J a pan , where aho·ct ion is permitted on extensive social 

grounds s:Lnce the Eu g.e n :Lc Prot,~c.:tion Act of 1960, a x:elative1-y 

high iucidence of guilt is n ~poi:ted. In 1965 the McS.inichi 

Survey of 3600 marrie d women [ound that 18% had no remorse or 

guilt feelin gs , 28% felt that they had do~e something wrong, 

35% felt sorr y for the foetus. 4.5% had fears of sterility. , , , 

6,5% had a variety of responses and 8% did not reply to the 

r esearch questionnaire. Babikian (itJ. FriedmaG et al, 1975, 

p.1499) concludes that 80% of these women felt some degree of 

gL1i lt . 

In 1966, Peck aad Ma rcus reported a study they had con­

duc t ed in the United St ates en 50 women, half of whom were 

aborted on psychiatric indication~ and half for non-psychiatric 

reasons. The two groups were matched for age , race, parity, 

marital status, as well as economic and educational level. 

The psychiatric status of 92% of the total sample was found 

t9 be unchan ged at follo~-up three to six months after the 

operation. Ir, the psychiatric group 12;~ ( 3") reported mild · 

guilt, 1.2io (3) mode rate guilt and 4% (1) severe guilt . In 

the non-psychiatric group, reactions were milder with 28% (7) 

reporting mild guilt, 8% (2) moderate guilt and none had 

severe guilt. Mild guil t occurred in 20% of the total 

sample and 98% sta".:ecl that they would elect to have a fc:.rther 

abo~tion if it proved necessary, All 25 of the women in the 

psychiatric group we~e considered to be psychiatrically ill 

at the abortion asse ssment, but only eight were still in 

treatment at the tim2 of follow-.up. The authors make the 

in ference that aborticn mi.ght be as therapeutic as psycho­

ther9.py. 

Patt et a l (196~) in the United States gathered follow-up 
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data en 35 women who hcd had n ther.1. 1,2utic abortion en psychia ·-

tric grouads duriDg the period 1964-1968. Short -te rm effects 

were considered by the Ruthors to be good in 20 cf the cases. 

The remaining 15 felt some degree of guilt or remorse for a 

period of t wo to six months after th e operation. Long - term 

effects after a period of two to four years after the operation 

showed that three-quarters of the wome n report ed improved 

emotional status, and psychiatric histories confirmed thise 

Two of the patients, each of whom reported having bee n 

pressurized iato requesting the operation, experienced pro­

longed gui J.t fee lings. T·we 1 \'e patients experienced con­

scious guilt, but only two would not hRve the a bo~tion again. 

Eight patier..ts reported that the abortion had led to 

emotional growth. 

Perez-Reye s and Falk (1973 ) in the Uaited Stales conducte d 

a follow-up study of 41 adolescents six month s a fter thera­

peutic abortion. The inten sity of feeli ngs of guilt, anger 

and depression were confined to the immediate post-operative 

period. The most favourable out come was c orrelated with 

support from parents , hospital person ~1e l and soc:i.ety in geneI'.' c'.1.l 

and was also related to whether or not the patient had made 

the decision herself. It was also found that the abortion 

experience could become a source of ernotioria 1 g~m,Jth if those 

around the girl had a positive and non ··puriitive att itude. 

Bracl:en et al (1974 ) also correlate positive outcome with 

the pr~sence of support in the abortion decision. ~.n a 

study of 489 women in the United States, partner support was 

found to be significant in the olde r married women, while 

parental support was significant in the you8ger single women . 

Friedman et al (1974 , p.1334) postulate th~t from their 

experience of women ~ndergoing abortion on psychiatric grounds, 

three hypotheses may be isolated in relat ion to the abortion 

decision: 

l o Women who mc1k0 relatively con-flict fr2e decisions 

feel relie~e~ ~fter abortion. 

2. Wome n who see the foetus as a baby feel guilty 
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or sad in the p ost-partum ?eri~d. 

3. A woman's style of coping wlth abo~ticn is con-

s~ s'-cnt- w·: th 1-.ei·· o·.:"'1E·~·a1 c•o..-, ; 11"" sty1" .LI. - .... ,1 . •. b'-''-J.. - ~ ,-~·z:.-:, ~ -· 

It may be concludecJ from the 2.bo 7e--uy:,ntioo8d research tha t 

studies of therapeiltic a bort ion show £ 0 0 negative sequelne, 

that even affiong women with serious psychiatric p roblems , the 

data indicates few rwycbological compli~atioi1S refHJ.lt:L1g from 

abortion, and lastly, abortion could be coasidereci Beouinely 

therapeutic, primar ily havi.ag a positive effect on thA ~om~a's 

p s y ch o 1 o g i ca J. s t at us ( 0 r. s o f sky e t a 1 , 19 :, :; ) • 

CoD.,_§§_guencg_g,_ of__f'.ef used_~n:ersn.eut i ... Abortion 
fil1_g_t,lt e 1na.tiv~:.s to Th.!r:a1?..f.~i.c i\fS:I .. t.;i.oG, 

There is scant lice~ature on the follow-up of those wo~en 

who are denied therapeui: ic abortion. The rr.aio rP.as oo f c,J · 

thj_s is probably th8 t1ostility felt by these women towards 

those who have deuied the111 a. legal abo,:tion. 

A number cf alternatives exist to therapeutic abortion. 

Illegal abortion m2y be sought and obtained. The woma n may 

threaten or attempt suicide, or she may go through to term, 

accepting or rejecting the i nfant. The wor,~an may get 

married to the r.eputed father or she may keep and rear th2 

baby alone, or have i t adopted or fosteredQ 

M · 1- et 1 r 1 O.'"/ 1 ·) · tl U · .... d s, · co·L'"''"'li, r-_ t,...,d eyer ow 1. ... z a . , , . _, . 1. n 1 e n 1. 1., e . .: a c e s , . , .... , c:: 

a follow-up s tudy of women aborted lega lly a8d of those 

refused abort~on. They found th~t while social class did 

not inf luencc the recommending or carrying out of an abort io·.1 

operation, of the wou-;en who were refused -8bortion, these \vith 

higher socia 1 sts.tu s we:ce more like 1.y to obtain abort ion else­

where. This discrepancy between the social clas ses ha s been 

discus sed earlier. There are no a.cclJrate stat istics that 

reflect the riu.mber of vJOf,lE-"! n who o. ~,ort sp on tanec,nsly afte r the 

·refusal of a therapeutic abort ion, or who late :c gain a n 

abortion on medicel grouncls, or even obtain 1.~ legal abortions. 

Howeve:c , the Lan<:, Co-mri .. : r;::;ion (Report of the Cc,rrirnittee on the 

Working of the A~o~tion Act, Vol . I, 1974, p.56 ) estimated that 

Rt least 30°/~ of those at fi :r s-c :refused rsay event1Jally obtain 
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an abortion, and a substantial proportion of th2se (approxi­

mat ely one-fifth) do so within the National Health Service. 

Psychologica l effects of re fu sed abortion vary considerably. 

Some women are gratefu l to have been refused as they have 

act ually presented themselves for assessment for therapeutic 

abor tion in order to resolve their own arobivalence about the 

pregnancy. These women may feel relief and even a release 

from gL1 i.lt f ee l.ings associated with having a t tempted to obtain 

an abortion. However, probably in the majority of such women 

disappointment, fr ustration, anxiety and depression may be 

present to varying degrees and for vary ing lengths of time 

prior to the bir t h. As mentioned before, the first trimester 

is usually the period when the most adveise reactions occur. 

After 'quickening', with ar ousal of maternal instincts, the 

pregna ncy becomes more of a reality and some women find it 

easier to come to terms with the situationo 

Two generalizations regarding the effect of refused abortion 

are current~ Firstly, that significant psychiatric sequelae, 

both after the abortion and where abortion has been denied, are 

more likely in those who have been ten~orarily unstable prior 

to the pr egnancy; and secondly, in these, the continuation of 

an unwanted pregnancy is more likely to have adverse effects 
than is the therapeutic abortion (Report of the CommittF~c on 

the Working of the Abortion Act, Vol. I, 1974, p.158). 

Pare and Raven (1970) studied 321 women in England re-

ferred ·for t herapeutic abortion. Both those recommended and 

those not recommende d ,.Jho were traceable were fallowed up one 

to th ree years l ater. The authors found that continuation 

of the pregnancy did on occasion lea d to psychiatric dis­

ability. One -third of those who kept their bab:l.es showed 

evide nce of resentment a nd regretted not having had an 

abortico. In the group who were refused therapeutic abortion, 

61 pat i e:1t s were followed up, 33% had an abort ian elsewhere. 

Of those who ~ontinued t h e pregrrnncy ) 16io had the baby 

fost ered or adopted, c:H1d twc-third.s of the women who were 

ma r ried accepted their babies. 
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It should be noted that aa unwanted pregnancy does not 

necessarily lead to an unwanted ch ild. Some mat~ers, both 

married and s ingle, react favourably to the situation. 

Xar1ied women and wome n who have a stable relationship with 

the father are more likely to accept a previously unwa nted 

child than the women who is neither emotionally or physically 

supported . Evidence suggests that inside marriBge the 

majority of unplanned pregnancies are normally accepted and 

the children in tegrated into the family (Rep ort of the Working 

Party of the Royal College of Obstetr icians nnd Gynaecolo­

gists, 1972, p.23). 

One of the most thorough and most often quoted studies on 

the outcome of children born after abort ion was refus ed was 

conducted by Forssman and Thuwe ia Sweden and was published in 

1966. They investigated the mental health, social adjustment 

and educational l eve l of 120 such children up to the age of 

21 years. A control series was matched with this group. By 

the age of 21 years, the unwanted children ha d received more 

psychi.gtric care, exhibited more .gnti-social and criminal 

behaviour and had received more publ ic assis tance than the 

control group. The differences in the two groups was 

statistically significant and the authors concluded that the 

child born to a won~n who had requested an abortion started 

life at a disadvantage and had to surmount greater social and 

mental handicap s than his peers. 

tabulated as follow s : 
These findings were 

Unwanteq C Q.Illl_O 1. Child_~ 

Illegitimacy 27°/o Bio 

Adoption 7"/o 0% 

Insecure childhood 5470 22°/o 

Psychiatric care in childhood 287c 15°/o 

Delinquent 18% 8% 

Public assistance (18~2lyrs) it~% 310 

Higher education 14% 3310 

No defect 48% 68% 

Crou12. 
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Tbe I bat t e r ed baby ' synd r ome is sornet i me s quotecl a s ai.1 

outcowe of refus ed abort ion. The La ne Commi s s ion (Re port of 

the Committee on the Working of t h e Abort i on Act, Vol. I, 

1974, p.62) s t&ted that , 11We kr; o-w of seve r al cases wh(:~re the 

mother of a 'batt ered ba by ' ha d t r i e d and failed to obtain an 

abort.ion but we do not know the prop ortion which SL~ch mothers 

bear to the ~hulE: numbe r of the Tnothe:rs of these u.rifortur1a.te 

children." The Commission ccns i der ed that there wa s not 

enough evidence in this area for it to recornme rid an amendment 

to the British Abortion Act, but ad vised that special care 

should be given to such women whe n be ing assessed for thera­

peutic abortion. 

Turning to the problem of the unma rried mother, she has 

a number of alternatives whicl. she may consider - to marry 

and keep the baby, to have the baby adopted or fostered, or 

to keep and rear the baby alone without gettiag married. 

Marriage is consider ed the obvious alternative for those 

already planning to ge t ma rried. Abortion, if carried out, 

could in fact be detrirne r,t a l to the impending marriage, 

particularly if the woma n subsequently finds herself unable 

to conceive . HOi.'ever, marriage for those who have not 

already considered it, may not be considered in such a 

positive light. The figures for America , where the present 

divorce rate is 1 in 4, show that teenage marriages with 

premarital conception have a divorce rate three to four times 

as high as that of marriage over the age of 20 years (Gardner 

19 7 2 , p • 1 7 4a ) • 

Adoption or fostering may be considered by the expectant 

unmarried mother. As at present practised in most countries, 

adoption involves giving up the ba by totally to an unknown 

family selected by an adoption agency. This procedure has 

both positive and negative aspects. From the positive point 

of view, it allows the woman to start again with a clean 

'slatet and gives the baby the oppor t unity of being accepted 

by an established family to whom this is a wel~orne addition. 

However, the unfavou.rable aspect of adoption should also be 
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considered. As pra ct i scd rmw, :Lt can be viewed as a heart -

le3s procedure. The woman undetgoes a mourning p r oce ss at 

the los s of her baby without the soc ial support she would have 

received if the baby had been born within a marriage and had 

then diedo Fostering is a further alternative but has a 

number of disadvantages. It involves plac ing the baby in 

the care of anothe r family who are expected to meet his day 

to dEi.y requi:rements wl-:.i lP- the biological mother has the 

option of r eclaiming t he baby . The fo ster mother is often 

reluctant to get emotiona lly in volved with the child, nor can 

the bi ological mother who is seldom physically present to 

e stab lish a relatioaship with t h e child. 

Keepin g the baby i s a furthe r alternative . This seems 

appropriate where the woma n par t icularly wants to keep the 

baby and is able to encorporate him into her own family 

situat ion, where she may receive support. However, it can 

be unrealistic and l ead to a l ater separation , which can 

prove to be more traumatic for both the mother and the baby, 

when the woman is you ng and ha s to struggle alone. She may 

only realize her inab ility to cope with the baby fin a ncially 

and emotionally after having t :r ied for a number of months. 

In Britain a bout 60~~ of babies who are adop t ed have been 

fostered out before being placed with adopt ive parents 

(Horder n, 1971, po61). 

It is usef ul to compare women wh o have been legally 

aborted and those who have gone through to term and had their 

babies adopted. A study by Burnell et al. in 1973 as reported 

by Osofsky et al (1.97 5 ) is of particular note with regard to 

this. The investigators studied the diff erence. at fo llow - i.::p 

of a grou.p of women who had undergone thera peutic abortion, 

a group of apparently normal pregnancies and a group of women 

who had had their bab ies adopted . They fourid tha t all of 

the groups . experienced some psychological problems during the 
. . . 

pre gnancy, with those of the abort ion an d adoption groups 

being ~ore severe than t he normal pregnancy group. However , 

the abortion group c oped better than the adoption group. 

25% of the abortion group and almost none of the adoption 
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group reported impro·;ed a djustrrient ; 20% of the adopti.0:1 groL~p 

and almost none of the abort ion group reported worse aed ad­

justment, and tho se who placed their babies for adoption felt 

much mrJ:r e negativ8 abou.t th2ir exper i ence chan did the women 

~10 underwent abortion. 

Further Studies on Theraneut ic Abort ion ------.-.- -·-------
In 1966 Simon and Senturia publi she/1 an artic le reviewing 

the literat ure on the psychiatric sequelae of abortion from 

1935-1964. The conclusions drawn from this review are: 

1. That personally deeply held convictions frequently 

outweighed the i mportance of data. 

2. The findings on the sequelae of therapeutic 

abortion ranged from psychiatric illness almost 

always being an outcome of therapeutic abortion 

to its virtual absence as a post-abortion 

complication. 

3. There was a certain amount of agreement that 

women with diagnosed psychiatric illness prior to 

abortion continued to have difficulty post­

operatively. 

4. There was a lack of informat ion on the long-term 

effects of therapeutic abortion on the individual. 

S. There was little information on the subsequent 

pregnancies of women who ha d undergone thera­

peutic abortion. 

Since this publication, a number of further studies have 

been conducted, some of which are briefly described here in 

chronological order. 

As previously described, Peck and Marcus (1966) studied 

50 women in the United States who had the~a peutic abortions. 

Half of these abortions were performed on psychiatric grounds 

and half oa other rn2d ical indications. Post-operatively guilt 

was present in both groups but was more marked in the psychia­

tric group. The authors postu. lat e d that perhaps the know­

ledge in the med ical group that the abortion was not initiated 
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by them, but was made necessary by dis~ase f or which they had 

no responsibi lity~ ma de the loss of the pregna ncy ea sier to 

over come; and greate r guilt i n the psychiatric group indica­

ted that despite cons ciou s rejection of the unwanted preg­

nancy, there was possibly some ambiva lence about continuing 

to term. The a uthors concluded that there was no change in 

the basic psychia tr ic status of any of the wome n - those who 

were schizophrenic bef ore r emained so, as did those who were 

neurotic. However , 11 the anxieties and depressions which 

were the distinct consequen ces of the pregna ncy a t this time 

in their live s, were relieve d" (Peck and Marcus, 1966, p.424). 

Patt e t al (1969) report e d a follow-up on 35 women in the 

United State s who ha d been aborted on psychiatric grounds 

three months to four years previously. They fo8nd tha t 

almost 50% of these wome n su ffe red prolonged, intensif ied or 

entirely new psychiatric symptoms in the two to six months 

after the abort ion, but in most of these they considered that 

the symptoms were le s s severe than tho se which might have 

been anticipated if the pregna ncy ha d c ontinued . Long-te r m 

follow-up showed that one-third of t he group e xper ien ced 

guilt feelin gs , but that only two of the wome n wou ld not 

seek abortion again. The aut hors concluded that "many of 

these women derived lasting p sychological i mprovement from 

the abortion in the forrn of decreased masochistic actiag out,. 

increased independence and initiative, or an inc reased t rus t 

in helping figures " (Patt et al , 1969, p.413). 

Pare and Raven (1970) followed up 250 of 321 women in 

England from one to three years ifter they had been referred 

for psychiatr ic opinion for therapeut ic a bor tion . In those 

(130 patients) who had had an abortion, the authDrs report 

that little psychiatric disturbance had resulted, provided 

that the woma n herself had asked for abortion. However , in 

those who were not recommende d for the rapeutic abortion (120 

patients), ans - third 0f the women who had kept their babies 

were rejecting them. The authors emphasize J tha t the stress 

of bearing an unwa nted child may lea d to psychiatr ic symptoms 

and follow-up of tho se refused therapeut ic abor tion i s of 
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extreme impo~tance. 

Meyerowitz et al (1971) studied 168 women in the United 

St&tes over a se•Je n year period who had been ref erred for. 

psychiatric asses s~ent for therapeutic a bortion. Sixty of 

the women were not rec omme nded. At follow-up it was found 

that 21 had ga ined a bortion elsewhere and 23 car ried the 

pregnancy t o te rm. Eight een of the l at ter were assessed at 

follow-up~ Seventeen of these wome n were considered to have 

shown lit tle or no distress du ring the pregnancy. However , 

one showed an adverse reaction requiring psychiatric hospital­

izat ion immediately after the birth. ?ollow-up data was 

gathered on 93 of the women who were rec ommended for thera-

peutic abort ion. 64% (60 patients ) of these women showed 

immed i ate relief, six showed mild guilt but did not express 

regret, six showed pnt hologica l mourning as a result of the 

loss incurred by the abortion. Three of t he l a tt e r group 

required hospitalization after they had deve loped an active 

psychosis. Of the remaining three women who showed adverse 

react ions) two had int e nse feelings of depression post­

operat i ,cly a nd on e mad e a suicide a tt empt requir i ng hospi­

ta liza tion. Thus, mos t of the wome n of both groups we re 

better or uncha nged at follow-up. However, . a small group of 

those aborted were considered worse and showed evidence of 

adverse r esponse after the ab ort ion. 

Ford ct al (1972) compared a group of l+O vJOme n in the 

United States requesting therape utic abortion with a group of 

52 pregnan t women not seeking abor tion . Those in the abortion 

group complained of more psychosomat ic sympt oms and they were 

more likely to have re ceived psych i a tr ic treatment, to have 

poor sexual adju stment and to re ject the maternal role than 

those in the non-a borti on gr oup. Their MMP I scores were 

significantly elevated for most of the s ca l es. Most of the 

aborti on group had faile d to use a ny form of contra ception 

and as such, the authors suggest that !!contraception is often 

relat ed to unconscious efforts to res olve conflicts over 

femi ni ne identity a ud ~hat abortion is requested espec ially 

when the occurrenc e of pregnancy fails to resolve these 
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conflict si' (Ford et a 1, 1972, p. 62). The aL1thor s suggested 

that the main motivating facto :r in requesting abortion is 

more the rej ect ion of mo t herhood than socia lly conditioned 

res ponses such as guilt or shame. 

Abernethy (1973) compared 65 married and single women 

who had had an abortion with a mat ched control group who 

appea red to be effective users of contraception. The area 

of the study was to identify characteristics which might be 

con side r ed to constitute risk for unwanted pregnancy. It 

was found that role redefinition in the family of origin was 

one such factor. Th e principal components of this role 

redef inition were (p.346 ): 

1. "The daughter taking over some elements of the 

mother's role as wife or housekeeper. 

2. The daughter's ali.enation from the mother. 

3. Intimacy between the father and daughter which 

excludes the mother." 

Other dif feri ng characteristics betwee n the t wo groups 

included the abortion group's dislike of sexua l intercourse, 

but nevertheless identifying the ir most irnportant relation­

ships as having been with men, and in the ir own family of 

having had inadequate support from female friends and 

relat iveso 

Smith (1973) followe d up a g·L:oup of 80 women who had 

undergone therapeutic abortion; 

period after the operati on, she 

ted little guilt or f ee lings of 

over a one t o two year 

found tha t the women exhibi­

regret and concludes that 

"for the majority of women wit h unwan ted pregnancies, abort­

ion does not have grave emotional hazards" (p.584). 

Lask (1975) conduct ed a study on 50 women undergoing 

therapeutic abort ion in a London hospit a l in an a ttempt to 

isolate characteristics of those women who were particularly 

at risk for psychiatric sequelae of a bortion. Outcome of 

therapeutic ab ortion vJaS considered favoura ble when the 

following criteria were met (p .174 ): 



1. "The patient e xpressed sa t is f a ction \-ii t h t h e 

termi nation a nd co8sidered it to be the best 

solution. 

2. No fe~lings of guilt , loss ox self-reproach 

and if present, only mildly s o. 

3. No evidence of menta l illnes s ." 

The outcome was considered unfavourable whe ri: 

1. 11The patient regretted the termination. 

2. The patient exhibited moderate or severe 

feelings of loss, guilt or self-reproach. 

3. There was evidence of mental illness in the 

same degree as, or more seve r ely than before 

the operation." 
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68% of the group met the criteria for favolrable outcome 

with 32% not doing so. 84-10 of the t ota 1 sample ha d no 

regrets about the termina tion while 1670 1:egret ted the abortion . 

89% of the total sample we r e conside red to have improved or 

the same psychiatric status. It wa s argued that in t he 

majority of cases with an a dverse reaction, th i s outcome as 

related to the woman's environment post-operatively rath~r 

than the operation itself. Factors isolated to identiff the 
I 

women likely to have adverse reactions included multipa t ity, 

foreign born, desertion by the partner, age groups 21 - 30 years, 

prior history of mental illness, existing psychiatric state 

at the time of assessment and the presence of ambiva1ence 

about abortion. 

Greer et ·al (1976) in England studied 360 women at presen­

tation for therapeutic abortion and followed up 326 of these 

women over a 15 month to two year period. 11 0utcome was 

assessed in terms of psychiatric symptoms, guilt feelings and 

adjustment in marital and other in t erpersonal relationships, 

sexual responsiveness and work record'' · ~p.74). Results showed 

that adverse psychiatric sequelae we re very r a re and that 

compared with adju.stment just prior to the ope rat ion, 
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significant improverneL1t was evident at follow-up. The 

au.thors concluded that n 1egal abort:Lon undertake n befm:-e the 

twelfth week of pregnancy by vacuum aspiration accompanied 

by brief counselling carried only minimal risk to untoward 

psychological and social sequelae up to two years afterwards. 

In respect of frequency and severity of psychiatric symptoms, 

feelings of guilt, interpe rsonal relations and sexual adjust­

ment, significant improvement was evident" (p.78). 

Preventive Psychiatrv and 
Therapeutic Abortion 

Abortion may be seen as a form of preventive psychiatry. 

Firstly, it may give immediate relief to the pregnant woma n 

and secondly, it prevents the birth of an unwanted child. 

"Preventive psychiatry's single most effective tool is tl:ie 

prevention of unwanted offspring, and refusing an abortion to 

a woman who does not wish to become a mother at the particular 

time is forcing her to remain pregnant aga inst her will" 

(Fleck, 1970, p.47). 

Abortion is the most ancient and widespread form of birth 

control~ Leberisohn (1972, p.1446) states that "legal 

abortion under good medical conditions should be made avail­

able to any woman as a form of family planning when other 

methods have failed. 11 He maintains that legal abortion is a 

positive mental health measure, not only for the active 

treatment of the anxiety and despair of the unwilling mother, 

but also as an effective meatal health measure to avert the 

consequences of unwantedness in the children and the rest of 

the family. In previous decades it was thought that 

abortion had more negative than positive psychiatric sequelae. 

However, recent experience has indicated that well motivated 

women with no previous history of psychiatric disorder emerge 

from a legal abortion performed under good medical conditions 

with no psychiatric sequelae and most women report tremendous 

relief (Lebenschn, 1972). 

Psychiatry is also concerned with the quality of life and 

as such should be conce rned abou,t th(~ effect of unwa ntedness 
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on an infant. The well control.led studies of Forssma n and 

Thuwe, previously discussed, bear evidence of som2 of the 

seque lae to unwar,tedness e 
11 The population exp losior1 already 

threatens the quality of lif(~. On the ir.dividua 1 leve 1, the 

forced arrival of an unwa nted, unloved child, because of 

archaic abortion laws~ creates grave consequences for t he 

unwanted child, the unloving mother, the fr agmented family 

and ultima tely for society itself'' (Lebensohn, 197 2~ p.60)0 

Three modern developme nts have put increasing pressure on 

the need for the reform and the liberalization of therapeutic 

abortion laws (Levene and Rigney, 1970): 

1. Advances in medical science minimizing the 

risk of operative procedures. 

2. The urge to control population growth. 

3. The growing emphasis on individual human rights 

and civil liberties. 

Many psychiatrists have compla ined that their function is 

to 'rubber stamp' an abortion due to the wording of the law. 

However, Levene and Rigney (1970) maintain that if the 

psychiatric profession is to function in the primary prevention 

of mental illness, then it must remain on the abortion scene~ 

Extensive family planning services, open sex education 

and identification of women who are at risk for unwanted 

pregnancy are all ways of preventing excessive use of 8bortion. 

However, as stated previously, there is no one method of birth . 

control which is 100% effective. There is also the need to 

motivate the use of contraception when it is available. "The 

most significant barriers to the success of birth control 

measure s are psycho-social in nature. The psychiatrist with 

his special insight and his training in the medical and 

behavioural sciences, must assume a significant role in the 

solution of this most critical dilemma of mankind" ( Siassi, 

1972, p.80). There exists the paradox tha t those populations 

who have the greatest ~eed to make use of birth control tech­

niques have been least receptive to such methods, e.g. Indiao 
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It would be va luable, the refore~ to isola te these cultural 

and psycho - social aspe c t s which mit igat e against effective 

family planning services . Sias s i (1972) reported on a six 

month study of 200 Irau :Lan women taki ng ora l cont raceptives 

which showed on l y a 1210 success r a te among thos e women who 

thems e lves as s ume d responsibility f or taking the pills, but 

a 93% success ra t e amon g those whose husba nds dispe nsed the 

pills . The ma le domina nce of t he soc iety c ontribu t ed 

to the women's inability to assume respon s ibility for birth 

cont r ol. 

Widespread sex educat ion i s required in schools and on 

campuses, but equally important is the abilit y to identify 

those women who are at risk. Abernethy a nd Abernethy 

(19 74) studied the family constellation in an attempt to 

isolate adolescents who were at particula r risk for 1.rnwanted 

pregnancy. A sample of 23 inpatients with ages ranging from 

13 years to 20 years were studied. Each patient was 

assigned to either low, intermediate or hi gh risk groups for 

unwanted pregnancy on the basis of past sexual experience, 
contraceptive use and attitude towards se xua lity. It was 

found that low risk patients feel. positively towards their 

mothers, ~hereas in the high risk groups, girls were pro­

gressively alienated from any suppor tive ma ternal figure. 

The feeling towards the father was exactly opposite; the 

warmest feelings were held by those in the high risk groups 

and this was related to a higher incidence of incestuous 

relationships. Low risk patients were stable in their 

feelings towards their parents. This again contrasted witl1 

the high risk groups where there was a shift between child­

hood to adolescence with regard to the pare nt towar ds whom 

they felt closest. 
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CHAPTER 5 

THE THER!,PElJ.TI.Q.__£.J30RTI0N_ SERVICE 

The Departmen t of Psychiatry at a tea ching hospital in 

Cape Town, forecast certain diff iculties in attempting to 

cope with the changing medical and social attitudes, as 

reflected by legislation, toward s abortion on psychiat~ic 

ground s~ and hence set up a specia l service to provide f or 
this type of case. Previously these women were seen by one 

of a number of consulta nt psychiatr ists in a routine psychia­

tric outpatient clinic. 

The Procedure 

From February 1974, all case s for asse ssment as to the 
advisa bility of recommendation for terminat ion of pregnancy 

were handled in a clearly specified manner. Referra ls were 

only accepted from full -t ime and part-time consul tant gynae­

cologists attacbed to the hospit a t, and the refer:ri r1 g con­

sultant was requested to state in writing that he considered 

the patient warranted a psychiatYic assessment with regard to 

possible therapeutic abortion and that, if as a result of the 

assessment termination of the pregnancy was recomme nde d, he 

w6uld be preparRd to perform the operation. The se pat icats. 

were seen initially by a psychiatric social worker (the 
author). The woman was interviewed by her and a full psycho ­

social history was taken of the patient's past and present 

situation. If accompanied by her male part ner or by a 

relative, he or she was also interviewed. The legal aspects 

of abortion, the patient's past and prcsen~ feelin gs about 

abortion and the alternatives to abortion were di scussed with 

her. The following morning the findings wer8 presented to 

one of t wo senior experienced consultant psychiatrists by the 

psychiatric socia l worker and the patient was interviewed by 
the psychiatrist. If therapeutic abortion was recommended, 

the patient w£is referred back immediate ly to the Department 

of Obstetrics and Gynaeco logy in order to minimize delays. 

If termination was refused, she was offer e d further coun ­
selling. 
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It was considered important to maintain a consistency of 

opinion concerning the recommendation of therapeutic abortion 

and fo r this reason, all ca se s were seen by the same psychia­

tric social worke r and the same consult a nt psychiatrists. 

If the original p sychiatric social wor ker was away, a second 

one was available to collaborate with one or other of the 

consultan t psychiatrists. It was also considered important 

t o provide a follow - up counse lling se r vice for all patients 

referred. This was provided by the psychiatric social 

worker for both those womeri who were recomme nded and for 

those not recommende d for therapeutic abortion. 

The In ter view with__the Psych,iatJ:ic. 
Social Wor~er 

At presentation, the necessity of taking a full psycho­

social history, the procedure of the service and the legal 

situation were all explained to the patient. In the case of 

a very young girl, this was explained to her first and with 

her permission , the history wa s taken from an available 

relative , after which the present situation was discussed 

with both. 

The fo rmat of the psycho-social history was adapted from 

that presented by Dr. J.L. Stricklin in 'The Psycho-Social 

Index' (1974). Historically the psycho-social history has 
been used by several behavioural sciences in attempting to 

understand the patient in relat ion to his environment. 

Perlman (1967, p.178) states, "The etiological diagnosis j_n 

the sense of the life history of a person or a problem may 

contribut e to understanding the nature of the problem to be 

dea lt with, the per son who has that problem, and the ways and 

means that can be anticipated as helpful." Eaton and Peter ­

son (1969) in discussing the psycho-social history, state that 

it may be looked at in two ways. Firstly, the interviewer 

ma y follow a chronologica l approach to the person's life or 

secondly, the interviewer may re view the history by areas of 

life exper i e nce. Howc:ver, "psychiatr ic literature seems to 

place a great deal of emphasis upon the present f unctioning 
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of the individua l and his interactioo with his envi r onmr~nt" 

(StrickliL1, 1974, p.12). This latter s tatement is of parti ­
cular relevance to abortion counse lling . The iife history 

covers past experiences and the c.bility to cope with stress, 

while a bortion counselling is os tens ibly cris is intervention 

and as such focLJses on the present situation and the patient's 

resources to deal with it . 

The psycho-social history used began wi t h a description of 

the family composition of the patient 1 s index family) in­

cluding the ages of either the parents or spouse, their 

occupations, ages of siblings or children and the ir occupa­

tions or school standards. Such a description ga ve the 

interviewer a general picture of the fami ly of or igin as well 

as the likelihood of this particular infant being accommo­

dated within its structLJre. Past and current religious 

practices were t aken fully into account, since these might 

be some guide to future guilt reactions. However, it should 

be noted that loss of faith is some times a manifestation of 

a depressive illness (Kenyon, 1969b). The accon@odat ion 

and financial situation of the patient and her fami ly not only 

indicated the socio-economic level of the family, but also 

the likelihood as to whether or not a further infant could be 

included. 

The patient's developmental history was taken covering 

early milestones, any neurotic symptoms in childhood and 

through to the p re sent, as well as the geographical back­

ground of the family of origin and if ma r ried, that of her 

own family. Her ability to cope with previous st res sful 

events was explored. A history was taken of physical 

illnesses and any previously documented psychiatric illness, 

which included the diagnosis made, how she had responded to 

therapy and whether or not she was still in therapy. The 
history of any docum2nted psychiatric illness in family 

members was also noted. 

A description of the educationa l and occur~tional back­

ground was taken to assess both the patient's ability to 
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organise her life ~nd the succes s with wh ich she ha d done so ; 

it was also seen as an i ndicator of her i nt e llectua l capa city 

and her level of independence. Her rela tion ship with both 

peers and sibling s reflected her ability to relat e and adjust 

to the demands of others. Age app r opriate relationships, 

as well as the patient's relationships with members of the 

opposite sex, were covered. Promiscuity> the use of contra ­

ception and the patient's attitLide towards h e r sexua lit y wel:e 

explored. If young, the patient 1 s relationship with her 

parents was care f ully explored and was con s idered highly 

relevant in assessing the future support cf the pa tient. 

For examples how she saw them, how supportive she f elt they 

would be towards her, how close a relationship it was, as 

well as their knowledge of and reaction to the pr egna ncy, 

were all discussed. Ia married women, the support of the 

husband took equal importance. 

The patient was asked to describe how she saw her own 

personality in order to throw light on her self image, 

cu.stomary ego defences and level of impulse control. She 

was asked to compare . her usual mood state prior to the 

pregnancy and that experienced at the time of the interview. 

The current mental status was of obvious importance, but how 

severe an emotional change had occurred since the discovery 

of the pregnancy, was difficult to assess when the patient 

presented alone and collateral data could not be obtained. 

The emphasis in the interview then shifted to the present 

situation in order to elucidate the patient's relationship 

with her male partner. Information in the present areas 

was sought in a semi-structured way. When she had f ou.nd out 

about the pregnancy) what she had done about it since, with 

whom she had discussed the matter, any attempt to abort the 

foetus and other alternatives she rnay have exploi:ed were all 

covered. Her attitude towards abortion was specifically 

noted. Other areas j_n which info:cmation was sought included 

the circumstances under which intercourse had taken place, 

of particular conceru being young girls, those reporting rape, 

and the very naive. · Reasons why the patient allowed herself 
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to fal l pregnant were con s i dere d - ambivalence nbout contra­

ception as well as embarrassment over obtaining contraceptives 

or their unava ilability. Rea s ons give n for saying the 

pregnancy wa s unwanted were discussed, of special concern 

being those who were ambivalent about the pregnancy, those 

who were being pressuri zed by others, and those who feared 

childbirth. The s tress of the present pregnancy was also 

noted along with threats of suicide and illegal abortion, as 

well as available supp ort from family, friends a nd society. 

The pat ient's ability to withstand st re ss had to be considered. 

Previous abi lity to withstand stres s, a previous documented 

psychiatric history and whethe r or not psychiatric treatme nt 

should have been received, all helped in this respect . The 

poss ible outcome of therapeutic abortion or refused thera­

peutic abortion were both carefully noted in each individual 

case . 

An attempt was made to unde rstand the pregnancy in psycho­

dynamic terms - what the present pregnancy meant to the 

patient and the extent of her maternal feelings. 

The de cision whether to recommend therapeutic abortion or 

not is rarely an easy one; there are many variable s to be 

considered and it involves the most difficult area of psychia­

try5 viz. progn osis (Ke nyon, 1969, p.244b). An attempt was 

made to assess each cas e on its own merits according to the 

law, without being swayed by either threats of suicide or 

illegal abortion. Where threats of suicide were made, they 

were assessed in rela tion to the total situation in which the 

patient found herself. They we re neve r overlooked . Some­

times there ~A S _ the added compl ication of an unsucce ss ful 

attempt at self-induced abortion having possibly damaged 

but not kil led the foet us. Additional threats of illegal 

abortion were sometime s made. Here it was made clear that 

the assessment would not be swayed by such threats and the 

danger of such action was pointed out. 

The stage of pregna ncy at the time of consultation was 

considered care fully. Late at tendance wa s sometimes 
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associated with amb i 11a lence, whil.e in othe r cases a late 

-abortion was con s id ered to be more stressful than continua-

tion of the pregnancy. 

COLH'JSelling . 

Such patients were a lwa.ys offered 

On a number of occa sions the patient was seen more than 

on~e to see how she reacted to the pregnancy over time, but 

in al l cases there wa s the pressure of time and hospital 

waiting lis ts, leaving both staff and pa tients in a hurried 

situation. Social fa ctors were explored, but only in rela tion 

to the effect they might have h3d on the psychiatric status of 

the patient. For the married woman such factors as the state 

of the mar riage , rela tionship with husband, whether husband 

is the father, other children, etc ., with the sing le woman 

such factors as how the pregnan cy could affect her life style, 

educat iona l and occupat ional status, were explored. 

All othe r options apa rt from termination of pregnan~y, were 

discussed thoroughly with each patient, as well as the under­

standing of and attitude towards abortion. 

Kenyon ( 1969, p. 2_44b) states that "in the light of the 

mental state, previous history, personality and present 

circumstances, if it is considered that continuation of the 

pregnancy would cause a serious deterioration (with or without 

the possibility of a suicide attempt) in the mental condition ·; 

and all other methods of treatment are unlikely to prevent 

this, then t e rminaticn would be recommended." This may be 

used as a guideline in interpreting the South African law 

where 'perma nent' menta l ill health is difficult to determine. 

Cas~ E,xamp l e No. 1 
Therapeutic Abortion 
not Re c ommend e d 

Miss M.E., aged 22 years and 11 months, was referred from 

the gynaecological outpatient clinic with a confirmed preg­

nancy of 16 weeks gestation. She came from a White middle 

class Afrikaan s spe~k ing family. She was co-opera tive but 

on the verge of tear s throughout the interview, and very 

confused about her situation. 

Miss M.E. was the third of G siblings. Her father ha d 
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died when she was aged 11 years~ Her mother remarried whsn 
she was 19 years old but wa· divorced three years later. 
All her s iblings were in employment and t h ree were mar ried, 
two with children. Her mother was a mat ron at a home for 
the age d . 

Miss M.E. 's developmental history was normal with no 
known neurotic traits in childhood and no personal or family 
history of psychiat ric illness. She had started school at 
age six years a nd attended two primary schools but the same 
hi.gh school throughout . She left school af ter ha ving passed 
Std. IX. No problems in either behaviour or academic areas 
at school were admitted. After leaving s chool, she worked 
as a nurse aide for six months bu t had to leave her job as 
she could not stand on her feet all day. For the following 
3\ years she worked as a radio ope rator at a n airforce base. 
For the 18 months prior t o presentation she had been employed 
as a bank clerk. No difficulties in her work and relation­
ships at her various jobs were admitted. 

The patient stated that she was very fond of her mother 
and felt that her mothe r had done a lot for her. She said 
that her mother was a very religious person anci had brought 
up all the children very strictly. She felt indebte d to 
her mother and did not wish to tell her of the preganncy as 
she felt 1 it would hurt her too much'. She stated that she 
had bee n very fond of her father and had been closer to him 
than tp her mother and was very upset by his death. She 
did not like her stepfather. She described her family as 
being close-knit and all the siblings being very fond of each 
other and each maintained a reasonable amoun t of contact 
although they were all separated geographically. She felt 
she could not tell her siblings of the pregnan cy eithe r . 

The patient said that she got oo well with people super-
ficially but ha d few close friend s. She had had t~o steady 
boyfriends, each for over a year , prior to her relation ship 
with the reputed fa the ·..:- of th e child. She had had no sexual 
intercourse prior to thls and ha d had sexual intercourse with 
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this man, using no ferro of contracept ion, for the past 18 

months pr for to pre sen tat ion. 

The patient had knovm the :reputed father for four years . 

She had in;Ltially been boarding in his hou.se. He was 

married at the time and had three childrene One year afte r 

she had been living with him and his wife, their marriage 

broke up with the reputed father gaining custody of the three 

children . The patient remained in the house as a boarde'!:" 

for a number of months until her mother told her that she did 

not approve of the situation. She then moved away but returned 

to the reputed father after six months and they started having 

a sexual relation ship. She expressed very ambi.va.lent fee lings 

about her relat ionship with the reputed ·father and her preg­

nancy. At the time of presentation she felt she would like 

to go away and think about the situation alone. With regard 

to her pregnancy, the patient admitted that she ignored the 

situation for the first 12 weeks, although she did have the 

pregnancy medically confirmed during that time. She ha.d not 

told the reputed father. She felt she could not marry him 

as her mother disapproved of him. Her wish to have the 

pregnancy terminated was due to her mothe~'s possible reaction 

and her own adamant, negative feelings about adoption. She 

was clearly very ambivalent. 

Case Example No, 2 
The_x§;.Qeutic AbQ.rtion 
Recommended 

M;s. E.Y . , aged 22 years and 9 months, was referred for 

an opinion on therapeutic abortion with a seven week pregnancy. 

She was White, divorced and had a three year old son. She 

came from a lower middle class family. During the interview 

she was co-operative but showed little feeling when discussing 

the present situation. She looked unwell and admitted that 

she was very tense. 

Mrs. E.Y. was the younger of two children. She had a 32 

year old brother who was married with two children. Both her 

parents were still alive and in their late 50's. 

The patient herself was the result of an unplanned but 
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legit ima te pregna ncy. She was a breech birth a nd obstetri ­

ca l handling during de livery r e sulted in her su s t a ining a 

back injury. She said that she had been told tha t she cried 

'non-stop' until she wa s s ix months oldo Her milestones 

were normal. She had 8evere temper tantrums bet ween the 

ages of three and six years - 11 I've always been very 

stubbor n." She had bitten her na ils since childhood A At 

the age of lli. years, she was diagn osed as havin g a duodenal 

ulcer which had given her trouble up t o the time of presen­

tation. At 21 years she had a tonsillec tomy . She had not 

been seen by a psychia t ri st previously but stated, "I feel 

I should have done." Her son was attending the Child 

Guid ance Clinic for temper tantrums at the time of presenta-

tion. There was no family hist ory of psychiatric treatment. 

The patient started school at age five years. Severe 

temper tantrums continued until she wa s expelled from school 

in Std. II when she sta bbed a pupil wit h a. pen. She disliked 

school throughout. After comple ting her primary education 

at another school, she went to high school where she repe ate d 

Std. VII, not due to failure but because "the teacher said I 

wasn't old enough to go up." She was expelled due to uncon­

trollable behaviour when repeating Std. VII. She was then 

placed as a boarder in another high school. She was expe lled 

from the hostel after one month but rem~ined as a day student, 

gaining a second class matric at 18 years. Since leaving 

school the patient had held numerous jobs - mddelling , typing, 

saleslady - and had moved a number of time s. 

she was doing freelance material designing. 

At presentation 

In discussing her family relation ships , she stated that 

she was very fond of her father and loved him ve ry much but 

felt that he did not understand her. She did not feel close 

to her mother , whom she felt was a du.11 person. She talked 

. about her in such statements as: "She's all right , she's my 

mother. " "I cannot do anything about her." The patient 

felt there was a tremendous generation ga.p between herself 

and her brotherfl Sh2 sa id that he turned against her when 

she was expel led from school at age 14 years. She had ha d 
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very l itt le con tac t wi t h him since . 

The pa tient described herself as having numerous frie~ds -

' al. l we i rd' • She stated tha t she always told everyone her 

proble~s , tended to be the leader in her relationships with 

others, aod did not appe ar to form lasting relationships. 

Her first relationship with a member of the opposite sex with 
sexual involvement was at the age of 14 years. She fell 

pregnant f r om this man at age 16 years, had an illegal 

abortion and broke off the relationship. During her matric 

year she went out with~ number of different men and had 

sexua 1 intercourse regularly. She met her husband when she 

was aged 18 years. After falling pregnant, she married him 

in March 1970. She wanted another abortion but he wanted 

her to keep the child. Th ey were divorced in 1971. After 

the divorce, the patient ha d a number of boyfriends with 
sexual intercourse frequently, but had no steady boyfriend. 

The patient admitted to having used dagga from the age 

of 13 yenrs and also to using LSD frequently over the two 
years prior to pres entation. 

The reputed father of the presenting pregnancy was a 23 

year old .freelance artist. The patient was extremely angry 

a~out her pregnancy. She ha d been on a contraceptive pill 

for three years. Two months prior to her presentation she 

had been placed on a different contraceptive pill due to 
developing ovarian cysts~ The patient felt that she could 

not marry _the reputed father as she felt it would only result 

in the same sort of relationship as she had had with her ex­
husband. She was quite adamant about having an abortion, 
whether gained legally or not. 

In the following sectio11 of this chapter, both of these 

cases are discussed further in the light of the interview with 
the consultant psychiatrist and the recommendations made 0 
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l.D!fil:.Y~with the Consultant P svchi,1 trist 

The fo llowing morning after the patient had been seen by 

the psychiatric socia l worker, the hi story was presented t o 

the consultant psychiatrist. He and the p sychia tric social 

worker di scussed the data gathered the previous day, prior to 

interviewing the patient~ By this means the consultant 

p sychiatrist was able t o focus more specifically on individual 

areas of each patien t when interviewing the patient. A joint 

interview was held with t he patient, the consult a nt psychia­

trist and t he psychiatr ic social worker. Focus was placed 

on the present situation and assessing the patient's ability 

to cope with stress 

If the consult ant psychiatris t considered that a clear 

recommendation for therapeutic abortion could be made , the 

patient· was referred . directly back to the Department of 

Obstetrics and Gynaecology, with the consultant psychiatrist 

giving such recommendat ion as his opinion. If he felt that 

a clear recomme ndation for refusal of abortion could be ma de, 

the patient was seen directly after the refusal by the 

psychiatric social worker both for support and to explore the 

various alternatives . If the patient so wished, she could 

make further appointments to see the psychiatric social 

worker and was, in f a ct, encouraged to do so. The patient 

was also referred back to the Department of Obs tetrics and 

Gynaecology for ante -natal care. 

In some case s the consultant psychiatrist saw the patient 

on more than one occasi on before giving an opinion, and in 

other case s he would call in a second consultant psychiatrist 

for another opinion. These cases were usually characterized 

by ambivalence on the part of the pat ient when a clear indi­

cation for recommending therapeu.tic abortion existed, or where 

the consultant psychiatrist felt that he wanted to see how 

the p~tient reacted over a period of time. However, in both 

instances time, the length of pregnancy and availability of 

hospital beds were h5ndering factors. After the therapeutic 

abortion operation, t he patient was r econ t a cted by the 
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psychiatric social wox-ker if the pat ient had not been ref~rred 

for ~ore specific psychiatric treat~eGt by the consultant 

psyd1iatrist e 

Terminat ion n ot :recommended. 

Psychiatric opinion given on the fir st case. 

"Patient seen at interview. Composed alth ough 

obviously worriedo I do not see an indication 

on present evidence, but I think it is impor t a nt 

to follow her up and help through out the pregnancyo 

IQ clearly normal from interview performance." 

Psychiatric opinion forwarded to referring gynaeco l ogist. 

11 We obtained a full history from the patient and 

saw her at interview. I do oot thin k that there 

is a cause for termination on mental health grounds, 

although she is certainly in a difficult social 

situation. Also her de la.y in reques ting termir,a-

tion suggests some ambivalence. 

"To summarize, I cannot recommend termination on 

present evidence. We will try to follow her up 

and help her through her pregnancy." 

The patient was seen by the psychiatric social worker 

directly after the ref usa 1. Alternatives were discussed arid 

she aireed to have a conjoiGt interview with the reputed 

father the following week. When the patient failed to att2nd, 

the psychiat ric social worker contact e d her telephonically at 

home. The patient was a.ngry about the whole situation b:J.t 

particularly the refusal for termination. She stated over 

the ~hone that she did not feel she needed to re-attend, but 

would recontact when necessary. She said she had discussed 

her situation with the reputed father who aske d her to keep 

the child, and she ha d decided to do so. Th8y ha d discussed 

ma rr iage but had not come to a clear decisi~n about it. The 

patient intended staying with the reputed father thr oughout 

the pregnancy and at her job for a fur ther two months. At 

this stage, she refused further contact or assi stance. 
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Psychiatric opinion givea on the second case. 

"This girl has a very disturbed history and it 

is clear that she has a gross personality disorder. 

Apart from her generally unstable way of life, she 

has been on dagga and LSD for a long time. Some 

years ago she tried to gas herself. 

'
1She already has one child and finds the care of 

this child a pxoblem. A continuance of this 

pregnancy would result in a deterioration in her 

mental health, probably an increase in abuse of 

drugs with the development of an increasing ciegree 

of pregnancy and a risk of suicide . 

"Termination of pregnancy recommended." 

Psychiatric opinion forwarded to the referr ing gynaecologist. 

"This girl displays a gross personality disorder 

with a history of a chaotic li fe style from an 

early age. She becomes depressed and attempts 

to solve her problems with the abuse of drugs 

and 'tripping '. She has a history of a previous 

suicide attempt. 

"A continuance of this pregnancy can only resl1lt 

in 8, marke d deterioration in her already disturbed 

emotional make-up and I recommen d termination of 

pregnancy. She has agreed to undergo psychiatric 

treatment." 

The patient returned to the psychiatric consultant after 

the abortion operati on. She was described as ncert ainly 

looking much better and not exhibiting any anxiety OJ.'.' 

depression." After failing to keep two further appointments, 

she was considered to be 'not well motivated', although 'she 

has a severely disturbed personality', and ~he case was closed 

until she requested to re-attend. 
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The ser vice was init i ally started to ac commodate the 

changing legal approaches to aborti on. It was considered 

that a consistent opinion was important, recognising the 

constraints det ermined by the length of pregnancy, as well 

as the hospital waiting list. Efficiency and con sistency 

were therefore aims of the service, as well as the personal 

car e of each individual, so that each could be assessed as 

unique within the framework of the l aw. Thus with some 

cases, an opinion was given after one interview with the 

pa tient, whi le in others relatives would be seen, or a second 

psychiatric opinion woL1 ld be requested. Follow-up services 

were provided and again individua lized for each person, so 

that one might be r~fer red for ongoing psychiatric treatment 

while another would be requested to see the psychiatric 

social worker f or a routine follow-up interview. The air:1s 

of such f ollow-up were firs tly, to further assist the patient 

i f this seemed necessary, with physical or emotional needs, 

and secondly) t o learn further about the seqnelae of recomm­

ending or not recommen ding therapeutic abortion on psychiatric 

ind i cations. Caref ul records were kept on the number of 

patients seen and the recommen dations made so that future 

reference could be made to them. 

The need to mainta in a certain level of efficiency may, at 

times , have been done to the detriment of the pat ient. The 

consulta nt psychiat rist is very much aware of the time factor 

in the assessment of s uch cases, but time should never take 

precedence over the needs of the patient. The psychiatric 

assessment t ake s a great deal longer than the gynaecological 

examination and delays could be interpreted by the gynae­

cological staff as representing inefficiency or a lack of 

concern for the patient. 

The fact that the same psychiatric consultant ~nd the same 

psychiatric social worker were involved in the asse s sment 
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int roduced a bias into the decision making process. No mat t er: 

how carefully one I s own opinion may be con sci.o\J.sly kept i.n 

check, unconsciou.sly such values might well affect the decision. 

With the eagerness to obtain follow-up data on as many 

cases as possible for both statistical records and for later 

reference, some patients may have felt that their privacy wa s 

being infringed upon. 
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CHAPTER 6 

t,JMS _-:lliQ._U,YPOTHESES_ OF THE 

r.E&SF~T. .STUDY 
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1. To study the implications of recommending or not 

recommending therapr;;utic abortion on psychiatric grounds for 

patients referred for such assessment by the Depa rtment of 
Obstetrics and Gynaeco logy of Groote Schuur Hospital, wor king 

within the framework of the Abortion a nd Sterilization Bills 
of 1973 and 1974, and the Abortion and Steriliza tion Act 2/75 
over a period of 15 months - 1/2/74 - 31/5/75. 

2. To compare the decisions made with regard to therapeutic 

abortion during the period 1/3/74 - 31/5/74 unde r the Abortion 

and Steriljzat ion Bill, with those made duri~g the period 

1/3/75 - 31/5/75 under the Abortion and Sterilization Act 2/75, 
and to consider the significa nce of any differences found. 

3. To describe the persona l and social character istics of 

patients of all population groups presenting for psychiatric 

assessme nt for therapeutic abortion over the period 1/2/74 -
31/5/75. 

4.. To identify those charac teristics which distinguished the 

patients in the group recommended for therapeutic abortion 

from those in the group not recommended for therapeutic 

abortion. 

5. To isolate those factors in the psycho-social history 

which appear to have influenced the decisions made . 

6. To conduct a follow-up study of both groups between 12 
and 18 months aft er the patient 1 s origina l presentation in 

order to study the sequelae of the decision whether or not 

to terminate. 



130 

!iYJ?Ofhe s is Numbe1: 1 

Even if there are no data. which can accurately predict 

the ~isk to a woman's mental hea lth of a continued preg­

nancy, nevertheless factors cust omarily considered 

'psychiatric' influence the decisions mad e about its 

termination on psychiatric gr ounds. 

- A disrupted f amily background. 

- The patient her self having been a n illegitimate, 

adopted or fo stered child. 

- Behaviour di ff icult ies in school years. 

- Erratic employment record. 

- A history of poor social adjustment. 

- Evidence of an inability to cope with st ress. 

- Document ed previous or current psychiatr i c 

dis order in the patient or in her family. 

A pr.evioLJS suicide attempt. 

- A poor image of self at the time of the interview~ 

- Evidence fr om the psychiatric state examina tion 

a t the time of the inter view of mental illness 

falling within the Menta l Health Act 18/73. 

Given a pregnan cy which is thought to constitute a serious 

threat to the mental health of the mother, if measurable 

criteria cannot be specified before a decision is made by a 

psych iatrist , then factors other tha n those cu stomarily 

considered 'psychiatr ic' are like ly to influence the decision 

made, viz. psyche-social fact or s. 



- AgeQ 

Ethnic group. 

- Social-economic class. 

- Lack of education. 

- Pattern of heterosexual relationships. 

- Parity 5 

.. Previous illegitimate pregnancies. 

- Previous te rminations. 

- Lack of support from the patient's family o~ 

the reputed fat ~er of the child in the present 

pregnancy. 

Hypothesis Number 3. 
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Attitudes to contra ception and unwanted pregnancy on the 

part of the patient and/or her family contribute to a 

decision not to terminate a pregnancy on psychiatr ic grounds. 

These factors include : 

- Erratic use of contraception. 

- Presentation during the second t~imester of 

pregnancy. 

- Ambivalence over the pregnancy and/or the abortion. 

- Acceptance of the pregusncyo 

- Evidence of emotional support from parents and/or 

the reputed father of the child . 

Hvoothesis Nu!.!l!:rn.L~ 

If therapeutic abortion is refused on psychiatric indi­

cations, then all pa tients will experience negative feelings 

to the continued p~egnancy. 
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H . 1 • ~-, ' 5 H ·un Qi; Cle s J_ E l~ l] ffi()P, r .;.;..t...t;::.__.... _ ___ _ 

In the absence of psychiatr ic grounds for the termination 

of an unwanted pregnancy, little serious damage to the mental 

health of the patient ensues if termination is refused, as 

long as counselling and psychiatric ser vices are available. 
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CHAPTEP. 7 

Initial data wa s ga thered by t he p sychiatric social 
worker in her first comprehensive i nter:view with the patient o 

The psycho-socia 1 da ta ·was gather e d ur.,de r the ar eas which 
were describeJ in de ta i l in Chapter 5: 

1. Identifying details. 

2. Family and personal h ist ory. 

3. Interpersonal relationships. 

4. Present life s ituation~ 

5. Presenting problem . 

The patient's psychiatric status wa s assesse d at a later 
interview by the consultant psychiatrist. The intelligence 
quotient of pa tients who were cons idered to have below 
average intelligence were ass e s s ed using a ran ge cf intelli­
gence tests~ The tests used were inva riably the Old 
Individual Scale of the Nationa l Burea u (Fick, 1939) or the 
Wechsler Bellevue Adult IQ Sca le (South Af rican version) 
(Nati9nal Institute for Personal Resea rch, unda te d ) and the 
Draw-a-Man Test (Harris, 1963). FL1rthe r data l\7a s gathered 
at the immediate follow-up interview which took place eith8r 
after the abortion or within a week after the refusal. All 
this information was transformed onto a s et of whit~ punch 
cards, one per patient ( see Appendix D for the cod i ng of 
these cards). This initial dat a was re t rieved manually 
and grouped according to personal, hi s torical and present 
data (see Appendix E for these ca tegor ies ). Some of these 
categories were not mutually exclusive and specific defini­
tions were use d (see Appendix F for the se definitions). 
Information coverin g a wide range of variables could be 
easily extracted by hand and comparisons made bet ween the 
two groups of patients - the terminated ~nd the not 
terminated. 
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A later follow - up study was conducted endeavouring to 

recontact all patients~ those terminated ~nd those not 

terminated, at a period of 12 to 18 months after initial 

presentat ion. Patien ts were contacted p referably by tele­

phone, otherwise by a personal letter. Each patient was 

requested to attend a further follow-up interview which would 

be arranged at a time convenient to her. At the interview 

the patien t was requested to compl~te a questionnaire on her 

feelings about the pregnancy at the time of initial presen­

tation as she remembered them, and her present feelings about 

either the abortion or other fate of the pregnancy. All the 

interviews were arranged and conducted by the same psychia ­

tric social worker who had seen the patiebt at her initial 

presentation. Personal data about the patient since her 

initial contact was also gathered by means of a questionnaire 

which was used in a semi-structured manner in the interview. 

Some patients refu s ed a personal interview but were prepared 

to discuss their situation telephonically. Personal data 

was gathered by this means, and the questionnaire oa the 

emotional factors was sent to the patient to complete and 

return. Other patients refused to discuss the situation at 

all and a number were considered untraceable. Patients 

living at a distance were contacted by letter ind asked to 

write to the psychiatric social worker telling her about their 

life situation since they had been seen at the clinic. If 

a reply was received, the questionnaire on emotional responses 

was forwarded to the patient to complete and return. The 

responses were rated from 1 to 5 according to their intensity, 

i.e. 1 meaning that the feeling was not present at all whereas 

5 meant a considerable degree of that response. Data was 

also gathered from collateral sources - relatives~ friends, 

outside agencies and hospital records - particularly when the 

patient herself was unavailable. Both sets of questipnnaires 

were phrase d according to whether the patient had or had not 

had an abort ion. (Examples of these quest ionr:aires are 

given in Appendix G). 

The study covered the period 1/2/74 - 31/5/75. The 
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Ab ortion aad Ster ilizati.on Act became l aw in March 1975 so 

that patients coacernerl i n this s tudy were l a r gely those 

referred prior to the Act. In order to ma ke a compa r ison 

between the decis .. ons made and the pa.tients presenting during 

the aegi s of the 1973 and 1974 Bills with that of the Act of 

1975, patients presenting between 1/3/74 and 31/5/74 were 

compared with those referred dur ing the same period a year 

later, i.e. 1/3/75 - 31/5/75 when the Act was passed. 

The raw data gathered from the initial pr esentation and 

the follow-up of 12 to 18 months later were s ubmitt e d to 

computer a.na. lys is. 

The terminated a nd not terminated group s we re compared in 
terms of the initial psycho-social data t aking 40 variables 

into consideration. (These are listed in Appendix I) . 

The data was set up in 2 x N contingency tables and Chi ­

Square Tests were performed on these. Significant differ­

ences (p..C0,05) were noted a nd extracted . (See App endix J 
for an ehrplanation of the statistica l me thods used). 

The follow-up data gathered from 12 to 18 months after 

initial presentation was similarly examined in 2 way tables 

and again significant differences in the two groups were 

identified. 

A discriminant analysis on initial presenting data was 

also performed to assess the weighting of the variables th.?.t 

appeared to have influenced group allocation. 

A Brief E\Jaluati.on of the Meth_gdology 

A decided advantage of this prospective s tudy is the fact 

that all the material gathered was collected by the same 

personnel, while all the follow-up data was gathered by the 

psychiatric social worker who had had the initial contact 

with the patient. This automatically led t o consist en t 

clinical pra ctice ~od consistent handling of the data . It 

also helped to encourage p.J.tients to present at the f oll. ow-up 

inte r view since the psychtatric soc ial worker who made a.11 the 

contacts was known to them . 
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However, this c onsistency does have a specific disadva n­

tage as jt i mmedia t ely intr oduces a persona l bias into the 

study, although attempts have been made to keep them in check . 

This criticism may alsc be l eve lle d at the somewhat arb itrary 

categor ies of the data and for thi s reason, a n attempt was 

made t o define those categories which we r e not mutually 

exclusive. The element of human error in the synthes izing 

of the material is also ac knowledged. 

A further limitation of this study is the fact that a 

large portion of the samp le studied presented prior to the 

Abortion and Steriliz8tion Act of 1975. The period covered 

only coincided with the first three months of the Act. Prior 

to this, the draft Bills of 1973 and 1974 were used as guide­

lines . 
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CH/\PTER 8 

RESULTS G~l~ED FRQl-1 INTTIAL P~~.ESE~TATION 

During the period 1/2/74 - 31/5/75 a total of 197 women 

were see n for assessment for therape utic abortion on psychia­

tric indica tions. Of the total, 107 ( 5410) were recommended 

for termination of pregnancy and 90 (46%) were refused thera­

peutic aborti on . 

TABLE 1 

HISTOGRAM SHOWING THE TOTAL 1,,T(JMBim OF REFERRALS 

FOR THE PERIOD 1/2/74 - 31/5/75 

J_ 6 16 16 

13 

10 
8 8 8 

5 

30 

21 

9 

Feb Mar Apr May June July Aug Sep Oct Nov Dec Jan Feb Mar Apr May 

\! 
. Act 2/75 



20 

15 

10 

5 

0 

TABLE 2 

GRAPH SHOWING THE NUTfil3ER OP PA'i1IEJITTS RECOMMEND.E!D 
AND NOT RECOMMENDED FOR '11HERA.PEUTIC .h.BOR'.I'I0lif 

OVER THE PERIOD 1/2/74 - 31/5/ 75 

~~ Recommended 

~ Not Recommended 
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------------------------------------• Feb Mar Apr May June July Aug Sep Oct Nov Dec Jan Feb Mar Apr May 

'P$YGHIAIRI.C!__DATA 

The follo~ing tables present the 'psychiatric' data re-
ferred to in hypothesis number one in Chapter 6. Two 
tables are given for each variable. The first presents the 
total sample, Sample A, the second, Sample B, those remaining 
after 29 cases are excluded on account of rape or mental re­
tardation (note that these also come under the rubric of the 
Immorality Act 23/57). Two groups are presented - those 
recommended and those not recommended - the total remaining 
constant. The figures in the columns indicate the number of 
persons in each group in whom this variable was identified. 
Chi-square, degrees of freedom and probability values are 
shown either on the right hand side or underneath. 
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Term Gn 
i----~-D_a_t_a~~~-....__il07 )~ 

r Not T;;;~,· T-;tal ( ~-2 
_J ' df 1) 

_Q_p __ ( 9 Q_)__J_J.19-7.} --A.---+---i- --

Disrupted fe.mily 
background 

Family history of 
psychiatric care 

41 

29 

33 74 

25 54 

0,0056 1 JITS 

0,011 1 NS 

The presence of a disrupted family background or family his­

tory of psychiatric care were both found to be not significant 

in relation to the decisions made i~ the total sample. 
SAMPLE B 

Data Term Gp Not 1rerm Total .-2 df 107 Gp (90) 197 
.J... p 

-------
Disrupt8d family 

33 29 62 0,357 1 NS background 

Family history of 

~-
23 48 0,072 1 NS psychiatric care 

Again, the presence of either a disrupted family background 

and a family history of psychiatric care did not affect the 

decision significantly when the rape and mentally retarded 

cases were removed. 

Data 

Illegitimate, 
adopted, fostered 
child 

Behaviour/academic 
diff"icul ties a·t school 

Poor socializing 
ability 

TABLE. 4 

SAMPLE A 

I Term Gp I Not Term 
Gp 

5 5 

25 18 

46 26 
. ·-

Total x2 df I p 

10 0,079 1 NS 

43 0,324 1 NS 

72 3,605 I 1 NS 
I r 



14.0 

There was found to be no siga i fi caa t dif fe rence be tween the 

two groups - recomm2nded fo r termination a nd not recommended 

for termination - in r e l a tion t o the tota l sample when the 

three variables illegitimatej a dopt e d or fos t ere d child, 

academic/behaviour difficult i e s at schoo l and poor socializ­

ing ability were submit t ed to statis t ica l analysis. 

SA MPLE B 

1 l " 
Data Term Gp ' 

Uot Term Total x2 df p 
I ~ . 

Illegitimate, 
. adop t ed, fost ered 3 5 8 0,107 l l'TS 
child 

Behaviour/academic 14 16 30 I 1,116 1 NS difficulties at school 

I 
Poor socializing 27 24 51 0,191 1 NS ability 

r 

The three variables were not influenced by the expulsion of the 

rape and mental retardation cases. 

Work Record 

Broken word 
Stable work 

TABLE 5 

.SIGNI F ICANCE OF WORK REC_ORJ) 

SAMPLE A 

Te:cm Gp Not Term 

record 12 11 
record 55 55 

Still studying 40 24 - ----
TOTAL 107 90 

x2 = 2,595 (2df); NS 

Gp Total 

23 
110 

64 

197 

No significant difference was found between the two groups -

terminated and not terminated~ in relation to the va riable 

of work record in the total sample. 



SIG-NIF.1.Q!'.NC~ OF WORK RECORD 

SAMPLE B 

1-
--------- --===l======·=====~~N-l-·Jt_T_e_rm--G-p--.--~ Work Record ~:er:m Gp 

Broken work record 25 22 7 

Stable work rec ord 49 52 101 I 
===S=t-1_· :_.,_-::1.~n:=:=·U=d=y=i=n=g====---+-1-::~8~·:_,-_- ---'-.l==~---:-·:-------12_6: :=1 

? x- = 0 ,456 (2df) ; NS 

The factor of work performance remained not significant in 

the sample of 168. 

TABLE 6 

SAMPLE A 

Data Term Gp Not Term Total. x2 di' p 
Gp 

47 31 1~~ 1,837 1~J .• 
Poor self image 

A poor self image was found to be a not significant variable 

between the two groups in the total sample. 

Data Term Gp 

.Poor seli' image 32 

Not Term 
Gp 

30 

Total 

62 

x2 df p 

0,077 1 NS 

In the modified sample of 168, the variable poor self image 

remained not significant. 

Data 

Previous psychia-
tric treatment 

Previous suicide 
attempt 

Term Gp 

13 

9 

TABJ_J:; 7 
SAMPLE A 

Net Term 
Gp 

18 

6 

Total x2 df p 

·--·-----
31 2,272 1 NS 

15 0,211 1 NS 



142 

There was found to be no significaat difference between the 

t wo groups in relation t o the variables previous psychiatr ic 

treatment and previou.s suicide at t empt. However, it i s of 

interest to note that a total of 31 patients (18 not recomm•w 

ended ) had received previous psychiatric treatment and tha t 

a total of 15 patients (6 were re fused termination) had made 

a previous suicide attempt . 

SA1,f.PLE J3 

r 
~- - I Not Term x2 I Data Term Gp Gp Total df p 

-
Previous psychia-

9 16 25 1,528 1 NS 
tric treatment 

Prev-ious suicide 
8 6 14 0,106 1 NS 

attempt 

In the sample of 168 both variab les remained not significant. 

Data Term Gp 

Threats of suicide 16 if r efused 
Threats of ill egal 
abortion if 19 
refused 

TABLE 8 

SAMPLE A 

Not Term 
Gp 

14 

Total 
r 

x2 

I 

30 I o, 013 

--~:_4 ___ ±4 

l df p 

·-

1 NS 

1 NS 

Althou gh there was no significance between the t wo groups in 

relation to the variables of thre~tening suicide or illegal 

abortion if r efused, a total of 30 pat ients threatened 

suicide and 43 patients threatened illegal abortion. 

SAMPLE B 

Data. Te:rm Gp Not Term I Total x2 df p 
Gn 

Threats of suicide 16 13 29 0~22 9 if refused 1 NS 

Threats of illegal 
abortion if 19 23 42 0,198 l NS 
refused 



1.43 

In the sample of 168 patients, both of the above va riables 

were again not significant. 

Data Term Gp 

@erred f'or 
ychiatric 17 
eatmant 

TABLE 9 

SA...1\rP LE A 

Not Term 
Gp 

5 

Total x2 df p 

22 5,260 1 <" o, 02 5 

There was a significant difference between the two groups in 

relation to the variable, referred for psychiatric treatment) 

with more patients falling within the termination group. 

SAMPLE B 

-
Data '.l.'erm Gp Not Term Total x2 df p 

Gp 

Referred for 
psychiatric 15 5 20 4,844 1 <'O, 027 
treatment 

There was still a significa nt difference ~etween the two groups 

in the amended sample with t of the patients remaining in the 

termination group. 

TABLE 10 

Documented previous and/or 
cuz·rent psychiatric disorder 

26 
Terminated 

terminated 

Newly diagnosed lO 

10 

7 

Referred for 
psychiatric · 
follow-up 

Attended 191 
Did not 
attend 3 

---·--1 

Total - 22 



Table 10 illustrates the outcome of the abortion decision of 

the identified psychiatric patient s (excluding those who were 

mentally retarded). Of note is the fact that 2/3rds of those 

with documented p~evious and/or current psychiatric di sorder 

were not terminated, while all those with newly diagnosed 

psychiatric disorde r were terminated. 

The diagnosis of the 31 patients who had received previous 

psychiatric treatment covered all the major diagn ostic cate-· 

gories: 

le Mentally retarded (5) (4. recommended) 

2. Neurotic depression ( 8) (2 recommended) 

3. Personality disorder ( 10) ·(4 recommended) 

4. Psychosis (3) (3 recommended) 

5. Adolescent turmoil (5) (0 recommended) 

Diagnostic categories of those patients newly diagnosed 

as having psychiatric disorder included: 

1. Mentally retarded (2) 

2. Neurotic depression (7) 

3. Personality disorder (3) 

(2 recommended) 

(7 recommen ded) 

'( 3 recommended) 

Diagnostic categories of the total number of patients (27) 

referred on for psychiatric treatment, including those newly 

diagnosed and those with previous documented and/or current 

psychiatric disorder, were as follows: 

1. Mentally retarded (5) (4 recommended) 

2. Neurotic depression (8) (7 recommended) 

3. Personality disorder (8) (S recommended) 

4. Psychosis (3) (3 recommended) 

s. Adolescent turmoil (3) (0 recommended) 

TA:SLE 11 

~ess 

Data Term Gp Not Term Gp Total 
(107) (90) (197) 

than 50 
I 4 0 I 4 

I IQ 50 but less than 80 I 10 1 Lll l - ·-- - . ---
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All t hose patients wi th moderate or severe me ntal retardation 

were psychologica l l y t e sted a nd with on e exce pti on , a ll were 

recomme nded f or therapeut i c a bort ion . 

1 PSYCliQ.-SOCIAL 1 ~ 

The followin g tables pre se nt the 'p sycho-socia l' dat a 

refer r ed to in hypothe sis number two in Chapter 6 . 

TABLE 1 2 - -----
SIGNIFICANCE OF AGE 

SA:iVIPLE A 

-- - - ·---
Age Term Gp Not Term Gp Total 

Under 16 years 16 0 16 

16 years but under 21 years 28 28 56 

21 y ears but U..'1der 30 ye ar s 38 51 89 

30 years but u...YJ.der 39 ye ars 21 9 30 

39 y ears and above 4 2 6 

TOTAL 107 90 197 

x2 = 18,098 (4df'); p~,005 

The significa nce of the age distribution appears to be 

accounted for by the fact that all those under the age cf 16 

years were recommended for therapeutic abortion and by the 

fact ~hat more of those over the age of 30 years fell in the 

termination a s opposed to not t e rmination group. 

SIGNIJfICAJ-JCE OF AC-E 

SAI,f.PLE :3 

Age Term Gp N"ot Term Gp Tot al 
-·--· 

Under 14 years 2 0 2 
14 year·s b-1,lt under 1 6 years 6 0 6 
16 years bnt ,mdcr 18 years 11 9 20 
18 yea.:r·s but 1m<J.e:r.· 21 ye~rs 9 19 28 
21 years 

. _,_ 
f.)1J.1, under 30 yeaI'S 34 47 81 

30 yea:rs but un.der 39 years 17 8 25 
39 J'ears and above 4 2 6 - ---· - -- ------

TOTAL I 83 85 L16~ . 
x2 -· 17, 74 3 ( 6df ) ; p<:.0 , 0069 

. 
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The a bove tab le shows t h e s i gnificance of age a f t er r emoving 

29 cases of rape or menta l re t ardation . Note t hat in girls 

under the a ge of 18 year s, in approximat e l y 2/3rds termina t i on 

W!CJS recommen ded , which in c ludes all unde r the age of 16 ye ars. 

TABLE 1 3 

SIGNI F I CANCE OF ETHNIC GROUP 

SAMPLE A 

Et hnic Group I Ter m Gp Not Term Gp ~---- - - ~:------+--
White 

Coloured 

Other 

57 

45 

5 

73 

16 

1 

Total 

J. 3 0 

61 

6 

~-T_A_L ____ -+ __ l_0_7 _ __..... ____ 9_0 _______ l_9_7 __ 

x2 ::: 17,082 (2df); p~, 001 

The significance between the termination and not termination 

group appears to be accounted for by the fact that there were 

larger numbers of Coloured patients recomme nded for termina­

tion, but note in the modified sample, once pa tients had been 

excluded on account of rape And mental retardation, there 

was no significant difference - see T8ble 13, Sample B. Approxi­

mately 2/3rds of all patients presenting were White. 

SIGNIFICANCE OF ETHNIC GROUP 

SAMPLE B 

Ethnic Group Term Gp l Not Term I 

White 54 70 

Coloured 26 14 
Other 3 1 

TOTAL 83 85 

x2 - 6,975 (2c.f ); NS. 

Gp Total 

124 

40 

4 

168 



SIGNIFICANCE OF SOCIAL-,ECONOiYIIC CLASS 

SAMPJiE A 

----
Social-Econ omic Class Term Gp Not Tenn Gp 

Social class T 0 0 .,_ 

Social class II 13 14 

Social class III 40 39 
Social class IV 22 21 

Social class V a..."'ld VI 32 16 

TOTAL 107 90 

X2 = 3,198 (3 df ): NS . 

147 

Tot:l ~ 

27 

79 

43 

46 

197 

Social-economic cl~ss was found to be not significant in the 

total sample. Most patients came from the middle and 

working class population. 

SIGNIFICANCE OF SOCIAL-ECONOMIC CIJ~ss 

SAMPLE B 

Social-Economic Class Term Gp Not Term Gp 

Social class I 0 0 
Social class II 13 14 
Social class III 36 37 
Social class IV 18 19 
Social class V 14 13 
Social class VI 2 2 

TOTAL 83 85 

x2 
= 0,999 (4df); NS. 

Total 

0 

27 

73 

37 

27 

4 
·-

168 

Social-economic class distribution was similar in the amended 
sample. 



SIGNI:B'ICANCE 01!1 MARITAL S':l1A'.f•US 

SAMPLE A 

Marital Status ~'erm Gp Not Term Gp 

Unmarried 

Married 

Other 

TOTAL 

73 
25 

9 

107 

2 
X ::: 1,777 (2d1 ): NS 

69 
16 

5 

90 

Total 

142 

41 

14 

197 

148 

Although the total sample was weighted by a large number of 

unmarried women, the numbe rs of those re~ornmended were 

fairly evenly distributed between the two groups. This was 

also shown in Sample B below where, in addition, the 

marital status was more closely analyzed. 

SIGNIFICANCE OF MARITAL STATUS 

SAMP LE B 

Marital Status Term Gp Not Term Gp Total 

Unmarried 52 65 117 

Married 23 15 38 

Divorced 5 4 9 

Separated 3 1 4 

TGTAL 83 85 168 

x2 ::: 4,216 ( 3df') . NSo t 

':CAB LE 16 

SIGNIFICA}JC E OF PARITY 

SAMP LE A 

Parity Term Gp Not Term Gp Total 

NulJ.j.parous 75 64 139 
Less t han 4 
children 

c'.'lildren I 15 22 37 

4 or more 17 4 21 

TOTAL 107 90 197 
-
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x2
::: s,s41 (2af) ; p<o,025 

The signific~nce of the variable, parity, appears to be 

accounted for by recommendat ion for termination being made in 

women with four or more children. This i s also a feature of 

S::imple B - in fact, all women who already had six children 

were recommended for termination. 

Pe.:city 

1ifv.lliparous 

Less than 4 
children 

4 but less tha~ 

SIGNTB'ICANCE 01'1 PARITY 

SAMPLE B 

Term Gp 

54 

14 

7 

~':L'erm Gp 

I 60 

22 

3 
6 children 

childr·et 6 or more 8 0 

TOTAL 83 85 _, 
2 

11,671 (3df) p<O, 0086 X = f 

TABLE 17 

SIGNIFICANCE OF EDUCATIONAL LEVEL 

S.AiVIJ?LE A 

------------------------
Educational 

Level 

No education ) 
Primary school) 

High school 

Matriculation 

University 

TOTAL 

x2 = 

Term Gp 

26 

50 

21 

10 

107 

8,186 

not Term Gp 

(3df') ; 

9 

54 
15 

12 

90 

p~0,05 

Total 

114 

36 

10 

8 

168 

35 

104 

36 
22 

197 

More patients with little or ao education were referred for 

termination. This included the mentally retarded , since when 

provision is made to exclude the se patients, a s well as those 

who had been rape victims, no significant diff c,rence between 

the two groups w~s found (see SAmp le B). 



SIGNIFICANCE OF EDUCATIONAL LEVEL 

SAMPLE B 

Educational Term Gp Not Term Gp 
Level 

No· education 1 0 

Primary school 9 8 

High school 43 51 

Matriculation 20 14 

University 10 12 

TOTAL 83 85 

x2 = 2,956 (4df) ; NS . 

TABLE 18 

SAMPLE A 

Data Term Gp Not Term Total Gp 

Previous sexual 
31 44 75 partner (s) 

Previous illegitimate 
5 10 15 births 

Previous termination 7 4 11 

Total 

1 

17 

94 

34 

22 

168 

x2 

8,224 

2, 880 

0,407 

150 

df p 

1 .C:::. o, 005 

1 NS 

1 NS 

In the tot al sample, more patients who ha d had previous sexua l 

partner(s) fell into the group not recommended for termina­

tion. Previous illegitimate bi.rths Bnd previou s terminations 

were not significant. These features were Bgain reflected 
in s~mple B. 

SAMPLE B 

Data Term Gp Not Term Total x2 df p 
Gp . 

Previous sexual 27 43 70 4?915 1 .::::. o, 02 6 partner(s ) 

Previous illegitimate 
5 10 15 2,481 1 NS births 

Previous t ermination 7 4 11 0,044 l NS 

·-

·-



TABLE 19 

SIGNI F ICANCE OF THE RELATIONSHIP WI'rH 

THE RE YtJTED 1i1AJ:HER 

SAMPLE A 

.------·--------··- ---·----·-·----

151 

Torm Gp Not Term Gp Total Type of Relationship 

Rape 
--~-~-~-~~----i-------

Promiscuous relationship 

Longstanding relationship 

TOTAL 

14 

22 

71 

107 

4 

7 

79 

90 

x2 
= 12,365 (2df) ; p~o,005 

18 

29 

1 5 0 

197 

This table illustrates the fact that %. of those \vho admitted 

that the pregnancy w~s the product of rape or a promiscuous 

relationship, were recommended for terminatioD. 

Data 

TABLE 20 

SAMPLE A 

Term Gp Not Term 
Gp Total x2 df :p 

Parental :involvement 49 __ 2_s ____ ~-~7-7~_.__3_,_s_3_1_._~1~. 

It is of interest that in just under a half of the total 

sample, parents were involved. 

SAMPLE B 

Data Term Gp Total X df P Not Term 2 1B 
_P_a_r_e_n_t_a_l_in-.v-ol_v_e_m_e_.n_t ____ 3_2_-.1---:-;---1---59--.1-0-, 57.-7_.__1 

1 

NS 

The amended sample showed a similar result. 



TABLE 21 

SIGNIFICANCE OF SUPPORT FROM 
TH"E MALE PARTI{ER 

SAMPLE A 

Support from Par t ner T e:rm GP Not Term 
-

Supportive 37 4-6 

Not supportiye 26 25 

No male partner 44 19 

TOTAL 107 90 
--

2 20 (2df) p.c::0,01,, X = 9, 5 ; 

152 

------J 

Gp Total I 
----

83 

51 

63 

-197j 

'Support from male partner' wa s found to be a significant 

feature in that more patients without a male partaer were 

recommended for termination; this seems to be influenced by 

those who were excluded from SAmple B below. 

SIGNIFICANCE OF SUPPORT FROM 
THE WiALE PARTNER 

SAMPLE B 

Support from Partner Term Gp Not Term Gp 

Supportiye 

Not supportive 

No male partner 

TOTAL 

35 
26 

22 

83 

2 X = 3,590 (2 df ); NS . 

47 
24 

14 

85 

Total 

82 

50 

36 

168 

The following results are concerned with the attitudes 

held towards - the pre gnancy and/or abortion, as well as be­

haviour related to these attitudes. Thes~ results are 

specifically concerned with hypothesis number three. 



TABLE 22 

SIGNIFICANCE 0]' USE OF CONTRACE P T ION 

SAlVIPLE B 

-··-·-·--·-----·----·---------,,---------I 
Us e of Contraception 

Never us ed contraception 

Used previous l;r and given up 

Fail e d contraception 

TOTAL 

I 

I 
Term 

48 

16 

19 

83 

Gp Not Term Gp 

47 
14 

24 

85 

153 

Total 

95 

30 

43 

168 
._ ______ , __________ ..._ _____ .--J'-----------·------' 

x2 
= o, 70 (2d f); NS. 

Omitting the rape and mentally retarded cases the variab le, 

the use of contraception, was not a ·significant influencing 

factor. 

TABLE 23 

SIGNIFICANCE 01!1 GESTATIONAL PER IOD 
J\.T PRESE NTAT ION 

Length of Pregnancy 

Less than 8 weeks 

8 but less than 12 weeks 

12 but less than 16 weeks 

16 but less than 20 weeks 

20 weeks and more 

TOTAL 

SAMPLE A 

Term Gp 

14 

64 

15 

9 

5 

107 

x2 
= 5s800 (4df ); NS o 

Not Term Gp 

10 

42 

18 

10 

10 

90 

Total 

24 

106 

33 

19 

15 

197 

In the total sample, gestational period at the time of pre­

sentation did not appear to be significantly different between 

the two groups. However, it should be noted that in preg­

nancies of over 12 weeks , fewer patients were recommended 

for termination. 



SIGNIFICANCE OF GESTATIOIJAL PERIOD 
AT PRESENTATION 

SAMPLE B 

~L_en __ g_th __ o_f __ Pr~e_g_~_a_n_c_y ___ ~--~l~ __ T_e_rm Gp 

Less than 8 weeks 

8 but less than 12 weeks 

12 but less than 16 weeks 

16 but less than 20 weeks 

20 weeks and more 

TOTAL 

13 

51 
11 

7 

1 

83 

Hot Term Gp ---------
10 

42 

16 

8 

9 

85 

x2 
= 8,632 (4df); NS., 

154 

Total 1 
23 

93 

27 

15 

10 

168 

In the amended S:::imple B the variable remained not significant. 

TABLE 24 

SAMPLE A 

Attitude Towards Term Gp N ot Term 
the Pregnancy Gp 

Ambivalent 15 39 

Accepting 22 32 

Denial of feelings 25 9 

Total 

54 

54 

34 

x2 

21,112 

5,524 

6,114 

d:f p 

1 ,.:;,, o, 001 

1 C:::. o, 02 

1 <:. o, 085 

The variables, ambivalence, acceptance and denial of feelings, 

were all found to be significant. Ambivalence about and 

acceptance of the pregnancy were more common in the group not 

recommended, while denial of feelings was more characteristic 

of those recommended for termination. 

SAMPLE B 

Attitude Towards Term Gp N ot Term Total x2 df p 
the Pregnancy Gp 

Am.bivalent 13 37 50 14,295 1 .c::::.o, 0002 

Accepting 21 31 52 o, 921 1 NS 

Denial of feelings 13 8 21 0,983 1 NS 
··---

In the corrected sample, ambivalence remained significant, 

while acceptance :1nd denial of feelings were f ound to be not 

significant. 



Attitude Towards I. 
~e Pregnancy I 

Angry 

Guilty 

Hv.rt 

Term Gp 

31 

50 

26 

TABLE 25 

SAMPLE A 

24 

43 

19 

T.otal 

55 

93 

45 

x2 

0,129 

0,021 

0,281 

df 

1 

1 

1 

155 

p 

us 
NS 

NS 

Feelings of anger, guilt and hurt were all not significant 

in the total sample , as also found in S~mple B. 

SAMPLE B 

-Attitude Towards 
-, 

x2 
the Pregna..n.cy Term Gp Not Term Gp Total d:f p 

lmgry 24 25 49 0,009 1 NS 

Guilty 44 42 86 0,097 1 NS 

Hurt 22 20 42 0,071 1 NS 

In summary, there was found to be a significant differ­

ence between the two groups - terminated and not terminated -

in the total sample, with the following variables: 

1. 
2. 
3. 
4. 
s .. 
6. 

7. 
8. 
9. 

10. 

Age 

Ethnic group 

Parity 

Educational level 

Previous sexual partner(s 

Relationship with the rep 

Referred for psychiatric 

Support from male partner 

Feelings of: ( a ) Ambiv 

(b) Accep 

Denia 1 of feelings 

) 

uted father 

treatment at assessment 

a le nee 

tance 
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Discrimin@LAna lysi§.. 

The discriminant analysis performed on the .initial 

presenting data showed that the chief weighting factors 

in the decisioa to terminate or not appeared to be: 

1. Referral for psychiatric treatment after the 

interview (this weighted in favour of 

termination). 

2. Evidence of ambivalence over the pregnancy 

and/or abortion (this weighted against 

termin.gt ion). 

3. More than one intimate relationship (this 

weighted against termination). 
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CHAPTER 9 

E,'.l}J~THEP RESUL~ FROM 

INITIAL __ PRESENTATION 

A. ComZ]r ison Between the Total Populations 
173 ·74 .. lf!)77,4__8nd l/3/_75-3175/75 -

During the period 1/3/74 - 31/5/74, a total of 30 patients 

were referred to the Abortion Clinic for an opinion on thera­

peutic abortion. Of the se , 20 patients were recommended and 

10 were not recommen ded. During the same period a year later, 

i.e. 1/3/75 - 31/5/75, durin g the first three months of the 

implementation of the Abortion and Sterilization Act 2/75, a 

total of 60 patients were referred, 27 patients were re­
commended for therapeutic abortion and 33 were refused. 

Variables mentioned in Chapter 8 were, in the early and late 

groups, submitted to statistical analysis to see if there was 
a significant difference. The fallowing tables set out some 

of these results. Variables are given in the same order as 

in the previous chapter. 

TAJ3LE 26 

Data 1 5 74 1 3 75-31/5/75 x2 df ;-1 (60) 

Disrupted family 
7 21 1,270 1 NS backgrou.l1d 

Family history of 
7 17 0,255 , N"S psychiatric ca1"'e .J.. 

TAJ3LE 27 

Data 1/3/74-31/5/74 1/3/75-31/5/75 x2 df p 
(30) ( 60 ) 

Illegitimate, 
adopted or f os- 0 1 
tered child 
Behaviour/acade-
mic diff'icul ties 8 12 0,514 1 NS 
at school 
Poor socializing 

11 20 0,09s 1 NS abili.ty 
-



Work Re cord 

Broken work record 

Stable work record 

( Still studying 

TABLE 28 

SIGNIFICANCE OF WORK RECORTI 

158 

I 1/3/74-31/ 5/74 (30) 1/3/75-31/5/75 ( 60 ) 

7 ~ _, 

14 35 

9 22 ) 

x2 :: 6,217 (ldf ); p <.'.O, 02 

Note tha t those who were still studying are included in the 

table, but were not used in the statistical analysis. The 

significance here appears to be accounted for by the large 

number with a stable work record in the second sample for 

termination in the 1/3/75 - 31/5/75 period. 

TABLE 2 9 

Data 1/3/74-31/5/74 1 / 3/75-31/5/ 75 x2 df p 
(30) 60 ) 

Poor self image 11 20 0,098 ~~J 
TABLE 3 0 

1/3/74-31/5/ 74 1 3 x2 a.f ;i Data (30) 
Previous ·psychi-

3 9 0,432 1 

1:, a,tric treatment 

Previous sui- 1 6 cide attempt 

No statistical analysis was performed on the variable, pre­
vious suicide attempt, due to the small numbers. 

TABLE 31 

Data 1/3/74-31/5/74 1 /3/75-31/5/75 x2 

~ (30) {60} 
Threats of sui- 3 14 2~320 1 NS cide if' refused 

Threats of il- I 
legal abortion 10 8 5,0.:J 1 I <: 0,05 
i f refused 
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TA BLE 32 

Data 1/3/74-31/5/7~-
(30 ) 

1/3/75-31/5/75 x2 
1 60 

df 

Referred for 
psychiatric 4 4 1,097 1 

treatment 

~·A 

SIGIHFIC AWCE OF AGE 

Age 1/ 3/ 74-31/5/74 (30) r 1/ 3/75- 31/5/75 

Under 18 years 

18 years but ur..der 

21 years but under 

30 years and abov-e 

Ethnic Group 

Vlhite 

Black 

21 years 

30 years 

x2 = 1,24 .5 

BLE TA 

7 

5 

12 

6 

(3df); NS . 

34 

SIGNIFICANC E OF ETHlHC GROUP 

I 

1/3/ 74-31/ 5/74 (30) 1/3/75- 31/5/75 

19 
11 

x2 = 2,3 

TA 

01 (ldf); NS . 

BLE 35 

4'/ 

13 

SIGNIFICANCE OF I SOCIAL ECONOMIC CLASS 

9 

9 
30 

12 

( 60) 

J 

p 

NS 

( 60 ) 

Social Economic Class I 1/3/74 -31/5/74 (:30) 1/ 3/ 75-31/5/75 ( 60 ) 

Social class II 3 10 

Social claGs III 15 24 

Social class IV 3 15 

Social class V and VI 9 11 

2 
X = 4,55 1 (3clf ); NS. 
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TABLE 36 

SIGNIFICANCE OF l'f.1.ARITAL STATUS 

] Ma:ri tal Status - 1/3/74-31/5/74 (30) 1/3/75-31/5/75 ( 60) 

Unmar~ied 24 39 

Married l 6 
Separated/ divorced j 

x2 
= 2,142 (ldf); NS~ 

TABLE 31 

SIGNI:B'ICAJITCE OF PARITY 

21 

Parity 1/3/74- 31/5/74 (3 o) 1/3/75-31/5/75 (60) 

lif1.i.lliparous 24 

One or more 6 
children 

x2 = 1,730 (1 

TABLE 3 

SIGNIFICANCE OF EDUC 

Educational Level 

No education l 
Primary school 

High school 

Matriculation 

University 

1/3/74-31/5/7 

4 

16 

5 

5 

x2 == 0,502 (3 

TABLE 3 

Data 1/3/74-31/5/74 
(30) 

Previous sexual 14 
partner(s) 
Previous illegi-· 3 timate births 
Previous 3 termj.nation 

40 

20 

df); NS. 

8 

Nl.'IONAL LEVEL 

4 (30) 1/3/75-31/5/75 

8 

33 

12 

7 

df); NS. 

9 

11,115-31/5/75 T 
60 

x2 

19 1,937 

3 0,803 

0 

(60) 

df 

1 

1 

p 

NS 

NS 
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Note that no statistical analysis was perf ormed on the last 

variable due to the small numbers. 

TABLE 40 

SIGNIFICANCE OF T£IE RFLA~I01'TSHIP 
WITH REPUTED FATHER 

Type of Relationship 
-------------

1/3/74-31/ 5/ 74 1/3/ 75-31/5/75 
(30)~~+--~~,_6_0...__~-4 

(nape 

Promiscuous relationship 

Longsta."l'lding relatio:r:,.sM.p 

4 

7 

19 

x2 
= 2 7 003 (ldf); NS 

3 
8 

49 

) 

Note that cases of rape were omi t ted from the sta t istical 

analysis . 

Data 

Parental 
involvement 

1/3/74-31/5/74 
(30) 

13 

1/3/75-31/5/75 
(60) 

23 . 

TABLE 42 

SIGNIFICANCE OF SUPPORT FROlVI 
JlfiALE PARTNER 

x2 df p 

0 1 208 1 NS 

Support from Partner 1/3/74-31/5/74 (30) l/3/75-31/5/75 (60) 

Supportive 11 31 

Not supportive 3 18 

No male partner 16 11 

x2 = 12,559 (2df); p< o, 01 

The signific~nce of this vari~ble may be accounted for by the 

larger number of those with supportive part ners in the second 

sample. 
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TABLE 43 

SIGNIFICANCE OF USE OF CONTRACEP.HON 

Use of Contraception 1/3/74-31/5/74 -,-1/3/75-31/5/75 

Never used contracep tion 

Used previously and given up 

Failed contraception 

(Rape 

Ment ally retarded 

30 60 

18 

2 

4 

4 
2 

26 

11 

16 

3 

4 

J?- = 4,618 (2df); NS 

) 

Note that cases of rape and mental retardation were omitted 

from statistical analysis. 

TABLE 44 

SIGNIF ICPJTCE OF GESTATIONAL PERIOD 
AT PRESENTATION 

Length o:f the Pregnancy I 1/3/74-31/ 5/74 
30 

Less than 12 weeks 

12 or more weeks 

23 

7 

x2 __ o,676 (ldf); NS 

TABLE 45 

l/3/75-31/5/75 
(60 

41 

19 

Attitude towards 1/3/74-31/5/74 1/3/75-31/5/75 J?- df 
the Prernancy (30) (60) 

.Ambivalent 11 19 0,224 1 

p 

NS 

Accepting 10 9 4,036 1 ~ 0,05 

Denial of feelings 8 7 3,2 39 1 NS 

Angry 12 14 2,704 1 NS 

Guilty 18 25 2,694 1 NS 

Hurt 8 11 0,833 l NS 
-

More patients were found to be accepting of thei r pregnancy 

during the period 1/3/74 - 31/5/74. This would explain the 

significance level of this variable. 
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B. gomparison between the De c is ion s made in the Two 
EQQL1 lc1 ti on G r~ID.}.J. l4-::3 iLS / i4-~]]3Tf.s-=N5/ 7 5 • 

V~riables in the early and late groups were examined 

statistically to see if there was A significant difference in 

the decisions made with regard to therapeutic aborti on over 

the two periods, 1/3/74 - 31/5/74 a nd 1/3/75 - 31/5/75. The 

following tables set out some of the results. 

TABLE 46 

SIGUIFICANCE 01!1 TOTAL DECISIONS :MADE 

Decision 

Recommended 

Not recqmmended 

TOTAL 

1/3/74-31 /5/74 30 1/3/75-31/~75 
20 

10 

30 

x2 = 3,762 (ldf ); NS 

TABLE 47 

27 

33 

60 

SIG-lHF:CCANCE OF DISRUPI'ED FAMILY BACKGROUND 

60 

1/3/74-31/5/74 (30 ) 1/3/75-31/5/75 (60) ----------------...! 
Term Not Term Term 

t-------'-------4-

Present 
Absent 

TOTAL 

3 
17 

20 

4 
6 

10 

11 
16 

27 

x
2 = s,031 (3d:f ); pc::.0,05 

Not Term 

10 
23 

33 

The significance here mBy be Accounted for by the fact that 

a larger number of patients with a disrupted family back­

ground were terminated in the 18ter sample. 

TABLE 48 

SIGNIFICAUCE OF A FAMILY HIST ORY ---OF PSYCHIATRIC CAF..E 

1/3/74-31/5/74 (30 ) 1/3/75-3'.l./5/75 (60) 
Term 1 N o-t; '.I.'erm-~--T-e_rm _ ___,_ ___ l_if_o t_T_e_rm~ 

Present 4 l 
Absent 16 
TOTAL-_· ~~+,~2-0~-- -~-

--

3 
7 

10 

8 

19 

27 

9 
24 

33 



z?- = 4,402 (3df ); NS 

TABLE 49 

164. 

SIGNIF ICANCE OF POOR SOCIALIZilfG ABILITY 

Present 

Absent 

TOTAL 

Present 

Absent 

TOTAL 

Age 

Under 21 years 

1/3/74-31/5/74 (30 ) 1/ 3/75-31/5/75 (60) 

Term Not Term Term Not Term 

10 1 10 10 

10 9 17 23 I -
20 10 27 33 l 
x2 

= 5s966 (3df ); NS 

TABLE 50 

SIGNIFICANCE OF A POOR SELF TI/I.AGE 

1/3/ 74-31/5/74 (30) 
Term Not Term 

8 3 

12 7 

20 10 

x2 = 3,788 (3df); NS 

TABLE 51 

SIGNIFICANCE OF AGE 

1/3/74-31/5/74 (30) 
Term Not Term 

10 2 

-1f.l/75-31/5/75 ~60) 
Term Not Te:rm 

11 9 

16 24 

27 33 

1/3/75-31/5/75 J.§Ql_ 
Term Not Term 

8 10 
21 years and above 10 8 19 23 

TOTAL 20 10 27 33 

x2 = 6,307 (3df ); NS 
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TABLE 52 

SIGNIJHCANCE OF ETifNIC GROUP 

I Etb . G-roup 1/3/74-31 / 5/74 (30) 1/3/75-31/5/75 (60) ,, _n2c ·--Term Not Term Term Not Term - ,__.... 

White 13 6 17 30 

Black 
.L 

7 4 10 3 

TOTAL __ J 20 10 27 33 

More White patients were refused termination in the second 

sample, which appears to account for the significance level. 

TABLE 53 

SIGNIFICANCE OF SOCIAL EC ONOMIC . CLASS 

Social Economic 
Class 

1/3/74-31/5/74 (30) 
Term Not Term 

1/3/75-31/5/75 (~o) 
Term Iifot Term ---------------

Social classes 
I, II a.."11.d III 

Social classes 
IV, V and VI 

TOTAL 

Marital Status 

Unmarried 

Married , divorced 
or separated 

TOTAL 

12 6 15 

8 4 12 

20 27 

x2 
= 3,879 (3df); NS 

TABLE 54 

SIGNI FICANCE OF MAR I TAL STATUS 

19 

14 

1/3/74-31/5/74 (30) 1/3/75-31/5/75 (60) 
Term 

18 

, 2 

20 

_2 
r · = 

Not T~rm 

6 

4 

10 

Term 

14 

13 

27 

J.2,988 (3df ); p<.0,01 

Not Term 

25 

8 

33 

The significance here may be accounted for by the fact that 

more unmarried patients fall within the not termination 

group and more marr ied, divorced or separated patien ts fall 

in the rec ommended gr · ·up of t he second period. 
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SI GNIFICA!1WE OF EDUCATIONAL LEVEL 

-

Educat i onal Level 1/3/ 74-31/5/74 (3 0) 1/3/7:--31/5/75 ( 60) 1 

No educ ation l 
Primary s chool 
High s chool 

Unj_versi t y 

TOTAL 

Term I Not Term 

13 7 

7 3 

20 10 

x?- = 3,778 (3df); NS 

TABLE 5§_ 

Term 

18 

9 

27 

SIGNI FICANCE OF PREVIOUS SEXUAL PARTNER (S) 

No·i; -Tei"'IIl. 

23 

10 

33 

1/3/74- 31/5/74 (30) l/3/75- 31/5/75 ( 60 ) 
~----- ------+--Term Not Terra T erm 

Present 8 6 6 

Absent 12 4 21 

TOTAL 20 10 27 

x2 = 6, 734 (3df); NS 

Not Terr ..1 l 

13 

20 

33 

Nate that Although the variable, previous sexua 1 pa rt ner ( s) 

was not statistically significant, more patients with previous 

sexual partners in the first period fell in the termination 

group, while in the second sample this w~s reversed. 

TABLE 57 

SIGNIFICANCE OP RELAT IONSHI P WI TH 
REPUTED FNi.'HER 

Type of Relationship 
1/3/74-31/5/74 (30) 1/3/75-31/5/75 (60) ---
Term Mot Term Term Not Term ---

(Rape 4 0 3 0 ) 

Promiscuous relation-
7 0 5 3 

ship 
Longstanding 

9 10 19 30 
relationship 

TOTAL 20 10 27 33 
-
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') 

X~ = 6,189 ( 3df); NS 

Note that cases of ~ape were omitted from statistical analysis. 

TABLE 58 

SIGNIFICANCE OF PARENTAL INVOLVEMENT 

__ 1;_3_1_14 ..... -_3_1.1_5_11_4_(3_0_),_!_ 1;3;15-:-31/5/75 (60) I 
___ T_e_rm _____ N_ot_T_e_rm_-t-1- Term No t Term 

"l 
Present 11 2 10 13 

Absent 9 8 17 20 

TOTAL 20 10 I 21 33 

x2 = 6,433 (3df); NS 

Although not significant, more patients whose parents were 

involved were terminc1ted in the first period, whereas this 

was reversed during the second period. 

TABLE 59 

SIGNIFICANCE OF SUPPORT FROM THE 
MALE PARTNER 

Support :from 
Partner 

1/3/74-31/5/74 (30) 1/3/75-31/5/75 (60) 

Male partner 
supportive 

Male partner noJG l 
supportive 
No male partner 

TOTAL 

Term Not Term 

5 6 

15 4 

20 10 

x2 = 61 703 (3df ); NS 

Term Not Term 

13 18 

14 15 

27 33 
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TABLE 60 

SIG1'TIFICA1HfB OF THE USE OF CONTRACEPJ: ION 

Use of Contra­
ception 

1/3/74-31/5/74 (30) 
Term Not Term 

1/3/75i31/5/75 ( 6~ 
Term Not Term ,__ ___ ___________ ,--+---,----------+--------i 

Never used contra­
ception 

U~ed previousl y and l ' 
given v.p 

Failed contraception 

(Rape 

Mentall y retarded 

TOTAL 

9 

5 

4 

2 

20 

"Y!- ; a, 109 

9 8 18 

1 13 14 

0 3 0 

0 3 1 ) 

10 27 33 

(3df); p~o, 005 

Note that cases of rape And mental retardation were omitted 

from statistical analysis. More patients with either failed 

contraception or who had used contraception previously and 

had given it up fell within the not recommended group of the 

second period. 

TABLE 61 

SIGNIFICANCE OF GESTATI01JAL PERIOD 
AT I NITIAL PRESENTATION 

Length of Pregnancy 
1/3/74-31/5/74 (30) 1/3/75-31/5/75 ( 60 ) 
Term Not Term Term 11ot 'rerm 

Under 12 weeks 18 5 19 22 

12 weeks and over 2 5 8 11 

TOTAL 20 10 27 33 

x2 = 7,403 (3df); NS 
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TABLE 62 

SIGHIFICAITCE 01!1 DENIAL OF THE PF.EGNANCY 

--,·1= (30) L ---
1/3/74-31/5/71 1/3/75-31/5/75 (60) 

-

Presen~-f 

Term Not Term Term Uot Term -
8 0 4 3 

Absent I 12 10 23 30 
. 

TOTAL l 20 10 27 33 
- · 

x2 == 8,764 (3df); p c:::.o, 05 

The significance here may be Bccounted for by the fact that 
more patients expressing feelings of denial towards the preg­

nancy fell in the termination group of the first period. 

TABLE 63 

SIGNIFIC A.NCE OF FEELINGS OF ANGER 

1-~~~~-~~~~~----~---+~~~~~-~~~~~ 

1/3/74-31/5/74 ( 30 ) 1/3/75-31/5/75 ( 60) 
Term Not Term Term Not Term 

Present 8 4 6 12: Absent 12 6 21 

TOTAL 20 10 27 33 

x2 == 6,433 (3df'); N s 

TABLE 64 

SIGNIFICANCE OF FEELINGS OF GUILT 

1/3/74-31/5/74 (30) 1/3/75-31/5/75 (60) 
Term ! Not Term Term n ot Term 

Present 11 7 11 14 
Absent 9 3 16 19 

TOTAL 20 10 27 33 

x2 == .6,670 (3df); N s 



Present 

Absent 

TOTAL 

Present 

Absent 

TOTAL 

Present 

Absent 

TOTAL 

TABLE 65 

SIGi'HFICANCE OF FEELDWS OF HURT 

1/3/74- 31/ 5/74- (30) 1/3/75-31i5/ 75 ( 60) 
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·-
Term Not Term Term Not Term 

6 2 5 6 

14 8 22 27 

20 10 27 33 

x2 = 4,705 (3df ); NS 

TABLE 66 

SIGNIFICANCE OF FEELINGS OF ACCE PrANCE 

1/3/74-31/5/74 (30) 1/ 3/ 75-31/5/? r-.3 ( 60) 
Term Not Term Te:cm N"ot '.L1erm 

3 3 3 6 

17 7 24 27 
- . 

20 10 27 33 

x2 = 4, 4 54 ( 3 df ) ; NS 

TABLE 6'[ 

SIGNIFICANCE OF F1'jELINGS OF AIVIDIVALE:i\TCE 

1/3/74-31/ 5/74 (30) l/3/75- 31/5/75 ( 60) 
Term Not Term Term Not Term 

5 6 3 16 

15 4 24 17 

20 10 27 33 

x2 = 5,816 (3df); NS 

The results shown in this chapter are of particular interes t 

as they express 2 consiste ncy in decision rraldng, even thou gh 

two distinct periods are covered - that of pr ior to a nd just 

after the passing of the Abortion and Sterilization Act 2/75. 
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CHAPTER 10 

RESULTS FROM_ FOLLQW-UP DATA . - --
A . 1'1ETHOD OF f OL_10W -UJZ 

An attempt was made to follow up all patients who had 

initially presented. Contact was made either telephoaically 

or by letter and personal appointments were made where ver 

possible. Follow-up was conducted between 12 and 18 month s 

after the patient's initial presentation for assessment. 

104 Patients were seen personally. Thirteen who lived far 

away from the hospital sent written replies expressing their 

feelings about the abortion procedure and decision made, and 

what ha d happened since the initial assessment. Twenty-two 

patients responsed to a telephonic interview, but did not 

wish to be seen personally. Collateral data was collected 

on a further 23 patients, sources being either a relative, 

friend, social agency or general practitioner. No informa ­

tion was available on 34 patients. A follow-up on 80i" of 

the original sample was achieved, despite the difficulties. 

P~tients seeking an abortion are inclined to resist enquiry 

of this kind, e.g. in some instances, up to six contacts were 

needed before a response could be elicited. 

B. RESULTS GAINED FROM OUESTIONNAIRE 
ON EMOTIONAL RESPONSES 

A total of 105 patients completed the questionnaire oil 

immediate and long-term emotional reactions relating to the 

abortion decision. The emotional responses examined were 

depression, relief, regret, embarrassment, guilt, anxiety, 

shame, fear of d i sapproval , anger, happiness, doubt, dis­

appointment in self and denial of feelings. Each patient 

completed a questionnair e on her feelings about the pregnancy 

at the time of initial presentation as she ~emembered them, 

and her presen t feelings about either the abortion or other 

fate of the pregnan cy . The f a lla bility of the retrospective 

reaction s is a pp reciated. The responses were r at ed from 
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1 - 5 according to their intensity, i.e. 1 mea ning that the 

feeling was not present at all, whereas 5 meant a consider­

able degree of that response. 

Seventy-seven of those patients who completed the 

questionnaire had obtained an abortion either legal, illegal 

or self-induced, while the remaining 28 had not. Some of 

the results of the total sample of 105 follow (raw scores 

for this data are given in Appendix L). 

(i) Long-Term Reaction :t.Q. the Abortion versus 
Long-Term Re~ction to Refusal to 
Recommend Abortion 

Comparing the two groups, there were no statistically 

significant differences in the degree of emotional reactions 

as regards depression, regret, embarrassment, guilt, anxiety, 

shame, fear of disapproval, anger, happiness, disappointment 

in self and denial of feelings. Notable differences how­

ever, . were observed in the areas of relief and doubt. 

TABLE 68 

RELIEF 

1 2 3 4 I 5 I 
Aborted 8 3 6 l;J_;J 
Not aborted 4 10 1 2 11 

x2 = 20,5ss (4df); p~o,001 

TABLE 69 

DOUET 

1 2 3 4- 5 

Aborted 54 11 5 1 6 

Not aborted 12 5 7 2 2 

2 
X = 11,22 (4df); p~0,02 

(See Appendix L for remaining tables). 



(ii) Immediate React ion y_ersus Loo.g-Terrn 
Reaction of those ~po Wt~re Abor ted 
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Comparing the responses of relief, regret, guilt, an­

~iety, shame, fear of disapproval, anger, happine s s, doubt, 

disappointment in self and denial of feelings in the immediate 

and long-term reaction to abortion in this group, no differ­

ences were found. However, depression and embarrassment 

were both found to be significantly different. 

Immediate 

Long-term 

. . 

Immediate 

I reaction 

reaction 

TABLE 70 

DEPRESSION 

l 2 

23 14 

52 14 

I 3 

15 

5 

x2 = 28, 527 ( 4df'); p.c::::.0,001 

TABLE 71 

ETv1J3.ARRASSMENT 

1 2 3 

reaction 34 14 8 

I , 
1--'~ 

I 
7 

3 

4 

9 

5 

18 

3 

5 -1., __ 

12 

Long-term. reaction 54 13 2 
_________ ..i..._, __ ..__ _ _,L-_--A. __ 2 _..__~, 

x2 
= 14,637 (4df); pL'.:.0,01 

(See Appendix L for remaining tables). 

(iii) Imm~dia te Rea ction versus Long -Term 
Reaction of those no t Terminated 

Comparing the reactions of relief, regret, embarrass­

ment, guilt, anxiety, shame , fear of disapproval, anger, 

happiness, doubt, disappointment in self and denial of 

feelings, there was no measurable significance in the 

immediate and long- term reactions to refusal of abortion. 

However, depre ss ion was found to be significant . 
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DEPRESSION 

.-- ---------·-.-----.-----.----.---·-... ----. 

Immediate reaction 

Long-term reaction 

1 

6 

20 

2 

8 

3 

x2 = 15, 611 ( 4 di') ; p < o, 01 

(See Appendix L for remaining tables). 

3 

3 

2 

. 4 

4 

0 

5 

'7 

3 

Further statistical analysis was conducted on a corrected 

sample of 97 patients, omitting those who were pregnan t as 

the result of rape. The sample was divided into those who 

had been recommended therapeutic abortion on psychiatric 

grounds and those who had not been recommended, although they 

may have subsequently obtained an abortion illegaily, abroad 

or by self-induction. Complete results are given in the 

following tables which show firstly, the immediate rea ction 

to the decision given retrospectively and secondly, the long­

term reaction ·to the decision ascertained at follow-up. 

(iv) Immediate Reaction to the Decision made, 
given RetrosQectively 

In comparing the immediate reaction of those recommended 

and those not recommended for therapeutic abortion, as given 

retrospectively, there were significant differences between 

the two groups with regard to the reactions of relief, regret, 

guilt, anxiety and happiness. 

TABLE 73 

RELIEF ---

1 2 3 4 5 To tal 

Not recommended 9 11 6 3 10 39 

Recommended 6 4 3 9 36 58 

TOTAL 15 15 9 12 46 97 

2 
X ::: 19,592 ( 4df); p..::::.,O , 0006 

-



Not recoIIIiJlended 

Recommended 

TOTAL 

Not recommended 

Recommended 

TOTAL 

N"ot recommended 

Recommended 

TOTAL 

N"ot recommended 

Recommended I 

TOTAL 

1 2 

12 7 

38 7 

50 14 

TABLE 74 

REGRET 

3 

4 
6 

10 

4 

10 

5 

15 

x2 
= 14,.418 (4df'); p~ o,0061 

1 2 

14 2 

25 13 

39 15 

TABLE 75 

GUIL'.r' 

3 

7 

4 

11 

4 

9 

5 

14 

x2 = 10,7oe (4df); p..c.0,03 

TABLE 76 

ANXIE'I.1Y 

1 2 3 4 

5 8 8 7 

21 14 12 6 

26 22 20 13 

x2 = 11,322 (4dr); p 0,02 

TA:BLE 77 

HAPPINESS 

1 2 3 4 

15 6 7 4 

7 12 8 13 

22 18 15 I 17 

x2 
= 11,292 (4df); p<o,0235 

17 5 

5 Total 

6 39 
2 58 

8 97 

5 Total 

7 39 

11 58 

18 97 

5 I Total 

11 39 

5 58 

16 97 

5 Total 

7 39 

1 8 58 

25 97 
-



(v) Long -.Term Rea ction to the Decision made 
Given at Follow-Uu 
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In comparing the long-term reactions of those recommended 

and thos e not recomme nded, there were significant differences 

between the two groups with regard to the reactions of r egr e t, 

relief and doubt. 

Not reconnn.e:n.ded 

Recommended 

l TOTAL 

Not reconnnended 

Recommended 

TOTAL 

Not recoIIID1ended 

Recommended 

TOTAL 

TA:SL.B 78 

REG-RET 

1 2 3 4 

20 · 11 5 0 

44 3 6 2 

64 14 11 2 

x2 = 12, 41 7 ( 4d:f ); p <'.'. o, 0145 

TABLE 79 

RELIEF 

1 2 3 4 

6 11 3 4 

5 2 4 8 

11 13 7 12 

x2 = 15,331 (4df); p<o,0041 

TABLE 80 . 

DOUJ3T 

1 2 3 4 

19 6 9 2 

42 9 2 1 

61 15 
.. 

11 3 

I 

x2 
= 10,899 (4df); p~o,0277 

5 Total 

3 39 

3 58 

6 97 

5 Total 

15 39 

39 58 

54 97 

5 Total 

3 39 

4 58 

7 9.?__j 
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(S ee Appendix L for remaining tables). 

DISCUSSION 

In the sample of 105 patients who comple ted the ques ­
tionnaire , there wa s found to be a significant difference 
between the long-term reaction to abortion ver s us the long­
term react ion to refusal of a bortion in the areas of relief 
and doubt. Not surprising ly, patients who had been termi­
nated experienced a far greater sense of relief than those 
who had not been terminated, aod also asserted that they 
had had little doubt that the correct decision had been made . 

In comparing the immediate and long-term rea ctions of 
those terminated, significant differences in depression and 
embarrassment were found. More patients reported no 
feelings of depression at follow-up by comparison with their 
initial reactions as recalled retrospectively. 

In comparing the immedia te and long-term reactions of 
those not termin ated, depression was ilso found to be signi­
ficantly different. This could also be accounted for by a 
lessening of feelings of depression with time. 

In the corrected sample of 97 patients, the following 
emotional reactions were found to be significant in comparing 
the retrospective reactions to the decision to terminate or 
not - relief, regret, guilt, anxiety, happiness. All 
patients recomme nded for therapeutic abortion experienced 
greater feelings of relief and happiness, and least regret 
.about the decis ion, compared with those not recommended for 
therapeutic abortion. These in turn experienced greater 
sensations of guilt and anxiety . There was found to be no 
significant dif ference between the two groups in feelings 
of depres sion, embarrassment, shame, fear of disapproval, 
anger, doubt, di sappointment in self and denial of feelings 
as considered retrospectively. 

In the corre c ted sample of 98, in comparing the long­
t erm r eactions given at follow-up, emotional factor s found 
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to be significant were those of regret, relief and doubt. 

Most of those patients who had been terminated had no 

feelings of regret or doubt, and had a greater feeling of 

relief than those not terminated. No significa nt difference 

was found between the two groups in relation to the emotional 

factors of depression, .embarrassment, guilt, anxiety, shame, 

fear of disapproval, anger, happiness, disappointment in 

self and denial of feelings. 

C. FOLLOW-UP DATA ON DEMOGRAPHIC AND 
PSYCHO-SOCIAL FACTORS 

(i) Outcome of the_Pregnancy 

TA:SLE 93 

Outcome of the Pregnancy 

Original total 

No. contacted at 12-18 mths 

Data at 12-18 mths 

Pregnancy to term 

Adoption 

:Baby kept 

Two parent family 

One parent family 

Further pregnancy 

Repeat termination 

To term 

11erm1...YJ.a -t;ion 
Recommended 

107 
88 

107 

5 

? 

? 

3 

1 

(82%) 
(100%) 

'.J:erin1nat1on 
Refused 

90 

69 (78%) 
69 (78%) 
38 

6 

32 

(18) 
(14) 

0 

2 

An attempt was made to recontact all of the 197 original 

patients who presented. At follow-up, 88 of those recommended 

and 69 of those refused therapeutic abortion were contactable. 

Additional data was available through medical records on those 

patients who were not traceable but who had been granted 

termination, thus allowing for a 10010 fallow-up rate on this 

group. It is of interest to note that although 107 patie nts 

were recommended for therapeutic abortion on psychiatric 
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grounds, five of these patients decided to go through to term. 
Also of interest is the fact that three of the 107 patients 
recommended) 2,8% of that group, had presented for a repeat 
termination prior to the follow-up 12 - 18 months after 
initial presentation. Out of 69 patients refused abortion , 
just over half (38) actually went through to term. 

TABLE 

Outcome of the Pregnancy (cont) 

Original total 

No. contacted at 12-18 mths 

Data at 12-18 mtho 

Legal termination 

Psychiatric 

Medical 

Private (prior to Act 2/75) 
1 Overseas 1 

1Miscarriage 1 

Illegal abortion 

Attempted - not successful 

Attempted - successful 

94 

Termination 
Recommended 

107 

88 (82%) 

107 (100%) 

95 

6 

1 

I Termination 
Refused 

90 

69 

79 

0 

3 

3 

8 

11 

9 

6 

(78%) 

(78%) 

I 

Of a total of 107 patients recommended for therapeutic 
abortion on psychiatric grounds, 95 underwent the procedure 
with one patient preferring to seek_ illegal means. Table 94 
clearly shows the balance of the 69 refused terminations and 
what became of their pregnancies. Fourteen of these patients 
gained 'legal ' abortions elsewhere, while six sought and 
gained illegal termination s of pregnancy. The term 'mis­
carriage' is in quotes since it is doubtful whethe·c the 
larger proportion of reported 'miscarriages' in the not 
termination group were all spontaneous. 
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(ii) Mental Hea lth Ou tcome at 12-18 Months 

TABLE 95 

Follow-up Data Terminati~ - Not-Termination 1 
Totals 

Suicide 

Attempted suicide 

Psychiatric treatment 

Increased use of alcohol, 
tobacco, dagga 

Increased use of 
tranquillizers 

Adverse personality change 

Greater social isolation 

Group 

88 

0 

0 

12 

10 

13 

13 

6 

_Group __ 

1 69 

; l 
6 

5 

8 

7 

1 

It is important to note that although no patients 

committed su.icide, three of those refused termination made 

a suicide attempt. A total of 18 patients had or were 

receiving psychiatric treatment, either since the initial 

presentation or at follow-up. Two-thirds of these patients 

fell wifhin the termination group. A larger number of 

patients falling within the termination group reported in­

creased use of alcohol, tobacco, dagga and tranquillizers, 

adverse personality change and greater social isolation. 

These findings are appropriate in view of the fact that those 

patients granted termination on psychiatric grounds are con­

sidered to be those who are more vulnerable to life's 

stresses. 

(iii) Further Results Ga ined from the Follow-up 

A corrected sample of 135 patients, 72 of whom were 

recommended and 69 of whom were not recomme nded for thera­

peutic abortion, was submitted to statistical analysis. 

Some of the results follow. 



Not terminated 

Terminated 

TOTAL 

Not 

TABLE 96 

SUPPORT FROM PARENTS 

Supportive Supportive 

19 41 

36 36 

55 77 

x2 = 8,014; p~ o, 018 
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Not A pplicable Total 

3 63 

0 72 

3 135 

It is interesting to note here that more of those in the not 

termination group reported parental support. 

TABLE 97 

SUPPORT FRO:M REPUTED FATHER 

Not Supportive Supportive Total 

Not terminated 27 36 .63 

Terminated 33 39 72 

TOTAL 60 75 135 

2 
X = O, 03 (ldf); NS 

Support from the reputed father was reported as having been 

present in over half of those patients falling in both the 

termination and not termination groups. 

Not 

Not terminated 

Terminated 

TOTAL 

x2 

TABLE 98 

SUPPORT FROM PEERS 

Supportive Supportive 

20 40 

45 27 

65 67 

= 14,602 (2df); p<.O, 0007 

Not A pplicable Total 

3 63 

0 72 

3 135 

The significant level in this variable appears to be accounted 

for by the l.grge m:niber of patients who were terminated who 

reported a lack of support from their peer group. 
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TA13LE 99 
-· -

Not Left Alone Left A lone Total 

Not t erminated 54 9 63 

Terminated 60 12 72 

TOTAL 114 21 135 

x2 = 0,02 (ldf' ) ; NS 

Important to note here is that 21 of the 135 patients , 15,5%, 

reported being left alone to cope with the terminat i on or 

pregnancy, and that more of these fell within the t ermination 

group. 

Not termi-
nated 

Terminated 

TOTAL 

i'ABLE 100 

CHANGE IN ATTITUDE TOWARDS THERAPEUTIC 
ABORTION AT FOLLOW- UP 

Anti­
Abortion 

13 

7 

20 

Pro Abortion 
(Not on 
Demand) 

38 

53 

91 

x2 = 3,857 

Pro Abor t ion At titude 
(On Demand ) Changed 

5 7 

6 6 

11 13 

(3df' ); NS 

Total 

63 

72 

135 

13 PAtients admitted to a change in attitude towa rds thera­

peutic abortion. 20 PAtients, 13 of wh om were not termi­

nated, were anti-abortion while only 11 patients f e lt 

abortion should be permitted 'on demand ' . 
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TABLE 101 

USE OF COrTTRACEP:rION SINCE INITIAL :PRESElTTATION 

Not Us ed I Use c1 8iI1ce r:rat~c Si nce Birth Bi:ct h or Use N/A To tal 
or Abortion Abortion 

Not t erminated 9 49 l 4 63 

Terminated 16 37 5 14 72 
-

TOTAL 25 86 6 18 1 35 

2 
X = 11,306 (3d:f); p <..O, 01 

Not applicable applies to those patients who were sterilized 

either after the termination or after btrth. The signifi­

cance of this variable seems to be accounted for by the large 

number of patients who used contraception since either the 

abortion or birth. 

TABLE 102 

STILL INVOLVED WITH REFITTED 
FATHER AT FOLLOW-UP 

No Longer Involved Still Involved Tot al 
·' t----------+------------1-----------1---

Not terminated 32 31 6 3 

Terminated 38 34 7 2 

TOTAL 70 65 13 5 

x2 = 0,003 (ldf); NS 

In both groups just over half of the patients were no longer 

involved with the reputed father at follow-up. 

TABLE 103 

ENGAGED OR JVJ:ARRIED TO REPUTED FAT'.dER AT FOLLOW-UP 

Engaged OJ'.' Married J Not Engaged or rnarr ied Tot al 

Not terminated 22 

I 
41 6 3 

Terminated l 25 47 7 2 

I TOTAL 
-

47 88 13 5 

x2 ~ 0, 024 (luf ); NS 



It is interes ting to note that although there is no 

significant difference between the two group s , more pat ients 

falling within the termination group, as opposed to those in 

the not termination group, were found to be either engaged 

or married to the reputed father at follow-up. 

TABLE 104 

SUCCESS:B'UL RELATIONSHIP WITH REPUTED 

FA:l'HER AT FOL1i0W-UP 

Not Total Successful j Successf~,_N/A 

Not termina t~-o-n--11----·-5·----i--;~--·---3-2-....---6-3. 

Termination 7 

1 

27 38 72 
-----------------------+----------·- ·---·--

TOT.AL l 12 i 53 70 135 
--------- ---~------·--· ·- ·- -----'-----· 

x2 
= 0,267 (2df); NS 

Of the 65 patients who reported that they were still in­

volved with the reputed father, whethe~ or not engaged or 

married, 53 described their relationship as 'successful'. 

Those patients falling in the N/A cat egory are those who 

were no longer associating with the reputed father at 

fallow-up. 

TABLE 105 

ENGAGED OR WtARRIETI 1.rO SOMEONE EL2E AT FOLJ,OW-UP 

---·----~-------------------------------
Engage d or Marrie d r Not Engaged or Married Total 

Not termination 
Termination 

TOTAL 

5 
6 

11 

x2 = Os053 (ldf ); NS 

58 
66 

124 

Only 11 patients out of 70 patients who were no longer 

involved with the reputed f ather, we re found to be engaged 

or married to someone else at follow -up. Out of these 11 

patients, all but one ha d told their new partner about the 

birth or abortion. 

63 
72 

135 
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TABLE 106 

DATING CA SUALLY WITR SEXUAL JITTERC OUR SE ------------
AT :B' OLLOW-UP 

~

! -~T-Ye~J--f · lif/ A . __ T_o_.t_~~ 

nated 21 I 13 I 29 63 

I
T_e_rm_in __ a_te_d _____ .. __ 3±=3~-+--3_0 ___ ,_ __ 7_2 _ 

TOTAL 54 22 I 59 135 
'----------i-·--

x2 ~ 2?823 (2df); NS 

At follow-up 22 patients admitted to having been dating 

casually with sexual intercourse since the birth or termi­

nation . 

TABJ-'!__!Q]_ 

STEADY BOYFR IEND WITH SEXUAL n nERCOUR SE 
AT FOLLOW--UP -~~~~~~-1~~N2_o3~f---_Ye_s.~~-W_A~I _ ___ Tota1j 

Not t erminated 11 29 I 63 ' 

Terminated I 2li- I 18 30 72 

TOTAL I 47 l 29 59 135 

x2 
- 1, 132 (2df ); NS 

A totai of 29 patients stated that they ha d a steady boy 

fri e nd wit h sexual intercourse at follow-up. 

TABLE 108 

PLATONIC RELA TIONSIU PS ONLY AT Til/iE 
O:E' FOLLOW-UP 

---·------.------ ·-'-------------- ---
Total I No Yes N/A 

Not terminated 26 11 26 63 

Terminated 27 15 30 jtj I TOTAL 53 26 56 
·-
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At follow -up 26 patients reported that they hac:f only been 
associating with the opposite sex en a platonic level since 

either the birth or termination. 

TABLE J.09 

WARY OF MEN SINCE PREGIUNCY 

i-------------~~1·-Y-e-s---+I --T-0-tsl 

Nat terminated ~ 43 I 20 63 
Terminate d 44- 28 72 - -- --------·-
TOTAL 87 48 135 

x2 
= 0,468 (ldf); NS 

Out of a total of 135 patients, just over one-third, 48 
patients, reported that at the time of follow-up they felt 
more wary of men tha n they were before. 

TABLE 110 

PARENTAL KNOWLEDGE OF THE PREGNANCY 

I f 

No Yes Total 

Not terminated 18 

I 
45 63 

Terminated 35 37 72 
'---· 

TOTAL i:j'7. - :; I 82 135 

x2 
= 4,849 (ldf'); p.co,027 

The significance of this var iable may be accoDnted for by the 
fact that more of those not terminated confided in their 
parents about the pregnancy. Taking the t ota 1 sarnp le into 
con sideration, over ha lf of these parents were aware of the 
pregnancy and abor tion. 
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TABLE 111 

SI13LINGS I KI,JOWI1"8DGE OB' THE I'R"EGNANCY 

r . f No ·1 Y~s 
1 -

N/A Total --,._ 
pot termina·tedl - 181 43 2 63 

31 3 72 

t TTin_a:ed--t~ 
56 74 5 ~ ---- --- ..... 

x2 = 8,727 (2df ); p /..: o, 01.2 

The significance level of this variable~ again, may be 

accounted for by the fact that many more siblings of those 

not terminated were aware of the situation. 

TABLE 112 

PARENTAL ACCEPTANCE THROUGHOUT 

f !lot - term5:ate~ 

No Yes N/A Total~ 

4 42 17 63 

34 ·~ 
1 Terminated 4 34 

TOTAL 8 76 51-1· - 135 

x2 = 5,935 ( 2df); p.:::::0,05 

Thi s table illustrates the fact that the vast majority of 

paren ts in both groups were conside red to be accepting of 

the situation. 

TABLE 113 

SIBLING ACCE:PI:ANCE THR.OUG.JIOlJ'l: - ~------ -----···---
___ N,_o __ l_Y_e_s -r N/A Totai I 

_:_:_:_A_:_:-~-;-~n-~-a--t-ed-1---: _1-~:_·~_ .. --11---:-:-~--d: ~ 
x2 

- 9,772 (2d.f ); p<o,007 

1· 
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A larger numbej: of the siblings of the presenting patients 

were not aware of the situation; howe ver, of those who 

were, most were accepting of the patient. 

. 

TABLE 1l4 

ACCF:J?TANCE BY HEPUTED FATIIER 

No 1·-- T 
Yes I N/A 

Not terminated 24- I 36 3 
Terminated 2~-i 39 7 

TOTAL 50 75 10 __, 

x2 - 1,205 ( 2 df); NS 

Total 

63 I 
72 ~ 

Just over half of the patients from both group s reported 

that the reputed father had been supportive. 

TABLE_g-2_ 

CHA...1WE IN PEER GROUP REPORTED AT FOLLOVT --UP ---
j No Change Change 

--------------------·--!---
Mot terminated 

Terminated 

56 
57 

7 
15 

Total 

63 
72 

i---------..._--~----------~--.._~--~-
TOTAL 113 22 135 J ------------~----------L---

x2 
- 1,67 (ldf ); NS 

At follow-up only 22 patients reported ha ving clanged their 

peer group associat ion since either the birth or abortion. 

:rABLE 116 

..-----------------·-----~----~ 

.'--------·-·--+----N_o __ j _____ Yes I Total 

Not terminate d 454-- 18 63 
'.J.lerminated ___ 40 , __ 3_2 __ ~-

'.C-OTAL J 85 i 50 
"'-- --·r- - ·-·.._ ______ ,_ 

2 
X = 2,981 (ldf ); NS 
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Over one-third of the s ample o~ 135 pa tients reported be iag 

withd rawn , anti-social and isoiate d initial ly. Two - thirds 

of this group of 50 we1:e f r om the terminat ioo group . 

Not 

TABLE 117 

PATIENT FELT THAT THE DOC'I·OR HAD MADE 
THF. CORRECT DECISION 

No Yes Unc ertai n 

terminated 18 3'5 12 

Terminated 0 61 11 

Tot~ 

63 

72 -------
'.C011AL 18 94 23 135 

x
2 = 25,898 (2df ); ·-p~o,00001 

None of those recommended for terminat ion felt the wrong 

decision had been made, although 11 were uncerta in. It is 

interesting to no t e t ha t two-thirds of those not terminated 

also agreed with the deci sion at follow-up. 

TABLE 118 

RELIGIOUS CHANGE ADMITTED AT FOLLOW-UP 

Change No Change 

Not termination 2 61 

Termination 8 64 

I TOTAL 10 12 5 
·---· 

X
2 

= 2,037 ( ldf); ·NS 

Total 

63 

72 

135 

At follow - up only 10 patien t s reporte cJ a change in relig ious 

attitude with eight of these fallin g within the terminat ion 

group. 

-~ .. . · 



TABLE 119 

ATTITUDES . TO THE CONTINQED PREGNANCY 
SJ, T FOLLOW -UE.2. 

Total to_tgrrn of tho se not recommended 

~egative Attitudes 

Disgusted 

Guilty 

Angry 

Ashame d 

Positive Attitudes 

Accepting 

Maternal 

4 

16 
8 

16 

31 
29 

190 

38 

At follow-up patients were asked about their attitude 

toward s the continued pregnancy. These attitudes were 

divided into those considered positive and those considered 

negative, as shown in Table 119. Although there is an over­

lap of feelings between the two categories, it may be seen 

that the predominant attitudes towards the continued preg­

nancy were the positive ones of acceptance and feeling 

materna 1. 



CHAPTEP 11 

DISCQ2.S ION OF THE RESULTS 

A. DISCtJ.SSION OF '.IJ.lli .. _EJ;:SULTS Ii'ROM THE PRESENT _S'f1J.J2Y. 

( i) lu1!=..ial Presentat ion Data 

191 

Hypothesis number one postulated that 11 even if there are 

no data which cari accurately p·redict the risk of potentia l 

permanent damage to a woman's rnenta l heal th of a continued 

pregnancy, nevertheless factors customarily considered 

'psychiatric' influence the decisions made ab out its termina­

tion on psychiatric grounds. " Separate variables used to test 

this hypothesis included disrupted family ba ckground, family 

history of psychiatric care, the patient herself being an 

illegitimate , adopted or a fos tered child, behaviour/ academic 

difficulties at school, poor socializing abi lity, work re cord, 

poor self-image, previous psychiatric treatment, previous 

su icide attempt, threa ts of suicide if refused termination, 

threats of illegal ahort ion if refused termination, and referral 

for psychiatric treatment as a result of the interview for 

assessment for therapeutic abortion. 

Examining the variables in the two groups of patients, no 

significant difference was fot1nd in the follmving - disrupted 

f amily background, f ami ly history of psychiatric care, the 

patient herself being an illegitimate, adopted or a fostered 

child, beha viour/academic difficulties at school, poor social­

izing ability, work record, poor se lf-image, previous psychia­

tric treatment , previous suicide attempt, threats of suicide 

if refused termination and threats of illegal abortion if 

refused te~rnination. Similar results were obtained when the 

amended sample of 168 patients was sub~itled to statistical 

analysisc The only variable .found to ~e significant was that 

of the patient being rsfer~ed for psychiatric treatment as a 

result of the interview for assessment for therapeutic abortion . 

A significant result was obtained from both the total and 

corrected samples in respect of th.is variable. 

The above results illustrate the fact that considering 
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each contributiag variab le separately, the 'psychiatric' data 

of a patient's past history did not appear to influence the 

decision made. Neverthe less, such information certainly con­

tributed to the judgment that the individual was in need of 

psychiatric treatment, and probably weighed in favour of a 

positive decision to terminate in a few cases. However, it 

appeared that the decision was based more on the pat ient's 

present mental state and present ability to withstand stress 

r ather than on past evideDce. This is also borne out by the 

fact that 2/3rds of those patiei'.lts with documented previous 

and/ or current psychi.<~tric disorder were not terminated, while 

all those with newly diagnosed psychiat~ic disorder were 

r ecommended for therapeutic abortion. All those diagnosed 

as 'adolescent turmoil' were refused abortion, while many of 

those diagnosed as falling within the major diagn ostic cate­

gories, e.g. mental retardation, psychosis and neurotic de­

pression, were recornmencJed for termination. 

Hypothesis number two stated that "given a p-regnancy 

which is thought to constitute a serioLJs threat to the ment a l 

health of the mothei, if measu ra ble criteria cannot be speci­

fied before a decision is made by a psychiatrist, then factors 

other than those customar ily considered 'psychiatric' are 

likely to iGfluence the decision made, viz. 'psycho--social. 

factors' 0 Variables tested under this hypothesis included 

age, ethnic group , social-economic class, marital status, 

parity, educational level, previous sexua l partner(s ) , 

previous illegitimate births, previous termination, relation­

ship with the reputed father, parental involvement and support 

from th2 reputed fa ther. 

Variables considered to be signif icar;t in both the total 

and amended samples included social-economic class, marital 

status, µrevious illegitimate births, previous termination 

and parental involvement. Of particular note here is the 

fact that social-economic class, previous illegitimate births 

and previous termin2ti0n did not appear to weight the abortion 

decision. 
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Ethnic group, educational level, relationship with and 

support f rom the reputed father were all found to be signifi ­

cam: ly dif f e:rent in the two groups when considered in the 

tota l sample, but not in the amended sample. The total 

sample included patients with mental re taroation, of li~ited 

educat ion, many of whom had been s~b jected to rapeo Termina­

tion of th e unwauted pregnancy was permitted und er the rubric 

of the Immorality Act 23/57. 

Of interest is the fact that the variables of age, parity 

and previous sexual partner(s) were found to be significantly 

dif ferent in the two groups . The significance of age 

weighted in favour of termination for those under the age of 

16 year s and those over the age of 30 year s and may be partly 

accou~ted for by the f ac t that the Abortion and Ster ilization 

Bill of 1973; which covered pregna nt girls under the age of 

16 years, was used as a guideline in the initial s tages of 

the study. The significance of parity suggests that the 

possible long-term adverse effect on the menta l health of a 

multipar ous mother rearing an unwa nted child, may ha ve been 

taken into a ccount. This might also account for the larger 

number of pat ients over the age of 30 years that were granted 

terminat ion . In the discrimina nt analysi s> more than one 

intimate relationship, which weighted again s t therapeut i c 

abortion, emerge d as one of the ma in factor s in the decision 

whether or not to recomme nd termination. This could either 

reflect a bias against the patien t who was considered 

irresponsible> or was part of a pattern of behaviour reflect­

ing a pe rsona l ity diso rde r which of itself was insufficient 

grounds for termination. 

From the above data it may be concluded t ha t aon­

psychia tric or psycho-social data appeared t o influence the 

recommen dation s ma de i.n the abor tion dec ision. 

Hypothesis nurr.~~er three stated that "att itudes to contra­

ception and unwa nted pregnancy on the part of the pa tient 

and/or her f amily coatributed to a decision not to terminate 

a pregnancy on psychiatric groundso" 'T'h f. d. . . l - e .1.n i .. :gs 1.n 'C 1e 
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two groups refuted this hypothesis. Anger, guilt and hurt 

were almost equally found in memb~rs of both groups , but 

ambivalence about the pregnancy and/or abortion seemed to 

weight against a decision to recommend termination. Accept­

ance and denial were found to be significant in the total 

sample, with the former appearing to weight against a decision 

to terminate, while the latter appeared to weight in favrn.Jr 

of a termination. However) both were found to be not signi­

ficant ia the amended sample. Thus, it may be said that the 

patient's attitude towards the pregnancy and/or abortion, 

particularly feelings of ambivalence, could have contributed 

to a decision not to terminate a pregnancy on psychiatric 

grounds. 

In order to examine the consistency of decision making, 

the data from patients assessed early in the study 1/3/74 -

31/5/74 were compared with another group a year later over a 

similar three month period. Differences were found in the 

two samples, but not in the variables disrupted f ami ly back­

ground, family history of psychiatric disorder, poor social­

izing ability and previous psychiatric treatment, that conld 

influence a psychiatric decision. This is of relevance in 

considering the different wording of the Abortion and Steri­

lization Bill of 1973 and the Abortion and Sterilizaticn Act 

2/ 75 under which the two population groups were referred for 

asses muei.1t. 

Comparison between the decisions made in the two popula­

tion groups isolated the variables of disrupted family back­

ground, ethnic group, marital status, parity, use of contra­

ception and denial of the pregnancy as significant. A 

larger percentage of those seen in the 1/3/75 - 31/5/75 period 

were considered to come from disrupted family backgrounds, 

35% of that total as against 3% of the total referred during 

the 1/3/74 - 31/5/74 period. More of these p~tients had 

terminations recommended during 1/3/75 - 31/5/75. In both 

periods, fewer Black than White patients were seen, although 

in both instances more Black than White patients were re­

commende d for therapeutic abortion, with the percentage of° 
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those being recommended being stat istically significant in 

t he second time period . More unmarried than divorced, 

separated or mar ried patients were seen in both periods. 

The statistical signifi~ance of this variable seems to be 

accou nted for by the fact tha t i n the period 1/3/74 - 31/5/74 

more unm~rried patients were recommended than not recommended 

for therapeutic abortion, whereas in the period 1/3/75 -

31/ 5/75 this was r e versed with more unmarried patients being 

refused. With regard to the signi ficance of parity, more 

nulliparous patients were recommen ded than not recommen ded 

dur ing 1/3/74 - 31/5/74, whereas during 1/3/75 - 31/5/75 more 

nulliparous patients were refused . The significance of the 

use of contraception appears to be accounted for by the fact 

that a n equal number of patients wh o had never used contra­

ception were granted and refused therapeutic abortion during 

1/3/74 - 31/5/74, wherea s 2/3rd s of these patient~ were 

refused terminat ion during 1/3/75 - 31/5/75. All of those 

patients showing an attitude of denial towards the pregnancy 

du ring the first per iod were recommended for therapeutic 

aborti on. 

There was found to be no significant difference in the 

deci sions made during the two time periods when the statis­

tical variable s of a family history of psychiatric care) poor 

socializing ability, poor self-image, age, social-economic 

sta tus, educat ional level, previu·s sexual partner(s), type 

of rela tionship with the reputed father, parental involve­

ment, s upport f rom the male partner, gestational period at 

the time of presentation and attitudes towards the pregnancy 

of anger , guilt, hu rt, a cceptance and ambivalence , were sub­

mitted to statist ical ana lysis. Discrimina nt analysis of 

the tota l samp le of 197 patients showed tha t the main factors 

in t he decision to te rminate or not we re referra l fo r 

psychiatr ic treatment af ter the interview, evidence of ambi­

valence over the pregnancy , and/or a bortion~ and more tha n 

one i ntimate relationship. The fact that none of these 

three variables proved to be significant determinants of the 

deci sions made when compaJ: ing the two per i ods 1/ 3/ 74 -
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31/5/74 a nd 1/3/75 - 31/5/75, teGds to illustrate the fact 

that a consistent policy was maintained even though changes 

in the law had been made. 

(ii) Follow-up Dats 

At follow-up, emotional factors examined in relation to 

the abort ion or pregna ncy were those of depression, relief, 

regret, embarrassment, guilt, anxiety , shame , fear of dis­

approva l, anger, happiness, doubt, disappointment in self 

and denial of feelings. In comparing the long-term reaction 

to abortion and the long-term reaction to the refusa l of 

abortion, the emotional factors of relief and doubt were both 

found to be sign i ficant, with those patient s who were aborted 

experiencing far greater relief and considerably less doubt 

than those who were refu sed therapeutic termination of preg­

nancy. In comparing the immediate reaction and the long­

term re a ction of those terminated, depressi on a nd embarrass­

ment emerged as significant facto rs , in each case these 

reactions being more pronounced early on, but receding over 

time. In compar ing the immediate reaction and the long-

term reaction of those not terminated again depression 

emerged as a significant f actor with depres s ion lessening 

over · time. The above results relate to the total sample of. 

105 patients who participated in sharing their emotional 

feelin gs towards the pregna ncy and/or abortion at follow-up. 

Further dat a on the amended sample of 97 patients was 

submitted to stat istical anaiysis comparing the emotional 

reaction of those recommended and those not recommended for 

therapeut ic abortion at the time of the initial decision, as 

remembered , with those experienced at the t ime of interview 

on follow-up . Examining the initial reactions to the 

abortion decision as given retrospect ively, feelings of 

relief, r egret, guilt, anxi ety and happiness were found to 

be significa nt. Feelings of relief and happine ss were more 

prevalent amongst those recommended, while those of guilt, 

anxiety and regret were more promiaeat amongst those not 

recommended fo r therapeutic a bort ion. It i s of interest to 



197 

note that there was no statistical difference between the 

two groups with regard to feelings of depression, embarrass­

ment, shame, fea.r o_f disappr ova 1, anger, doubt, denia 1 and 

disappointment in self. In comparing the long-term emotional 

reaction as given ~t follow-up. a statistical aigaificance 

emerged between the two groups with regard to regret, relief 

and doubt. More patients in the recommended group felt 

neither regret nor about the decision made, and instead 

admitted to greater sensations of relief than those not re­

commended for therapeutic abortion. No differences were 

found as regards depression, embarrassment, guilt, anxiety, 

shame, fear of disapproval, ~nger , happ\ness, denial nor 

disappointment in self. The most not eworthy factor in these 

results from the psychiatric point of view, is the fact that 

ia the long-term follow-up, no differences were found with 

regard to depressibn, gui lt and anxiety. 

Outcome of the Pregnancy 

At follow-up 12-18 months after initial presentation, 

data was obtained on 100% of the group recommended for thera­

peutic abortion. 82io of this group of 107 patients had 

been contacted personally. Ninety-five patients of the total 

had undergone a therapeutic abortion as advised, while six 

patients reported a 'miscarriage' after recommendation, but 

prior to the abortion procedure. A further five patients 

were not terminated and went through to term, while one 

patient underwent an illegal abortion. 

An example of one of the patients recommended for thera­

peutic abortion but who decided to go through to term is the 

following. Aletta presented as an 18 year old Coloured 

female, a trainee teacher, and 11 weeks pregnant. The 

gynaecological report expressed the fact that she was 

markedly depressed and had been impregnated by ~n irrespon­

sible, iITITT'.ature roan. At the time of prese .. tdt ion, A let ta 

felt she was unable to accept the responsibilities of 

motherhood . Further investigation int o the family showed 

that the patient was the eldest of five siblings and the 
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most successful, academically, of a working class family. 

Her f atl.er was extremely str ict. On hearing about the 

pregnancy, he completely withdrew from the patient while her 

mother , who played a les s prominen t r ole in fami ly li fe, had 

reacted to the pregnancy by becoming 1 hysterical 1
• The 

patient had had a brief relationship with the reputed father 

whom she never in forme d about t he pregnancy and ab out whom 

she had learnt that a court case was pending relating to his 

sexual interference with two schoolboy s, and that he had a 

living child from a previous union. The patien t was ambi­

va lent about the pregnancy, worrying firstly that she would 

be rejected by her family, and secondly wishing t o c ontinue 

with her studies at teachers' training ~allege. The opinion 

of the p sychiatric consultant was as follows . "I think 

that termina tion shou ld be performed on psychiatric grounds. 

If this is not done , the patient would go on with the 

pregnancy (not see k a n illega l abortion); marriage with the 

man r espons ib le would not t ake place; she would abandon he r 

t eaching career and be castigated by her family . The net 

result of these even t s, in my opinion, would have a perma nent 

and serious ill effect on the future mental health of this 

sensitive and rather vulnerable girl." Due to the pat ient's 

ambivalence, a fur the r interview was held with the patient 

and her parents. Here it became clear that it was under 

parental dDress that the patient was requestion abortion. 

At this point the pat ient decided to go ahead with the 

pregnancy. At follow-up Aletta expressed relief that she 

had continued to term a nd kept her ba by. She had rema ined 

at home throughout and her parents appeared to ha ve accepted 

the situa tion. She was coping adequately with her ba by, 

and had resumed her studies. She ha d broken off her 

relationship with the reputed father, but was rece ivi ng 

regular maintenance from him. She stated that she was 

still pro-abortion 'but under strict condition s ' and felt 

that she herself could never go through such an operat ion. 

She fe l t that her experience had matured her and that she 

felt very happy and contented with he r baby. 
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Do those granted a terminati on become pregnant again? 

At follow-up of the original total of 107 patients who had 

presented and been granted therapeutic abortion, three 

reported a further pregna ncy with or without an attempt at 

abortion. An examp le of s uch repeat pregnancies is 

Chr istine. This patient first presented at age 23 years 

and 10 weeks pregnant. She was at that time studying for 

her degree by correspondence and doing part - time work. 

She was referred by t he gynaecologist because she had 

strong 'conscientious object ions' to having children. From 

her history it seemed tha t she had great difficulty with all 

interpersonal relationships, as well as with organizing her 

life and in coming to terms with her pre sent situation. 

She had poor r elation ship s with both her parents and her 

siblings , seeing them only infrequently. She had a variety 

of gyn aecological corrplaints which nullified attempts to 

place he r on r eliA ble con traceptive devices. She had had 

a number of sexual relationships prior to her r e lationship 

with the reputed f ather and stated tha t she 11 slept with men 

because I am frigid. 11 Christine presented with an aggress­

ive and hostile air. She stated that she was a ' loner' 

and neither like d nor trus ted people. She h gd been living 

with the reputed f ather for two years . Neither had any 

intention of ma rry ing the other. If refused therapeutic 

abortion, she stated that 11 1 will consult a backstreet 

abortionist, but tha t is a pro lon ged suicide so I may as 

well ju st commit suicide myself. 11 The consultan t psychia­

trist I s opinion was as fallows. "After two interviews 

with the patient, a discus sion with her gynaecologist, who 

knows her family well, and an interview with her boyfriend, 

I have decided to rec ommend termination on p sychiatric 

grounds . The patient has longs t anding difficulties in 

adapting t o society a Dd 1 think that continuing this 

unweleomed pregnancy is likely to fu rther prejudice her 

chances of making an eventually successful adaptation . 

In thi s respect , theref ore, her psychiatr ic health would 

suffer from ccntinuing this pregnancy. 11 
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At follow-up the following letter was received from 

Christine. It is reproduced in full to give a clearer 

picture of the patient. 

"Dear Miss Drawer, 

According to the various notes which have reached me 

this week via my brother, I must conclude that you have 

been going to the most extraordinary ends to trace me 

merely to help you handle the situation. Hope I can do 

this by telling you my physical comings and goings over the 

past two years which is a matter of the wildest conj ecture . 

I would obviously have thought my criticisms and not my 

physical history would have been of greatest help. However, 

your empirical categories can no doubt only be based on 

physical manifestations. 

We spent six months of last year at Hou t Bay sharing a 

flat with a bunch of freaks. Hout Bay was lovely but the 

flat was hellish, however, it still did me some good. While 

we were there we survived on my leather work and silver and 

S's theatrical lighting. 

Since the beginning of this year just the two of us have 

been looking after a half completed house in the middle of a 

vineyard in the wine growing area of Firgrove. Much have 

I benefited by this though it is still by no means the idea l 

situation for me as I still have to have some contact with 

people but at least they are not on top of me. 

We are eeking out an existence by doing silver jewelry 

supplemented by S's lighting. 

Apart from that I am needless to say not married a nd 

utterly detest children to the very depths of my being and 

still hope to persua de my gynaecologist to steri lize me 

once he has got ove r. a quiet laugh about my menta l attitudes. 

I am still apparently difficult to contracept and conse­

quently developed the same problem not long ago, but was 

lucky to miscarry a few days before I was due to have a 

backstreet abortion, not being able to face the ordeal with 
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yourself and Dr. B. once more. 

It was just plain ba d luck that I did in fact f all preg­

na nt as I have been almost totally frigid since the last 

episode, for obvious reasons. We are both striving towards 

celibacy, which for me is an easy matter but not quite so 

for S. 

I think this satisfies all your questions, thou.gh poss~_bly 

you might still like to know that I continue my studies by 

correspondence, studying whatever interests me, and whatever 

I think I can benefit from. 

Yours f aithful ly, 

Christine" 

Like Christi ne, all but four of the 88 aborted patients 

considered that a correct decision had been made and all 

rationalized the event by saying that they felt it had been 

'the l e sser of two evils'. 

69 Patients were traced from the not terminated group. 

Of these, 38 patients went through to term with six babies 

being adopted, 18 being born into two-parent families and 14 

into one-parent families. Eleven patients reported 'mis­

carriages', while a further 14 patients gained abortions 

either legally in South Africa or 'overseas', and six gained 

successful illegal abortions in South Africa. 

Of the six patients who pla ced their babies for adoption, 

four were White and two Coloured.· Ages ranged from 20 years 

to 37 yearso . All were unmarried, .glthough three had had 

ch ildren previously whom they had kept. However, at follow-

up all six patients reported feelings of guilt, remorse and 

anger at having had to have their babies adopted, as well as 

envy of those women 

their babies home. 
in the nursiog homes who were taking 

All found it difficult to accept that 

adoption might be the most appropriate answer for the 

babies' future . 

The his tory of Bernadette would probably best illustrate 
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this aspect of the abo r t i on decis i on. Bernadette pre sented 

at age 19 yea rs, a tea ching stude nt and nioe weeks pregna nt . 

The gynaecological referral stated that she was self­

suppor ting and putting herself through college. The reput e d 

fathe r wa s a third year fine arts student and also self­

supporting. It was considered that this unwanted pregna ncy 

would mean both sacrificing their careers and jeopardizing 

their future. As such, the pa tient was referred for a 

psychiatric opinion. 

On further investigation, Bernadette impressed as a neat ly 

dressed, well-spoken 5 shy young woman. She felt awkward 

about her situation but did not appear unduly depres sed . She 

was the eldest of three girls. Her parents had been divorced 

when she was aged eight years. Her father had subsequently 

remarried and had four additional children. He did not 

support Bernadette 's family and had taken no interest in her 

or her sisters since divorcing her mother. Bernadette ga ve 

a good history of social, academic and emotional adjustment. 

The reputed father had been her ' steady' boyfriend since she 

was aged 16 years but ma rriage had never been discussed 

seriously. At the time of presentation she stated tha t 

marriage was 'out of the question' as the reputed father 's 

family would not support him, and she herself would not wish 

him to give up his studies. Bernadette also did not want 

her own mother to be involved as she felt she had enough 

responsibilities to cope with in bringing up her younger 

sisters. She expressed arnbiva le.nee about the idea of 

abortion and st a ted that if refused she would keep the baby 

and 'ma nage somehow'. She expressed a very riegative atti­

tude towards the idea of adoption. 

The psychiat ric con sultant's opinion wa s as follows. 

"I do feel sor ry for this girl, but really do not think that 

her predicament ca n be stretched to ma ke a 'psychiatric 

indica tion' fo r te r mina tion. She is pregnant by her stea dy 

boyf r i end of f our year s sta nding who is wi lling(?) to set 

up home with her and h e lp support the ba by. Anywa y, she 
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agrees that she could cope some way or other. 11 

At follow-up the following lett0r was received from 

Bernadette in South West Africa, her home. 

"Dear Miss Drawer, 

I am terribly sorry about the late reply as you can see 

by the address, 1 am at home at present. The letter you 

sent recently only arrived here a week ago. Thank you for 

your consideration and all the letters you wrote. The reason 

for not replying or seeing you was because I had a lot of 

problems and had to work. 

The first month I worked as a saleslady but they never 

paid me so I had to look for another job. I got one as a 

clerk in compu ter data. 

but nothing came of it, 

had to hav~ it adopted. 

My boyfriend meatiooed marriage 

he disappeared for a long time so I 

I worked till the second last 

month and then went into a home. I had a beauti ful little 

boy which had my eyes and his father's mouth and hair. 

Miss F. of Child Life helped me. We thought of everything 

to keep it, but having no money or support we decided it 

would be best for the child to be adopted. I wanted to do 

nursing and keep it in a creche but the matron said I could 

only start in January 1976 and could not keep the child there 

as it was fully booked and trained sisters had the privilege 

of keeping theirs there first. The nu rsing home wouldn't 

accept us either so I had to get a place of my own. I 

really felt terrible to give him ~p but was the best thing, 

I suppose. 

My mother found out when she came down to Cape Town for 

an operation. She really was good about the whole affair, 

but disappointed. She could not help me to keep it, being 

divorced she also has my two sisters at boarding school to 

look after, but I never expected her to help me. I did not 

even want her to have known. 

Anyway I have adapted myself to the situation as best 

as I can and am working as a telex operator until January. 
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I then want to do dress designin g or drama for which I ha ve 

applied for a bursary. Either of the two I like, so a t leas t 

there is an alternative. 

The teach ing loan I have paid off and I cancelled my 

bursary just in time. 

Being a sma ll town, if you do write ba ck could you please 

not put the Groote Schuur Psychiatry stamp on the envelope 

as the gos s ip mongers have sharp tongue s and I want to forget 

what has happened. 

Thank you once again . 

Looking forward to hearing from you, 

Love, Bernadet te" 

A number of patients refused termina tion obtained lega l 

abortions elsewhere . Of the 14 pat ients wh o gained such 

legal abortions, three did so privately prior to the Abortion 

and Sterilization Act 2/75, three gained abortions in South 

Africa on other medical indications and eight patients went 

abroad, six to the Unit ed Kingdom and two to Holland. One 

of the clea re st examples of a n adverse effect from therapeutic 

abortion was from this l a tter group. 

Margaret , aged 26 year s, was referred at 10 weeks gestation 

for a psychiatric opin ion for therapeutic abort ion. She im ­

presse d as distressed and agitated at the initial presentation. 

She was the youngest of three girls from a highly ach ievement 

orientated f amily and had done we ll at school, university and 

in her career. She had never received psychiat ric treatment 

herself, but her mother ha d been treated for schizophrenia 

since the patient was aged 11 years. Margaret's relationships 

with her family were poor, character ized by her fe e l ing 
accepted only when she was academically success ful. She had 

always had a number of girlfr ieads but had difficulty in 

making l asting relationships. Prior to meeting the reputed 

father of the child , she had had two steady relation ship s with 

members of the opposite sex . -Ma rgaret had been in volved with 
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the reputerl father of the child for about a year prior to 
presentation. He was a 46 year old divor cee with whom she 
worked. On telling him of the pregna ncy he refused t o marry 
her and as she rep orted, told her to 'get rid of i t '. She 
felt humiliated and hur t by hi s rea ction and stated that she 
loved him. She expressed very ambiva lent feelings about 
abortion and although she ha d no specific alternatives, stated 
that "If I had the baby> I would have to cope. I h a ve coped 
before with other problems ." She also felt detached from 
the situation stating t hat, "If I were to believe :Lt, I would 
fa 11 apart • 11 In view of Margaret's presenting state and 

ambiva l ence about therapeutic abortio~, she was refused 
t ermination . 

At follow-up 18 months after the initial presenta tion, 
Margaret explained how the reput e d father had flown with her 
to the United Kingdom a nd organized an abortion for her there 
10 days after her refusal for such in South Africa. She 
stated that she had deliberately allowed herself to be re­
fu sed a termina tion - "I really wanted that baby" - and had 
submit ted herse lf to her boyfrieud's wishes in the hope that 
h e migh t still marry her . Their relationship ende d immedia tely 
after her abortion. At follow-up Margaret expressed feelings 
of guilt and confusion a bout the abortion. She stated that 
she did not know whether she had done the right thing and 
had to keep on telling herself thc:.t "I did it for the child's 
sake. " She fe lt that she had needed more counselling before 
the de cision was made and especially afterwards. She said 
that for fou r days post-operative ly she had cried and had had 
nightmares about murdering someone since. She stated that 
she had wanted t o become more religious but felt that "God 
woulcJn't want me now . " Sh e f elt that the experience had 
made her tougher , stronger and more cynical. In a further 
cornrr.un ication with the author three weeks after follow-up 
Margaret wrote, "I was pleased when I thought I would be 
able to have the baby." 

Of the 69 p~tients traced who ha d been refused therapeutic 
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abor tion, nine attempted an illega l abortion with six being 

successful. Illega l aborti on is often assoc ia ted with the 

desperate attempt of the women to rid hersel f of an unwant ed 

pregnancy but just as in the procuring of legal terminations) 

an illegal abortion may actual l y be engineered by a person 

ot h er than the woman concerned. Belinda is a ca se in point. 

Belinda~ aged 19 years , pre sente d at six wee ks pregnan t. 

At presentation she was well controlled and co - operative and 

did not impress as depressed or distressed. She was an only 

child and t he product of an ext ramarital union, a fact she 

did not know. She had a poor relationship with both her 

parents. She found her father distant and remote and her 

mother controll i ng and dominating . She ha d shown signs of 

rebel ling against the cold atmosphere at home since e ar ly 

adolescen ce and had been pla ced in boarding school 'to 

cont rol me'. At school Belinda struggled academically, 

failin g twice, but no complaints about her conduct were made 

by the teacherso Afte r leaving school she joined a drug­

taking subculture for a nu mbe r of months before se ttling 

down to training as a nurse. During this period she had 

been seen by a consultant psychiatris t on a few occasions 

due to c.onf lict with he r parents. There was no f ami ly 

history of psychiatric illness. Belinda tended to be shy 

and reserved with he r peers and preferred to have a 'best 

friend' than to be part of a group. She had had one st eady 

relationship with a member of the opposite sex involving 

sexual intercou rse. Her parents tended to disapprove of 

her choice of friends. Her pregnan cy was the result of a 

casual relat ion ship with Belinda ha ving no further contact 

with the reputed f ather after the conception. When she 

presented her mot her accompanied her. Her mother had 

"guessed I was pregnant when I got a bit depres sed ." At 

the in terview Belinda stated that she would like to have 

the baby, but felt that she should have an abortion for her 

parents' sake. She was clearly ambiva l ent about termina­

tion of pregnancy. 

Belinda's mother was also interviewed. She pressed 
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for termination and when it became obvious that this would 

probably be refused, she stated that she would then seek 

illegal aid even though she recognized the dangers of such 

action. She expressed a lot of guilt surrounding the birth 

of Belinda herself. 

The consultant psychiatrist stated that , "I do not feel 

that continuation of this pregnancy is likely to seriously 

affect the patient's future mental health." Immediate 

follow-up was arranged, but Belinda's mother could not be 

dissuaded from seeking illegal aid. One month after initial 

presentation Belinda was seen again. She related her ex ­

perience in a controlled and unemotional manner. However, 

she admitted anger at hav ing allowed herself to have a n 

abort ion and had _found it traumatic and painful o She 

related how she was having to pay her parents back financially 

as a means of punishment. She stated again that she would 

like to have had the baby but that her mother would never 

have allowed her to keep it and added , "so I suppose it was 

for the best." 

At follow-up 12 months after initial presentation, Belinda 

said that she would have liked to have had more counselling 

before the abortion decision was made. She felt that she 

would have liked more support in making her decision and 

said that she had felt rejected by her parents. Guilt and 

shame had been prominent feelings initially after the illegal 

abortion, but both had faded with time. Belinda felt that 

the experience had made her 'softer inside' but harde r on the 

outside, particulArly in her attitude towards men. She 

still stated that she would like to have had the _ baby but 

felt that in view of her parents' attitude, perhaps an 

abortion had been appropriate. 

In 32 cases of those patients who went through to term 

and kept their babies, 18 were born into two-parent families 

and 14 into one-parent families. Eight of the babies born 

into two-parent families had parents who were already 

married, eight had parents who married after refusal for 
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abortion: and in two cases the parents were married shortly 

after the birth. The success of such forced marriages is 

often questionable. In this sample of 10 women, eight 

reported a successful union with the reputed father and in 

all the cases, marriage had been discussed as a possible 

outcome of the relationship prior to the conception. All 

reported having been accepting of and having enjoyed the 

pregnancy and were grateful for having been refused abortion. 

All eight of these women felt that the experience had been 

positive and growth producing. Two patients reported an 

unsuccessful union with the reputed father. In both cases 

the women concerned had consciou sly wanted to have and keep 

the baby, while their respective partners felt trapped by 

their responsibility in the situa tion. An example of this 

latter situation is Maureen. 

Maureen, aged 29 years, presented at 10 weeks gestation. 

The referring doctor felt that she was displaying suicidal 

tendencies and as there did not appear to be any possibility 

of marriage or a steady relationship, considered that thera­

peutic abortion might be indicated. She impressed, at 

initial presentation, as nervous and anxious, and uncertain 

about what to do. Maureen was the younger of two girls of 

elderly parents and was concerned about their reaction to 

the pregnancy. Neither she nor family members had received 

psychiatric treatment. She had been an average scholar at 

school and after matriculation had been in steady employment. 

As regards interpersonal relationships, she described herself 

as an easy mixer, liking to get out and being with people, 

although by nature she felt she was basically shy and reserved. 

She reported having had ~ne steady relationship with the 

opposite sex lasting five years during her early 20's and 

since that time, had mixed on a more superficial level until 

her relationship wjth the reputed father. She was fond of 

both her parent s but due to their age, felt that she had 

never really been able to get close to them. The reputed 

father was a 39 year old divorcee with whom the patient had 
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been invoivE:d f()r e. period ryf_ f Oli.r ,s10nths. Mauree n stated 

that she desperately wanted to g~t m~rried, that she wante d 

children, could not gi.ve the baby L~P for adoption and felt 

s.rr.bivalent a bout abortion - 11 I t might make me a mental 

wr<?ck." She said that he r boyfrie nd had been very supper­

ti e th:roughou.t bu t made~ . repe nted excuses about not marrying 

her. In a separat e interview with the reputed father i t 

eme rged tha t his ma ir concern a bout mar~iage was the f act 

that he had homosexual tendencies . There were ao psychia ­

tric grounds for recommending termination, so this was 

r Afused. After this decision a number of con j oint inter 

views were held with Mauree~ and the reputed father. His 

sexual problel!ls i:vere disclJssed and he remained suppor.tivc of 

the patient. Even tually he agreed to m&rri.s. ge , although 

r eluctantly. M8ureen at this point was delighte d and glad 

that she had not been terminated. 

At follow - up 12 months later, Maureen stated that she 

definitely considered that it wa s right that she ha d not 

undergone a termination of p~egnancy and said that she 

"shuddered at the thought every time I look at my baby o" 

However, she wished she could have had more counselling 

wi · h regard to her marriage. Her relationship with her 

husband had deteriorated to such an extent that at follow­

up they were living comple tely separa~e lives. Both lived 

in and worked at the same hotel. They lived in separate 

quarters. No sexua l relationship existed. Maureen was 

f inancially supporting the baby with her husband giving 

occasional gifts. Although initially thrilled at the time 

of the birth, by follow-up he had withdrawn from the baby 

and took little notice of her. Maureen had been placed 

on tranquillizers by her general practitioner due to the 

relat ionship with he r husband, and at the time of follow-up 

was seeking legal advice with regard to organizing regular 

maiutena nce and pG~sible divor ce. 

Of the 14 babies born into one-pa rent families, only one 

of the mothers had bee n married previously. The ages of 
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these women ranged from 16 to 35 years. Four were Coloured 

and 10 White. All had been nulliparous prior to the birth. 

At foll ow-up all expressed positive attitudes towards the 

baby and viewed the experience in :cetrospect as having been 

a positive one. Only three of these patients still kept 

contact with the reputed f ather, with two of them still hoping 

to marry him. A fourth patient had married another man a ad 

another had a steady boyfriend. The remainder were involved 

in purely platonic relationships. Of interest in this group 

is the fact that all but one patient had received ongoing 

support from her immediate family. None of these patients 

had received psychiatric treatment or counselling since 

refusal and all felt that they had, and still were coping 

with the sit~ation well. 

Two points may be illust rated by case histories of patients 

falling within this group. Firstly, that of the woman who 

deliberately falls pregnant, not so much as to corner a man 

into marriage , but because she specifica lly wants to have a 

child. Secondly, the problem of the parenting of illegiti­

mate babies born to adolescent females and the possible future 

effect of this on the child. 

~illary is an example of the first group. She presented 

at age 34 years at nine weeks gestation. At initial presen~ 

tation she impressed as open) warm, co-operative and realistic 

about her situation. She showed no signs of depression but 

rather needed reassurance as t o whether or not to go through 

with the pregnancy. She had been referY.ed by her gynae­

cologist as he felt that she was possibly being unrealistic 

about her wish to continue with the pregnancy. Four months 

prior to presentation she had undergone 2.n operation for 

removal of a cancerous growth in the uterus and ha d been told 

that a hysterectomy would be necessary should t his recur. 

Hillary was 002 of three siblings~ She had been a very 

hyperactive child and had been seen at a child guidance 

clinic while at primary school. She bad :received no further 

psychiatric treatment. Her academic recorci at school a~d 
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university had beeu ab ove a verage and a t the time of presen­

tation she he l d a seni or pos i t ion :Ln her field cf employment. 

She related wel l to he r pee rs a nd ha d a number of close 

friends. Hilla ry ha d al s o had a numbe r of relationships 

with the oppos it e sex but sta.ted that a lthough she would 

l ike to get mar r i e d a nd ha ve children, she felt she was 

bas ically t oo fus sy in her choice of meD . She stated that 

she felt she had a good rela tionship with both her parents. 

Hillary ha d been in volved wi th the reputed father of her 

child for a yea r prior to conception. He was seven years 

her juni or and she tended to I r .other' him G She stated that 

after she had had the threat of a hysterectomy put to her, 

she delibera tely took no contraceptive measures so as to 

fall pregnant. She saw this as possibly her last chance 

of having children of her own. Her initial reaction to 

learning about her pregnancy was that of being thrilled 

as was thP.t of her boyfriend, who offered to marry her. She 

refused thi s offer, feeling tha t the rela tionship was not 

strong enough to 1ithstand the stress of marriage. Hillary 

did not r equest an a bortion but wanted reassurance that she 

could cope and was not being selfish or idea listic ab out the 

situation. Howe ver, the f a ct that she had already made 

airangements about he r work and placement of the baby at a 

creche, did to a certain e xtent show that she was facing 

the realistic dema nds of having t o care for a baby. 

The opinion of the consultant psychiatrist in this case 

read as follows. 11There is no indication for termination 

of pregna ncy in this case. There is Do evidence of her 

being a significan t ly distu r bed persona lity and her present 

emotional state is not one t hat gives rise for concern. 

She has a gr eat need to rein f or ce her insecure femininity 

and 8he see s having a child as an opportunity to do so. I 

believe that she \!:ill cope with the situation • 11 

At follow-up 12 mo nths a fter initial presentation, 

Hillary s t a t e d t hat she fel t the corr ect <lecision had been 

ma de as rega rds therapeutic abortion but tha t "one always 
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feels conflicting feelin gs .. " She felt that she had coped 

well with the situation and did not aced furthe r counselling 

after the decision had been made. She stated that she had 

felt maternal about and accepting of the pregnancy but at 

times had felt gui lty that the baby would not have a lega l 

f ather, and at t imes anxious about the re sponsibi lj_ty she ha d 

taken upon herself. Hillary was still involved with the 

reputed father wh o had been pre sent at the birth and with whom 

she had been living for the past six months. She summed up 

her pre sen t feelings as great joy and ha pp iness associate d 

~ith her baby, but tremendous guilt as sociated with the 

reputed father. At follow-up she had decid ed that she wanted 

to break off their relationship. He had begun to drink 

heavily and was beginning to bec orne jealous of the baby. She 

found herse lf having to 'mother 1 him too and felt that now 

she had her own ba by> she had found a healthier outlet for 

her maternal needs. She felt she ha d deliberately used 

him by falling pregnant consciously without telling him and 

now that she did not need him, she no longer wanted to 

associate with him. At the same time, she did not wish to 

deprive her baby of its father. 

Hannelie, aged 16 years, is an example of the s econ d 

group that illustrates the difficulty of an adolescent 

parenting an illegitimate baby in her own family. Haanelie 

presented at 15 weeks gestation. The referring gynaeco logist 

did not consider that there were psychiatric indications fo r 

therapeutic abortion but referred the patient due to her 

mother's hysterica l reaction to the pregnancy. Hannelie 

presented as wel l develope d for her 16 year s, a combination 

of both maturity a nd naivet~ about her situation, bu t showed 

no overt signs of depress ion or distress about the s i tuat ion. 

Her mother was a n elderly, dominat ing woman fee ling very 

distraught about the pregnancy and demanding that it should 

be therapeutic3lly terminated. Hanne lie was the youngest 

by 10 year s of three sibl ings. Her parents were bot h in 

their early 60 's. She had no psychiatric history, althou gh 
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her elder siste r had been treated on an outpatient basis for 

a.nxiety. 

Std. VIII~ 

At the time of p=esentation Haanclie was repeat ing 

In high school, teacher s had comp lained that. she 

did not wor k hard enough and the previous year she had been 

truant ing, caused Rec ording to her mother, by a n association 

with a previous boyfr iend. She had displayed no other 

rebellious behaviour although h<~r mother stated that she had 

found her diff i cul t to 'handle' since her assoc i at ion with 

the reputed father. She de scribed Hannelie in a very 

negative way. The pat ient had a l ways been an easy mixer 

with member s of both sexes . She stat ed t hat she had bee n 

involved with her 19 year old boyfrien d fer eight months and 

had had a regula.r sexual relationsh ip with him for six months 

using no means of contraception, although 11 I knew I was 

likely to fall pregnant but I didn't bother to worry about 

it." Hannelie wa s adamant that she did not want an abort ion, 

even thou gh her parents would not consent to her marriage , 

which was the wish of both herself and her boyfriend. The 

psychiatric consultant was of the opinion that even though 

the patient did not wan t a te rmination , and it was her mo ther 

who was pushing for it, she would not have had sufficien t 

grounds ·for therapeutic abortion eve n if she herself had 

requested ito Hannelie was seen on a number of occa s ions 

after the refusal for abortion. Her parent s maintained 

their adamant stand a bout not allowing her to marry a nd 

continued to disapprove of her seeing the repu t ed father. 

However, they began to show more supp ort for the patient 

and insisted that she r emain at h ome during the pregnancy 

and did not push t he issue of adoption . 

At follow-up a year l ater , Hanna lie remained adamant 

that it was the correct decision not to ter,niriate an d tha t 

f~· ,::_:, had not wanted a n abortion but that i t ha d been her 

mother who was pushing for it. She felt that she had had 

enough counselling throughout. She was still living with 

her pa rents , had l eft school and was working as a clerk. 

She stated that she had been very accepting of the p regnancy 
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but that she had been u.pset by the - continued . conflict -between 

her parents and the reputed father. She had maintained her 

contact with him and st. ill wished to marr.y him. Since the 

birth of her baby, her mother had taken over its welfare 

and according to Hannelie, tried to undermine her role as 

its mother. She organized its day to day need s and would 

refer to Hannelie as the baby's 'auntie 1
• Her mother would 

also refuse to al low the reputeo father into the house to see 

the baby, · but at the same time expected him to pay mainte­

nance. Hannelie was very resentful of the situation, which 

she did not know how to handle. She saw herself as being 

ove rridden and pushed into the background. 

One of the major concerns of those involved in the assess­

ment of patients for therapeutic abortion is the handling of 

those patients who threaten suic ide. Whether such a gesture 

is a genuine sign of distress and Jepression or whether it 

is being used as a manipulative· measure must be established 

in each individual case. In the group of 90 patients who 

were refused theiapeGtic abortion, 14 patients had threatened 

suicide if met with such refusal. At follow-up 69 of the 

refused termination group w~re traced; of these three had 

made suicide attempts with one having threatened such action 

at initial presentation. Two of these patients were single 

and one divorced. Two were Coloured and one White, ~ith 

their ages being 26, 25 an d 16 years. All three are be st 

illustrated by giving brief ca se histories. 

Marwa was a 26 year old Moslem divorcee and mother of one 

child , who was receiving ongoing psychiatric treatment at 

the time of her discovery of her pregnancy. She had a full­

scale IQ of 82 on the Wechsler Adult Intelligence Scale 

(Na tL0nal Institute for Personnel Research. Undated). Her 

diagnosis was that of anxiety in an inadequate personality. 

She had lived with her family since her divorce four years 

prior to presentation. She complained of various somatic 

symptoms and had numerous social problems relating to her 

financial situation and interpersonal relationships with her 
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family. T~e reputed father was a man tl"tarwa had associated 

with for t h ree months an cJ with whom she had broken off con-

t act prior to the discovery of the pregnancy. Her main 

fear surrounding the pregnancy was the reaction of family 

membe rs as she came from a a orthodox Moslem family. She 

stated that if she had accommoda tion of her own she would 

go through t o term. The patient made no threa ts of suicide. 

The opinion of the consultant psych iatrist was that there 

were no adequate psychia tric ground s for therapeutic abortion 

although there were social indications, and as such abortion 

wa s refused. Three follow-up appointments were m&de for 

Marwa, all of which she fai l ed to at tend. 

At follow-up a year later, Marwa related how she had met 

the repu~ed f a ther shortly after having been refused thera­

peutic termination of pregnancy. She said she was angry 

and distressed and in this state attempted suicide by taking 

an overdose of purgatives . Shor tly after this she 'mis­

carried'. She stated that she felt it was co~rect that she 

had been refused therapeutic abortion and said that she had 

not attended her follow-up appointments as she was embarrassed 

about having taken an overd ose. 

Valerie is the second of these cases. A Coloured female 

aged · 25 years , she presented at 22 weeks gestation . She was 

living with her mother and younge r brother and was the sole 

support of both. Her mother accompanied her to her initial 

presentation and impressed as a very depe ndent , dema nding, 

whining woman who leaned very heavily on the patient both 

for emotional and financi a l support. Vale r ie related an 

incident of unreported rape throu gh which she claimed to have 

f a lle n pregnant. She wa s u.pset and weepy a.ad threatened · 

suicide if refused thera peutic abortion, but he r mother 

appea r 2d to be placing additiona l stress on her through her 

hys te rical re action to the pregna ncy. Valerie's ~ain concern 

was the f act tha t she was the sole supporter of her mother 

and brother and did not see how she could cope with a preg­

nancy on top of this re sponsibility. The consultant 
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psychiatrist fel t that Valerie had st rong socio-ecouornic 

ground s for termination but did aot f ee l that she qualified 

on psychiatric indications in terms of the South African 

l aw . Valerie was seen on two occasions after her refusal 

and appeared to have accepted the situation and was making 

arrangements for her confinement, althougl she did not 

know whether she would place her baby for adoption. She 

als o stated that her mother was gradua lly coming to terms 

with the situation. She the n failed to attend a further 

two fol low-up appointments. 

At follow-up 12 months later , Valerie admitted to having 

attempted suic ide one week after refusal by taking an over­

dose of Codis . She stated tha t she didn't really attempt 

suicide, but had felt very desperate at the time. She 

related how she h ad gone th r ough to te rm with the pregnancy 

and had placed her baby with her elder brother up country, 

but said that her mother did not know tha t she had kept him. 

She had spent the l as t few weeks of confinement in a home 

for unmarried mot hers. She felt that the correct decision 

had been made in re fu sing her an abortion and was happy that 

she had kept her ba by . She saw her means of escape from 

her mother as being for her to go up country herself to work 

and look ~fter her ba by, and planned to do this. 

The third case is that of Theresa , a 16 year old White 

girl who presented at 12 weeks of pregnancy. She was the 

youngest of three children and was a Std. IX pupil~ At the 

time of presentation she was receiving ongoing psychiatric 

treatmen t , her diagnosis being that of adolescent turmoil. 

Her ent ry into treatment eight months prior to presentation 

ha d been precipitated by a suicide att empt. She gave a 

history of poor social adjustment and unsa tisfactory inter­

per sona l relationships. Her relationship with her parents 

was character ized by fear of he r father who was rigid , 

strict and demanding of her, a nd by contempt for her mother 

whom she felt was 'unde:c f a ther 's thumb'. Theresa described 
herself as being a very moody person with frequent temper 
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ot1tbu.rsts ancl 'geuerally making myse lf dis gusting'. Her 

boyfriend was a 21 year old student with whom she ha d been 

involved for six months. She ·ms open ly ambivalent a bout the 

pregnancy and abortion , her main fear being ass ociate d with 

her father 's r eaction to the situat ion. J,oth parents -were 

very up set by the news and attempted to push for termina-

tion. However, in respect of Theresa 's ambiva lence , a 

decision not to terminate was mad e . 

At follow-up 14 months after initial presentation, Theresa 

stated that it was correct for he r to have gone thr ough to 

term. She related how she had married the reputed f ather 

after abortion had not been granted a nd spoke of her turbu­

lent marriage since. She felt that they were both far too 

young to have taken on the re sponsibility of parenthood and 

marriage. She had separated from her husban d one month 

prior to follow-up and at that time had mad2 a suicide attempt 

by slashing her wrists. She had continued to receive 

psychiatric treatment. 

At follow-up it was found that a total of 12 of those 

patients traced ia the termination gr oup and six of those 

in the not termination group had had, or were st ill receiving 

psychiatric treatment. The fact that 2/3rds of those 

patients who were receiving treBtment had had their pregnancy 

terminated, supports the f a ct that some of th?se granted 

therapeutic abortion are considered to be so significantly 

psychiatrically disturbed as to need long - term care. However, 

it could be argued that the need for psychiat ric treatment 

might be the outcome of an adverse reaction tc an abort ion. 

Examination of the records revealed that three of these 12. 

patients had received psychiatric treatment prior to initial 

presentat ion, the diagnoses being one p~ychot ic a Dd ·two 

personality disorders. The remaining patient s were al l 

referred for psychiatric treatment as a resul t of the 

findings on te rminat ion assessment, which included depression, 

adolescent turmoil, personality di sorder and men tal r etarda­

tion. Of the six patients who ha d ha d psychiatr ic treatment 
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sin ce initial asse s sment but who hacl not been terminated, 

fou r had received such treatment previously for personality 

disorder. The remaining two patients were in therapy for 

adolescent turmoilo 

A greater increase in the use of alcohol, tobacco, dagga 

and tr2.nquillizers was found among those terminated at follow­

up comparing them with those not terminated. However, again 

this may be related to the fact that tho se granted termina­

tion are considered to be psychiatr ically disturbedo 

Considering the quality of mental health at follow-up, it 

was found that 13 patients of those terminated as opposed to 

s e ven patients not terminated r eported an adverse personality 

change, while six in the former as opposed to one in the 

latter reported greater social isolation. 

An adverse personality change was linked to the patient's 

feelings about and reactions to the abortion decisioio In 

the termination group fi.ve of these patients were v.Jhite and 

eight Coloured, 10 were single a nd three married and the 

mean age was 23,8 years with a range of 12 years to 33 years. 

Three of these patients had already been referred for psy ­

chiatric treatment at the time of the abortion assessment. 

An overriding sense of guilt about the abortion and unsuccess­

ful attempts to reintegrate themselves in t o their social -­

environment were the main features of adverse personality 

change in these patients. Such comments as 1 it was a sin' 

and 'the wrong decision was made' came f rom this group. One 

patient at follow--up wept throughout and blamed the state of 

her subsequent marriage to someone else on the abortion 0 

Another patient stated that she had previously been very fond 

of children, but since her own termination had become in­

creasing ly irritated by themo She was distressed aad bitter 

that her friends were allowed to have children and not her­

self, but could not have seea herself coping any other way . 

A further patient reported feeling regret an d a 'dull ache' 

every time she thought about the abortion. She felt she 

had been trapped into having an aborti on by refusing to 
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accept any other alternatives and considered that she had 

'made a mess of my life'. A letter was sent to a further 

patient who live d out of town who wrote her reply as follows 

on a religious card: 11 I ca nnot talk personally about myself 

let alone writing about myself. If I have courage, I'll 

write to yol!." 

Seven patients who were among the group refused termina­

tion reported an adverse personality change related to the 

steps they had taken after the refusa l for abortion. Two of 

these patients were bitter at the fact that they had found 

it necessary to have their babies placed for adoption. Four 

patients had gained abortions elsewhere, one overseas, one 

legally in South Africa prior to the passing of the Abortion 

and Sterilization Act 2/75, one on medical grounds and one 

illegally. All had been very ambivalent about abortion at 

the time of initial presentation and at follow -up felt that 

they should have gone through to term. A seventh patient 

had kept her baby and although she was glad she had done so, 

admitted that she had ruined her child's li fe. Six of 

the se patients were unmarried and one divorced, six were 

White and one Coloured, and the mean age was 24,7 years with 

a range of 19 years to 33 years. One of these patients had 

received previous psychiatric treatment and none had been 

referred for ongoing psychiatric treatment. 

The yardsticks used to assess adverse personality change 

were the experience of the patient .?nd an altered attitude to 

future interpersonal relationships, especially men . Several 

pat ients from both groups re~orted feeling more wary of men 

and preferring to maintain platonic rather tha~ sexual 

relationships with men. 

Greater social isolation was admitted by six patients in 

the termination group as opposed to one in the not termina­

tion group, and ranged from one wee k to six months after the 

abortion decision. In those terminated , an overlap of 

half wa s found between those repor ting adverse personality 

change and greater social isolation. In each case it would 
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appear that the patient had overriding guilt feelings about 

the termination and dreaded others di scover ing the fact. 

None had been able to accept the situat ion but all felt that 

there had been no other appropriate alterna tive. 

One of the concerns expressed i n assessing patients for 

therapeutic ab ortion i s t he availability of supp ort in the 

community for the individual pa tient , particularly f or the 

girl who is refused a therapeu.tic abortion. At follow-up 

there was found to be a statistical difference in the amount 

of parental support given by paren ts to those in the termi­

nation and not terminat ion groups in favour of the latter. 

In add ition , more siblings in the l at ter group knew of the 

pregna ncy, not surprisingly since a pregnancy is more 

difficult to conceal tha n ~n a bortion . It is open to specu­

l ation as to whether or not knowledge of s upportive parents 

weighted the decision not to terminate the pregnancy. 

What of the reputed father ? In just over half of the 

patien ts in both gToups the r eputed fa t her proved to be a 

supportive figure and acceptiag of the pregnancy. 

With regard to supp ort from the patient's peer group, a 

l arge number of those patients terminated reported a lack of 

such support. However , altogethe r on ly 21 patient s reported 

having been l ef t alone to cope with the abortion or pregnancy, 

wi t h 12 of the se f alling within the termina tion group. 

In inquiring about the attitude change towards therapeutic 

abortion at follow-up, the se were largely unchanged, with 

only 13 patients, seve n fro~ the not terminaticn group and 

six from the t e rmination gr oup alter i ng in favour of thera­

peut ic abortion. 

Another area of interest at follow-up of therape utic 

aborti on patients i s t he ir use of c ontraception since initial 

presentation. A l arge proportion of patients in both groups 

admitted to using s ome form of contraception since the birth 

or terrninat ion. 

In exploring patterns of heterosexual relationships since 
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the abortion decision, :i.t was found that j u.st ovex- half of 

the patients traced were ~o longer i avo lved with the same 

man as before. However~ of those patients who had main·· 

tained the i r relat ionsh ip , it was fcund tha t more pa tien ts 

who h;:i_d he.cl termination we1:e either engaged or Darrie d to 

the reput ed father . Oaly 11 of the 70 patients no longer 

invol ed with the reputed fa ther were either e ngaged or 

mar ried to someon e else . It is of note that no statistical 

dif fere nce betweec the t ermination aad not terminat ion groups 

was found in relation to thos e var i ab les concerned with the 

patient's relationship with member s 0£ the opposite sex since 

init ia 1 assessment . 

Twenty-t wo patients reported changes in peer association. 

Many of these also reported greater social isolation since 

the abort ion decis io~. Just over one-third of the total 

sample reported being withdrawn, ant isocial and isolated 

initially. In the sam~ way as the depressive reaction to 

the aborti on decis ion, this phenomen on appeared to recede 

over time. 

There was a statistically significant difference between 

the two groups with rega rd to whether or not the consultant 

psychiat rist had made the correct decision. In the modified 

sample of 135 pa t i ents, 70% agreed with the decision, 65% of 

these ha ving bee n recomme nded ancJ only 35% not recommended 

for therapeut ic a bortion. Thus, the statistica l difference 

may be accounted for by the greater number fr om the not 

termina tion group who reported di sagreement w:Lth the decision. 

Hypothesis number four ~ostulated that ''i f therapeutic 

abort ion is r efused on psychiatric indications, then all 

patients wi 11 exper ienc e riegat i•Je fe e lings to the continued 

pregnancy ." At foll01::? ·~up it ivas found that of the 69 

pa t ients on whor:t information was a•Jailable out of the total 

of 90 refused therapeut ic abortion on psychiat ric grounds) 

a tot2l of 38 went through to term. Of these 38 patients 

a total of fou r f 2lt negative about the cont inued pregnancy, 

17 were positive and 17 patients were arnbivRlent . Since 

the pred ominant attit ude towards the contit1L1ed pregnancy 
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was a positive one, the hypothesis was refuted. 

Hypothesi s numbe r f :Lve postulated that, "in the absenc f~ 

of psychiatric gr ounds for the termination of an unwanted 

pregnancy~ little serious damage tc tl1e ri1enta l h ea lth of the 

patient ensues i f t erminat ion is refused, as long a s coun­

selling and psychiatric services are avaiiable .. 0 The 

results of the rneatal health outcome at 12 t~ 18 month s af t er 

initial presentation a re given in Table 95, rhapter iO . In 

those not terminated, con~ared with the other group, there 

were fewer patients in psychiatr ic therapy, fewe r repo rted 

an increase in the use of alcohol, tobacco , dagga a nd t ran­

qu il lizerss and fewer reported adverse pers ona l ity change or 

great er social isolation. Each patient whethe r terminated 

or not, was offered counselling and i~ some ca s es psychiat ric 

trea tment after the de cision ha d been mace. From the r.es1..1 lt s 

gained in this study, it may be conclud ed that hypotheses 

number five was supported. 

B. DISCUSSION OF THE RESULTS OF THE PP.ESENT 
STUDY IN RELATION TO PREVIOUS STUDIE~ 

It is ve ry difficult to compar e data of any t wo stud ie s 

of women pre senting for asses sment for thera peutic abortion 

du e to the uniqueness of each population sample , the context 

in which the abortion decision is being made an d the pre ­

vailing laws. The latter will determine which women ar e 

referred to R special psychiatric clinic as described in the 

present study . Although under the Abo~tion and Steriliza tion 

Act 2/75, all. women seeking therapeutic aborti~n mu st be 

assessed at state or provincial hospit a l s , due to the r estr i c­

tive grounds for. lege l e..bortion only those thought to have 

clear - cut indicati on s are referred. 

The present s tudy reflects . the genera 1 trend of the re-· 

f err a 1 s being ma inly the unmarried ( 7 2.%) and the peak a ge 

group being that betwee n 21 to 30 years (45%)~ ~ith 37% under 

the age of 21 years. Smith (1973 ) in the United States 

observed in he:c study of 154 women pres erit :i.ng with a n un ­

wanted pregna ncy, that 42% cf hex sample were und~r the age 
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of 21 years and 50% between the ages of 21 and 30 years. 19% 

had had previous psychiatric con taci:: as against 16% iu the 

present study. She also found that 76% of the women presented 

prior to the 12th week of gestation ns compared to 5970 in this 

study. The latter discrepa ncy may be accounted for by the 

fac t that ia Smith's stu dy only 7% of her sample came from the 

lowest social-economic class V ~ad VI by comparison with 23% 

in this study. Since for 13 of the 16 month sample pe r j_od 

presented here, women were not legally obliged to seek assess­

ment at state or provincial hospit a ls, many of those able to 

afford private treatment probably did so. 

With respect to parity, Steinhoff (in, Osofsky and Osof­

sky, 1973, p.222) states that "women who have never had a 

child constitute a large and important segment of the abortion 

population." In the present study this accounted for 70io of 

the total. Steinhoff found that unmarried women unde~ the 

age of 25 years used abo rtion to delay the on set of child­

bearing because they were not yet ready or able to marry and 

raise a family. Women who had had previous children sought 

an abortion becau se they rega rded their present family as 

complete. 19% of the women of the present study had between 

one and three children, while 1110 had 4 or more children, 

and the remaining 70% were nullipa.rous. 

Writers on the subject of therapeutic abortion have pr o ­

posed a variety of opinions as to the effect of this pro­

cedure. Simon and Senturia ( 1966, p.387) ia their review 

on the literatu re on the psychiatric sequelae of abortion 

comment as follows: "The · findings arid conclusions range from 

the suggestion that psychiatric il.laess almost always is the 

outcome of therapeut ic aborti on to i.ts virtual absence as a 

post-abort ion complication. 11 As noted in Chapter 4, over 

the last decade there has been a change in the recorded 

incidence of psychiatric sequelae of therapeut ic abortion. 

Recent studies indicate that desp ite a negative reaction to 

the whole experiP.nce, it doe s not result in psychiatric 

illnes s or longlasting regret (Friedman et al, 1974). 



221-1 

In the p~esent st~dy, most women admitted at fallo~-up 

that they felt less depressed tha 1 they rGrnembered being at 

ii.1itial assessrnE:nt. In addition 5 those recornmencled for 

therapeutic abortion expressed greater relief and happin9ss 

than those refused a termination. These, in tux n, felt more 

guilt and aGxiety. 

Peck and Marc1Js ( 1966) in the lJnit~d States fo1.lowed u.·? 

50 women, half of whom were recommended for ~errninati on on 

psychiatric grounds a nd half oa other medical indications 

between three and six moaths after therapeutic abortion. 

They found that of all th~ women, only one was considere d 

worse after the abortion. Mild and brief depression was 

reported by 2070 of the subjects, but this had disappeared by 

the time of the follow-up. 3610 of the non-psychiatric group 

had mild, brief depre ssive reactions accompanied by feelings 

of guilt abouc the abortion. In the psychiatric group, 12% 

reported mild guilt, 12% moderate guilt and 4% severe guilt, 

while in the non-psychiatri~ gr.oup 2870 reported mild guilt, 

8% moderate guilt and no one report ed severe guilt . At the 

follow-up interview, 68% of the psychiatric subjects were 

considered to have an improved psychiatric status, while 2070 

of the non-psychiatric group were also found to ha ve shewn 

similar improvement. From these findings the authors con­

clude that "becoming pregnant is not only a precipitating 

factor in the depressions and anxieties found in the pre­

abortion examination, but it is actually the major cause of 

these reactions) since they are so greatly relieved by 

t erminatir.g the pregnancy" (1966, p.424). 

Whittingt on (1970) in the United States followed up 31 

women who had had an abortion on psychiatr ic grounds. Ia 

re sponse to a query about their. state of happinesss, 45% 

indicated that they had been very happy since the abortion, 

42% said they v,·~re fairly happy, 6io reported fluctuations 

in mood, 310 said they were mostly 'down I and 31~ reported 

unhappiness. Further enquiry elicited that 68% felt in 

better mental health, 10% considered that they could be in 
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better mental health, and 3% maintaine d that their mental 

health h3d deteriorated. To q~ote Hhi tt:Ln gton ( 1970 ~ 

p.1228), 11The data we have su.ggest that the procedure is not 

a major psychological traume, but the iaformation is fa r 

from conclu s ive." 

Greenglass (1975 ) in Ca nada followed up 188 wome n ni~e 

months after l egal abor tion and matched these with controls 

who had not had abortions. He found that regrets a bout 

continuing the pregnan cy were more common a;;none t hose who ha d 

gone through to terrn than th os e who h ad nborted. He con·~ 

eluded that , "the menta 1 health of a woman fae;ed with an 

unwant ed pregnancy ~tands a greater cha8ce of improving 

whe n the woma n has an abortion tha n when she is forced t o 

deliver a child 11 (1975, p.756) . 

Greer et al (1976) in England conducted a follow-up st udy 

of 360 women at three months and bet ween 15 months and two 

years after therapeut ic abortion ha d been pe rformed . 91% of 

the or igina l sample were in terviewed at the initial follow­

up and 60% at long-term foll ow-up . Fi ndings revealed that 

the percentage of women requiring psychia tric treatment fell 

from 29% before t ermination to 19% after te rmi na tion. Com ­

par ison between the exis tence and severit y of de pression 

be fore the abortion and three months later, showed a signi­

fica nt i mp rovement at follow-up. Guilt about the aborti on 

wa s r ated considerable , moderate, minimal or none, with 37% 

reporting considerable or moderate guilt before the abortion, 

but at three months follow-up this ha d droppe d to 13%, a nd 

at 18 months thi s fell to only 7%. Nine pat ien t s at three 

months f ollow - up and. eight at 18 months admitted regrett in g 

the termination. 

Payne et al (1976 ) in the Unit e d States studied 102 women 

six months after l egal a bortion had bee n obt ained to assess 

the extent of anxiety, depression, ange r , guilt ~nd shame 

and found each t o be significantly lower after the pre­

abortion period . 

The present study shows similar findings to those discussed 
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above wi th regard to the l~sseaing of depressioa and guilt 

over time, and also th ose womEn forced to continue with a 

prEgnancy are going to have rnore negativa feelings about tte 

experie11ce than those who n rr= a.bo:r. ted. 

The menta l health out come at 12 to 18 months as reported 

in the present study ( see Tub le 9 5 ) showed that 14io ( 12 1omen ) 

cf the termination group w2re receiving or had received psy ­

chiatric treatment since the initial as sessment. All of 

those in the termination group had either been in treatment 

prior to the pregnancy or ware referred for such treatment as 

a resL,lt of the interview, while 2/ 3rds of those in the not 

te_mination group had been in treatment previously. In the 

total sample) 16io of the women had received previous psychia­

tric treatment. The hjgher percentage of adverse personalit y 

change (15% in the termination groLp compa red with 10% in the 

non-t erminatlon group) and the reported greater social isola­

tion (7% in the termination group as against 1% in the non­

termination group) may be a ccounted for by the f act that those 

granted therapeutic abortion on psychiatric grounds are con­

sidered to be psychiatrically disturbed at the time of assess­

ment and it is arguable whether these changes are a resu lt 

of the abortion itself. 

Smith (1973) reported in he~ follow-up study of 154 women, 

80 of whom were trRced, that 5 had sought psychiatric treatment 

after the abortion as the result of the experience. She also 

found that althoL1 gh 18% of the follow-up group had been given 

a psychiatric diagnosis on the basis of the original assess­

ment in terview, only two of these had found it 1ecessary to 

consult psychiatric h9lp. 

Greer et al (1976) in England reported that o~t of a 

follow - up sample of 326 women, l2 of whom had received psychia­

tric treatment after the termination, only four women felt that 

their symptoms were related to the abortion, 25 said that 

their sympt oms were not related and 13 w2re not sure . 

Of par.ticu I !l. :C importance in a study of women pre sent ing 

for assessment for therapeutic abortion, is the outcome of the 
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pregnancy of those women denied a hortion. In the present 

study , 69 women of thos e refused a n abortioa were traced , 

a nd revea led that on ly 55% w~nt through to term with 46% of 

the tota l of 69 women keeping their babies. The r emniader 

of this group either r eport ed spontaneous legal abortion 

elsewhere or illega l abo r tion. 

Pare and Raven (1970) in England followed up 120 ~omen 

who had been refused abor t ion a~d found that 61~/o of the women 

continued the pregnancy with 49~/,, of the t ota 1 120 keeping 

their babies. 36io of their Sa.rnple r eported eithe:c a legal 

ci.bo~tion e1-sewhere, illegal abm:tion or sponta neous aborti on " 

In the pre sent study thi s accounted for 45% of the non­

terminat ion follow-up group . 

Meyerowitz et al (1971 ) in the United State s reported 

tha t 38io of a total of 60 · women refused a bort ion went through 

to term. Of the rema inder 35% reported ao a bo~tion else ­

where scd 7% a spontaneous abortion. 

Both of these studie s reflect similar results to the 

present study. 
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1. This study was undertaken in part, to attempt to throw 

some light on the factors that appear to influence decisions 

made by psychiatrists who assess patiP.nts for termina tion 

of pregnancy. In the disc-r-iminant analysis that examined 

all the va~iablPs, derived from the assessment interviews, 

the variable 'referral for psychiatric treatment' weighted 

the probability that the patient would be in the termination 

group. Examining the information from the 107 patients in 

thi s gr oup, 17 were referred, some on the basi s of distress 

compl icating previously known psychiatric disorder , others oa 

the basis of the mental stat e findings at the time of inter­

view. All the variable s that could be individua lly con­

sidered as 'psychiatric', were fairly evenly distributed in 

the two groups and did not seem to have weigh te d the decision 

eit her way. Of course, considered as a clus ter , these prob­

ably contrib~ted to a person being considered, or having been 

in the past diagnosed, as psychiatrically disordered. However, 

taking those with undisputed, documented and previously treated 

psychiatric illness, there was no evidence th2t these were 

favourably considered for termination aad in fact, roost were 

not recommended for termination. Some of the mentally re­

tarded were favourably considered but apart from these, the 

data that weights a decision for termination on psychiatric 

ground s remains undefinable. 

2 . The 'non-p sychiatric ' or psychosocial variables of age, 

parity and previous sexual partner(s) were found to be signi­

ficantly different betwee,1 th8 group recommended for termina­

tion and the group not recommendecl for terrnina t ion. Age 

weighed in favour of termination for those under the age of 

16 years and uver the age of 30 years, a predictable finding 

since in the init ial stages of the study, the Abortion and 

Sterilization Bill of 1973, which covered pregnant girls 

under the age of 16 years, was used as a guideline. The 
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significance of parity hints at the pos s ibility that the long­

term adverse eftects on the mental health of a nultiparous 

mother rearing ar; unwanted child could have been taken into 

account. In the discriminant ana l ysis~ evidence of more than 

one intimate relatio iship , whic1
1 weighted against termination, 

emerg2d as one of the three main factors which apreared to 

influence group a llocation and refle~t decision making . 

Perhaps this was regatded as inclicative of a peisoaality 

disorder, which of itself iJas ins 1Jfficient grounds for termi­

nation. It may be concluded that ia the reported study, 

'non-psychiatric ' or psychosocial data appeared to influence 

the recommendation made in the aborti on decision. 

3. The wornan 1 s attitude towards the ptegnancy and /or 2. borti.on 

seen~d to favour the decision not to terminate. This applied 

specifically to ambivalence about the pregnancy and /or abortion; 

other feelings such as Anger, guilt and hurt however , were 

evenly distributed in both groups. 

4. Consistent decision making about abortion was found in the 

report ed study throughout the period 1/2/74 - 31/5/75. Data 

from women early in the study, i.e. 1/3/74 - 31/.5/74, was com­

pared ith another group a year later over a similar three 

month period. Minor differences in the psychosocial data 

were found in the two groups. The fact that noue of the three 

major variable s isolated in the discriminant analysis as 

factors in group allocation were significant ly different in the 

two samples, suggested that a reesonably consistent policy was 

maintained throughout the period of the presented study. 

5. At follow-up 12 - 18 months after presentation, signi[icant 

differences in the depth of depression betwee n the initial re­

action as given retrospectively and that reported at follow-up 

occurred in tho se terminated as well as those refused termi­

nation . Thus, dep1:ession occurring in wcrnen either recommended 

or refused abortion, as a rule recedes over time. Relief was 

reported by membe~s of both groups initially and later, but 

those refused abortion felt gr~ater regret about the decision 
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both early and later. At long-terw follow-up, lit tle de-

pre ssion, guilt or anxiety was admitted by members in either 

group. There were no serious psychiatric seque l ae in either 

group. 

6. The reported study also shows that women refused thera­

peutic terminat ioa of pregnaacy seek and obtain abort ions by 

other means. This i.s borne out by the finding that of t he 

69 women fo l lowe d up ~10 had been refused abortion, only 38 

went through pregnancy to term. 

7. Threats of suicide were made at the initial assessment by 

14 of the 90 women refuse d termination. At follow-up it 

was found that three of the ·women iu this group had actua lly 

made suicide attempts , only one of these having threatened 

such action at initial present ation. Suicide , therefore , 

should not be overlooked as a risk in women refused an 

abortion, whether they bave threatened it c:c not. 

8. At follow-up, of the 38 \vomen who went through to term, 

foUJ: ex.pressed negative attitude s towards the continued 

pregnan cy, 17 felt positive and 17 were amb iva lent. Thus, 

in the sample presented here, of those who went thr ough to 

term, predominantly posit ive attitudes were expres sed towards 

the continued pregnancy. 

9. With regard to the mental hea lth outcome at 12 - 18 months 

after initial assessment , little serious damage to the ~ental 

health of those not terminated was found. Mild emotional 

dis tress was experienced by those terminated during the, 

period following th e procedure. Howe ver, this is not 

surprising since by defin ition, they were considered more 

psychiatrically uns table. In most women, this was not severe 

enou gh for them to seek psychiat ric help, although they ad­

mitted using more alcohol, tranquillizers and cigarettes . 

10. The findings in this study confirm the findings of many 

other authors, i.e. that it is vjrtually impossible t o set 
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out guidelines for psychiatrists to use in waking decisions 

about termination s~ particularly if they are to depend on 

undisputed psychiatric data, and it would appear as though 

many social factors consciously or unconsciously enter into 

professional decision making . 
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IMPLICATIONS FOL FlJTVtr~_RESEARCH 

The present study aimed to examine e. specific population 

con sisting of all women presenting for assessment for t hera­

peut i c abortion on psychiatric grounds at Groote Schuur 

Hospita l, Cape Town, over a 15 month period. An such , the 

re sults cannot neces sari ly be extr2po l ated to the general 

populat ion . Since the start of this s tudy , there have beea 

amendments to the Ab ortion and Sterilization law in South 

Africa and we r e this study to be undertaken again, even in 

the same department, d ifferent results mi~1t be obtained. 

Thus, this stu dy can be seen as the attempts of one depart ­

ment of psychiatry to interpret and implement the prevailing 

law. However, although no c omparable study has been under ­

take n in this country, the results pres~ilte d here show 

striking similarities with l ike situa t ioas reported from 

abroad . 

llumer ous studies on the reasons f or an unwan ted preg­

nancy, the seque lae of abortion or ref used abort ion And 

alternatives to abortion have been conducted , particularly 

in Scandinavia, t he United St&tes and the United Kingdom. 

This s t udy did not at tempt to cover all these other aspects. 

Future studies in the field could we ll examine speci fic 

areas, e.g. dif ferent cultural , religious and ethnic aspects 

of therapeutic abortion within the fr amework of South 

Af r ica 1 s unique and diverse population groups . 

Due to the doubtful va l idity of the results obtained 

from information given by women at f ol low-up about their 

initial reaction to the decision made at the in it i a l assess­

ment, a further study exploring emot iona l reactions 

immediately after the de cision a~d then ove r a period of 

timE:! would be of int erest, r ecogn:Lsing how difficult it is 

to obtain foll ow-L1p data from -;...Jomen , many of whom wish to 

fo rget the whole a ff air. Ho\Jever, a further follow - up of 

the two groups presented here might be feasib le t o asseas 

long-term react ions to the decision , and to assess how 
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l astiag the feelings of relief in the termination group and 

regret in the non-termination group may be. It is doubt­

ful if a follow - up rate of 80% would be obtained again. 

Of importance is the outcome of children born to women 

refused therapeutic a bort ion. I n thi s study it was shown 

that four of the 38 women who ·went through to term expressed 

con sistent ly negative at titudes towards the cont i nued preg­

nancy a nd some seemed ambivalent about the child up to term . 

Long-term foll ow-up of these wornen , their attitudes towards 

the children born a nd the long term effect of these atti­

tudes on the menta l hea lth of the ir of fspring, could be 

undert aken to support o~ refute the fin dings of Forssman 

and Thuwe (1966) that these women have difficulty in 

mothering. 

Little a ttent ion ha s been given to the r ole and reactions 

of the reputed father of unwanted pregnancies . 

Finally, no attempt has been made in South Af rica t o 

assess how psych iatrists feel a bout their role in incer­

preting a nd i mp l ementing an aborti on law that assumes an 

almost superhuma n ca pacity to pred ict the future . 
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D 

INTIICATIONS FOR THERAPEUTIC ABORTION ARE MARKED 

ACCORDING TO THE FOLLOWI NG KEY 

ABORTION PROHIBITED 

ABORTION PERMITTED ONLY TO SAVE THE LIFE 
OF THE MOTHER 
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ABORT ION PERMITTED TO SAVE THE ' HEALTH' OF THE MOTHER , 
I.E. MEDICAI, AND PSYCHIATRIC INDICATIONS 

ABORT ION PERMITTED FOR: 

!al 'Heal th' (medical and psychiatric) 
b Eugenic grounds 
c H-umanitarian grounds 

ABORTION PERMITTED FOR: 

'Health' (medical and psychiatric) 
Eugenic grour> '.'is 
Humanitarian grounds 
JVfedico-r.ocial grounds 

ABORTI0N ·PERMITTED FOR: 

al 'Heal th 1 (medical and 
b Eugenic grounds 
c Humanitarian grounds 
d Medico-social grou:.'1.ds 
e Social grounds 

psychiatric) 

ABORT ION PERMITTED ON REQUEST 
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A P P E N D I X C 

MAPS OF WORLD ABORTION LEGISLATION 
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A P P E N D I X D 

CODING OF THE WHITE PUNCH CARDS 
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CODING OF THE WHTTE CARDS 

Data collected from both the inter view with the psychiatric 

social worker and the consultant psychiat ris t. 

Written on the Card 

Name 

Date of Birth 

Marital Status 

Religion 

1. Referred for sterilization 

2. Referred for termination 
") 

.) . Sterilization recommended 

4. Termination recommended 

s. Age under 14 years 

6. 14 years but under 16 years 

7. 16 years but under 18 years 

8. 18 years but under 21 years 

9. 21 years but under 30 years 

10. 30 years but under 39 years 

11. 39 years and above 

12. · White 

13. Coloured 

14. Indian 

15. African 

16. Socio-Economic Class I 

17. Socio-Economic Class II 

18. Socio-Economic Class III 

19. Socio-Economic Class IV 

20. Socio-Economic Class V 

21. Socio-Econ omic Class VI 

22. Presented before the 8th week of 

23. Presented after the 8th week but 
of pregnancy 

Hospita 1 No. 

Ethnic Group 

pregi1a ncy 

before the 12th week 

24. Presented after the 12th week but be f ore the 16th week 
of pregnancy 
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25. 

26. 

27. 

Pr e sented aft er t he 16t h wee ~ but before the 20th week 
of pregnancy 

28. 

29. 

31. 
32. 

33. 
34. 

35. 

36. 

37. 

38. 

39. 

41. 
42. 

43. 

44. 
45. 

46. 

47. 

48. 

49. 

Pre sented fr om the 20 t h week of pregnancy 

Documented previou s or curre nt psychiat r ic treatment 
received/or bein g re ce ived 

Referred for psychiatr ic treatment as a result of the 
te r mination in t e r view 

Pre vious t e rmination (legal or illegal) 

Previous illegitimat e birth (whether kept or adopted) 

Nulliparou s 

Less than 4 children 

4 but .less than 6 ch i ldren 

6 or more children 

Married 

Divorced 

Sepa rated 

Rape (repor ted to the police) 

Rape (not r eported to the police) 

Promiscuous relation ship (including mentally defective) 

Longstanding relation ship 

Parental involveme nt 

Has never used contra ception 

Used contrPception previously but gave it up 

Failed contraception 

Rape case s (all whethe r reported or not)) 
) some 

Mentally retarded (IQ under 80) ) overlap 

51. Previous s exual partner(s) 

52. Reputed f ather first and only sexual partner 

53. IQ less tha n SO 

54. IQ 50 but less tha n 60 

55. IQ 60 but less tha n 70 

56. IQ 70 but less tha n 80 

57. No education 

58. Primary school 

59. High school 

61. Matriculation 

62. University 

63. Beha viour / a cad2mic dif ficultie s at school 
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64. Broken work record 

65. Stable work record 

66. Illegitimate, adopte d or fostered as a child 

67. Elde st child 

68. Youngest child 

A. Only child 

B. Attitude towards the pregnancy (overlap) Denial 

a. Anger 

D. Guilt 

E. Hurt 

F. Accepting 

G. Hysterica 1 

H. Hostile 
towards men 

I. Considere d ambiva lent 

J. Good relationship with mother or mother substitute 

K. Good relationship with father or father substitute 

L. Socializes well 

M. Disrupted family background 

N. Documente d forma l psychiatric illness in the family 

O. Closer to mother than father 

P. Closer to father than mother 

Q. Attended with reputed father 

R. Stable self description given of self prior to the 
pregnancy 

S. Threatens to commit suicide if not terminated 

T. Threatens illega l or self abortion if not terminated 

U. Male partner showing concern and support 

V. Male partner not showing concern or support 

W. No male partner 

X. Attended our follow-up 

z. Referred elsewhere for follow-up 

BB. Good reaction after operation as expressed by patient, 
e.g. relief 

CC. Poor r eact ion after operation as expressed by patient, 
e.g. guilt 
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DD. Those refused - Stated she will get married 

FF. Stated she will have the baby adopte d 

GG. Stated she will keep the ba by alone 

A. Reported abortion elsewhere 

E. Reported 'miscarriage' 

I. Confused and does not know wha t to do 

O. Decision unknown 

U. Inappropriate referrals - medical and rape cases ( those 
reported) 

Y. Previous suicide attempt 
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A P P E N D I X E 

GROUPING OF INITIAL PRESENTING DATA 



Data was Grolll?.ed According to the 
Fol lowing Cate_,gor ie s 

1. Tot a l number of cases seen 

2. Total referred for t ermination 

Total referred for sterilizat ion 

3. Recommendations 
Termination and steri lization recommended 

Termination and s t erilization not recommended 

Purely termination 1:ecommende d 

Purely termination not recommended 

4. Age Distribut ion 

14 

16 

18 
21 
30 

years 

years 

years 

yea.rs 
years 

but under 

but under 

but under 

but under 

bu.t under 

39 years and above 

S. Ethnic Group 

White 

Coloured 
Indian 

. African 

1.4 
16 

18 
21 

30 

39 

6. Socio-Ec onomi c Clas s 

Socia 1 Class I 

Social Class II 

Social Cla ss III 

Social Class IV 
Social Class V 
Social Clas s VI 

7. Duration of Pregnancy 

Presented before the 

years 

years 

years 

ye ars 

years 

yea rs 

8th week of pregna ncy 

269 

Presented after the 8th week but before the 12t h week 
of pregna11cy 

Pre sented after the 12th week but befor e the 16th week 
of pregnancy 
Presented afte r the 16th week but before the 20th week 
of pregnancy 
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Preseated from the 20th week of pregnancy 

8 ! Documented Previous or Cu rrent Psychiatric Treatmen.t. 

9 . Referred for Psychiatric Treat!!lfill.t 

10. Previous Terminat ion 

Legal 

Illegal 

11. Previou s Illegitima!Q_Birth 

12. Par ity 

Nulli°pa rous 

Less than 4 childre n 

4 but less than 6 children 

6 or mo re child ren 

13. Marital Sta tus 

Unmarried 

Mar r ied 

Divorced 

Separated 

Widowed 

14. Type of Relat ion shi.Q 

Rape ( reported to the police) 

Rape (not reported to the police) 

Promiscuou s relationship 

Longstanding relationship 

15. Parental Involvement 

16. Use of Contra ception 

Has never used contraception 

Used contra ception previously and gave it up 

Failed contraception 

Rape ca ses ( a ll repor ted or not) ) 

Menta lly retarded (IQ under 80) j overlap 

17. Sexua l Experience 

Previous sexual partner(s) 

Reputed father first and only sexua l partner 

18. 1.Q_Scores qf..thg__Menta l]_y_ R~tarded 

IQ under 50 

. IQ 50 but under 60 

IQ 60 but under 70 

IQ 70 but under 80 



19. Educational Levei 

No edu.catior. 

Pr imary school 

High school 

Matriculation 

University 

20. BehaviourjAca demic Difficulties at School 

21. Work Performanc~ 

Broken work record 

Stable work record 

Still studying and never worked 

22. Illegitimate, Ado_pteg or Fostered as a Child 

23. Position in th~ Family 

Only child 

Eldest child 

Youngest child 

Other position 
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24. Attitude towards the Pregnancy (these categories only ) 

Denial 

Anger 

Guilt 

Hurt 

Accepting 

Hysterical 

Hostile towards men 

25. Considered Ambiva lent 

26. Relationship with Parfil}ts 

Good relationship with mother 

Good relationship with father 

27. Socialize s Well 

28. Q.i§.Iupted Family Background 

29. Documented Psychiatric Illness in the FamiJy 

30. PBrental Preference 

Closer to mother tha n father 

Closer to father than mother 

31. Attended with Reputed Fa.ther 

32. Sta ble Self Descriptton of Self given Prior to Pregnancy 



33. Threats if not Termi.Dl!ted 

To commit suicide 

To seek illegal abortion 

No threats 

34. Support Shown by Ma le Partner 

Male partner showing concern and support 

Male partner not showing concern and support 

No male partner 

35. Follow-Up 

Attended our follow-up 

Did not attend our follow-up 

Referred elsewhere for follow-up 

36. Reaction after _Ope rat ion as Give!l...Jly Patient 

Good reaction, e.g. relief 

Poor reaction, e.g. guilt 

Did not attend 

37. Stated Intentjon of those not Terminated 

To get married 

To have the baby adopted 

To keep the baby alone 

Reported abortion elsewhere 

Reported 'miscarriage' 

Does not know what to do 

Decision now known 

38. Inappropriate Referral 

,Rape (those reported to the police) 

Medical cases 

39. Previous Suicide Attempts 

Prior to pregnancy 

During this pregnancy 

4-0. Religion 

Jewish 

Moslem 

Roman Catholic 

Anglican 

Dutch Reformed 

Methodist 
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40 . Re ligiQD. (Contit1ued) 

Pr esbyteria ll 

Congregational 

Other Christian 

Not known 
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A P P E N D I X F 

DEFINITIONS OF SOME OF THE CATEGORIES OF 

INITIAL PRESENTATION DATA 

274 
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Since some of the cited categories are not mutually exclusive, 

specific definitions were used as follows: 

Socia l Economic Cl~ 

The patient's social class was rated according to h_er father's 

occupation if she was unmarried, widowed or divorced and 

according to her husband's occupation if married. The rating 

scale used was that used by the University of Cape Town Child 

Guidance Clinic. It is divided into six classes with the 

following ··occupations being found in each class division. 

Class I: Traditional aristocracy, millionaires, cabinet 

mini sters , chancellors and principals of uni ­

versities, managing directors or chairmen of 

boards of nation-wide or international companies . 

Clas s II: Professionals, salaried executives, owners of 

large firms, operators of moderate sized enter­

prises, students of universities and colleges, 

prosperous farmers and landowners. 

Class III: Small business men, small farmers, clerical 

workers, white-collar workers, semi-professionals. 

Class IV: Skilled workers, qualified tradesmen, appren­

tices. 

Class V: Semi-skilled workers. 

Class VI: Unskilled workers, permanently unemployed, 

poor Whites. 

Married 

This included: 

(a) Those legally married. 

(b) Those married by Moslem rites only. 

(c) Common law unions (i.e. with the patient 

referring to her partner as her 'husband'). 



Promiscuous Re l a t~onships 

This included: 

( a ) 'One night stands'. 

(b) Sexual intercourse on the rebound. 

(c) More than one sexual partner. 
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(d) No ongoing relationship with the reputed father. 

(e) Mentally retarded. 

Longstanding Re lat ionshios 

This included: 

(a) An ongoing relationship with the reputed father. 

(b) Those who were engaged or :going steady'. 

It implied an agreement between the patient and her 

partner, but did not include common law unions. 

Parenta~ InvolveIIJ.fil1!. 

This included: 

( a ) Either one or both parent s/guardicns being 

aware of the pregnancy, i.e. they have been told. 

(b) Those parents showing concern/interest, 

positive and/or negative. 

(c) Those patients who are physically present or 

are definitely giving support in the back­

ground. 

Eclucationa 1 

This included: 

( a ) Patients wh o had completed a certain division 

or had left school then, e.g. High School -

Std. VII. 

(b) Patients who at presentation fell into one of 

these categories. 



Behaviour a 1 and/ or Aca.cl~mic 
Difficulties at School 

This included: 
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(a) Difficulty in separating and going to school. 

(b) Difficulty in socializing at school. 

(c) Difficulty in relating to teachers. 

(d) Expu lsion from school. 
(e) Truancy. 
(f) Difficulty in keeping up with school work. 

(g) Over anxious about school work. 
(h) Those who remember school only as a negative · 

experience. 

Broken Work Record 

This included: 

(a) Ha ving a number of jobs over a short period 

of time. 

(b) Being sacked from place of employment or 

walking out. 

Stab le Work Record 

This included:· 

(a) Consistent employment. 
(b) Being able to give verifiable explanations for 

cha nges in employment, e.g. being asked to 
leave after an amalgamation. 

Illegitimate, Adopt ed_gr Fos tered as a Child 

This included: 

(a) Reference to the birth status of the patient 
herself . 

(b) Does not include children from common l aw unions 

but where such a union has not existed, the 
child was considered to be illegit imate. 



Attit ude Towards the Pregnancy 

This included : 

( a ) Expressed feelings of the pat ient. 

( b ) Subjective impressions of the interviewer. 

Considered Ambiva l ent 

This included: 

( a ) Patients expressing overt ambivalence. 

(b) Patients who are in conflict as to what to 

do for the best. 

Good Relationship with Parents 

This ·included: 

( a ) The patient overtly stated that it was a good 

relation ship. 

(b) The patient described her parents in a 

positive light, 

2.78 

(c) The patient being a ble to commu nicate with and 

confide in her parents and find them understanding. 

Socializes Well 

This inc.luded: 

· (a) Age appropriate socializing. 

(b) The patient not being either unduly introverted 

and withdrawn, or extroverted. 

(c) Subjective impression gained from the patient 

as she describes her peer relationships. 

Disr lll2ted Family Ba ckground 

This included: 

(a) Divorced or separated parents. 

(b) Death of one or both parents prior to the 

patient turning 18 yea rs. 

(c) The pat ient being institutionalized or placed 

in need of care as a child. 
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(Cont.) 

( d) Brought up by relatives and not parents. 

(e) African families separated by the migratory 

labour system. 

(f) Illegitimate, adopted or fostered children 

whose families fall into any of the above 

categories. 

Parental Preference 

This included: 

(a) The patient overtly expressing preference of 

attachment to either parent. 

( b) From the way the patient described her parents, 

a subjective preference may have been shown. 

(c ) Those who confide in one parent to the 

exclusion of the other. 

Self pescription 

This included: 

(Stable prior to this pregnancy) 

( a ) Being able to evaluate her own positive and 

negative attributes. 

( b ) Seeing herself objectively. 

( c ) Clinically the patient does not present with 

past personality or behavioural problems. 

Male Partner not Showing Con,cern or Support 

This included: 

( a ) Those male partners who knew about the pregnancy 

and did not give support. 

( b ) Longstanding relationship where the patient 

did not confide in her partner, and he 

therefore could not give support, but with 

whom the patient was still involved. 



No Male Part!}fil. 

This included: 

(a) Deserted by male partner. 

(b) Death of the partner. 

(c) 'One night stands'. 

(d) All rape cases - whether reported or not. 

(e) Those who are mentally retardedo 

(f) Those who broke off the relationship prior 

to the discovery of the pregnan cy. 
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AP ~_JLN DIX __Q 

FOLLOW-UP QUESTIONNAIRES ON EMOTIONAL 
RESPONSES AND DEMOGRAPHIC DATA 
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Code No: 

Name: 
Date Seen: 
Ethnic Group: 

Age~ 

Questionnaire for those Terminated (and Sterilized) 

(to be completed by interviewer) 

1. Does the patient feel the correct decision was made? 

Is she still confused about the issue? 

2. Support during hospitalization: 

(a) Felt hospita l staff were supportive. 

(b) Felt parents were supportive. 

(c) Felt peers were s~pportive. 
(d) Patient left to support herself on her own. 

(e) Felt reputed father was supportive. 
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3. Would the patient have preferred more couns e lling be fore 

the decision? 

4. Further pregnancies or abortions. 

5. Memory of hospitalization before the abortion 

(and sterilization): 

(a) Depressed 
(b) Guilty 

(9) Denial of feelings 
(d) Considered staff helpful 

6. Memory of hospitalization after the abortion 

(and sterilizat ion): 

(a) Depressed 

(b) Guilty 
(c) Denial of feelings 
(d) Conside red staff helpful 

7. Does the pati2nt feel she has learnt by the experience? 

(a) Positive experience 
(b) Negative expe rience 



8. Attitude to abor tion now: 

·(a) Anti-abortion --> pro-abortion 

(b) Pro-abortion --> anti-abortion 

(c) Always been pro-abortion 

(d) Always been anti-abortion 

' 9. Use of contraception now: 

(a) Ha s not bothered about contraception 

(b) Used contraception erratically 

(c) Has been on contraception continually 

10. Effect on male relationships: 

(a) Still involved with reputed father 

(b) Engaged or married to reputed father 

(c) Successful relationship with reputed father 

(d) Engaged or married to someone else 

(e) Steady boyfriend with sexual intercourse 

(f) Successful relationship with someone else 

(g) He knows about the abortion 

(h) Dating casually without sexual intercourse 

(i) Sticks to platonic relationships 

(j) More wary or scared of men 

11. Resettlement back into society : 

(a) Returned to same school 

(b) Changed schools 

(c) Fa ll in academic record - school/university 

(d) Rise in academic record - school/university 

(e) Sarne academic record - school/university 

(f) Returned to same job/university 

(g) Cha nged jobs, courses, left university . 

(h) Has held a number of jobs 

12. Change in accommodation: 

(.g) Stayed with parents throughou~ 

(b) Lived alone throughout 

(c) MArried - living with husband 

(d) Lived with peers throughout 
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(e) Living with parents now 

(f) Went upcountry to friends or relatives 

(g) Living alone now 

13. Effect on interpersonal relationships~ 

(a) Parents did not know about the abortion 

(b) Siblings did no t know about the abortion 

(c) Parental acceptance throughout 

(d) Sibling acceptance throughout 

(e) Acceptance by reputed father throu ghout .. 

(f) Settled back into same peer group 

(g) Changed peer group 

(h) Withdrawn, isolated, anti-social initially 

(i) Withdrawn , isolated, anti-social now 

14. Religious conflict: 

( a ) Has become more anti-religious 

(b) Has become more religious 

(c) No change in religious feelings 

15. Further counselling or treatment sought: 

(a) Psychiatric - after abortion 

(b) General practitioner - after abortion 

(c) Welfare agency - after abortion 

16. Use of self medication: 

(a) Increased use of tranquillizers 

(b) Increased use of tobacco 

(c) Increased use of alcohol 
(d) Increased use of dagga or other 

17. Physical hea lth since: 

(a) Increase in existing symptoms 

(b) Menstrual disord ers 

drugs 

(c) Side effects after abortion, needing medical 
attention 

18. Image of self cow 

19 . Further comments 

7.84 



The following is applicable to those who had an abortion 

and sterilization. 

1. Do you regret the sterilization? 

2. Why? 

3. Why was sterilization sought rather than other means 

of contraception? 

4. Did you want the steriliza tion or was someone else 

pushing for it? 

(a) Doctors? 

(b) Husband? 

5. Did you have a sterilization operation in order. to 

be terminated? 

6. Who advised you about the sterilization operation? 

7. Was the operation fully explained to you beforehand? 

8. Do you feel it was a hurried decision? 
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This Information will be treated with the 
Strictest Confidential~ 
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Code No: 

Please would you. fill in this questionnaire which would be 

most helpful to u.s. 

Please use the various words aQd adjectives as you would 

in everyday life. 

The scale to be used is as follows: 

., 
J.. 2 3 !+ 5 

not at 
all 

to a small 
degree 

to a mode­
rate degree 

to a consid-· 
erable degree extremely 

1. Your immediate reactiOL1 after you h.s.d had the abortion 
(and sterilization ), 

a. Depression 1 2 3 4 5 

b~ Relief 5 /+ 3 2 1 

c. Regret 5 4 3 2 1 

d. Embarrassment 1 2 3 4 5 

e. Guilt 5 4 3 2 1 

f. Anxiety 1 2 3 4 5 

g. Shame 1 2 3 l~ 5 

h. Fear of disapprova 1 5 4 3 2 1 
,· Anger 1 2 3 4 5 l.. 

j. Happiness 5 l~ 3 2 1 

k. Doubt 5 4 3 2 1 

1. Disappointment in self 1 2 3 4 5 

m. Den ial of feelings 5 4 3 2 1 

2. How do. you. fee 1 now about the abortion (and sterilization). 

a. Depression 1 2 3 4 5 

b. Relief 5 4 3 2 1 

c. Regret 1 2 3 4 5 

d. Embarrassment 1 2 3 4 5 

e. Guilt 5 4 3 2 1 
t: Anxiety 5 4 3 2 1 J.. • 

g. Shame 1 2 3 4 5 
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h. Fear of disapproval 5 4 3 2 1 

i. Anger 1 2 3 4, 5 

j. Happiness 1 2 3 4 5 

k. Doubt 5 l,., 3 2 1 

1. Disappointment in self 1 2 3 4 5 

m. Denial of feeling 5 4 3 2 1 



Code No: 

Name: 

Date Seen : 

Ethnic Group: 

Age: 

Qqestiot1naire for tho~ t RecommendeLJor Abortion 
iillJ.d Sterilizatiorrl 
(To be completed by the interviewe r) 
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1. Does the patient f ee l the correct decis ion was made? 

2. Does she feel she would have preferred more counselling 

after the decision? 

3. Body 
(a) 

(b) 

image during pregnancy 

Accept ed the effects of hormon a l changes 

Frightened by the effects of hormonal changes 

4. Attempted suicide as threatened after refusal for 

abortion · 

Att empt ed illegal abortion as threatened after refusa l 

for abortion 

Successful illegal abortion 

5. Outcome of pregnancy 

( a ) Baby adopted 

(b) Depresse d after adoption - remorse) depression, 
mourn ing 

(c) Got married to reputed father 

(d) Kept the baby 

(e) Acceptance of baby if kept 

(f) Rej ection of baby if kept 

(g) Coping with ba by and fin ances 

(h) 'Miscarriage ' reported 

6. Support during pregna ncy an d confinement 

( a ) Hospit al staff supportive 

(b·) Parents supportive 

(c) Reputed father supportive 

(d) Peers supportive 

(e) Left to supp ort her se lf a lone 



7. Change in accommodat ion 

( a) Went int o home for unmarried mothers 

(b) Stayed wi th parents throughout 

(c) Live d alone throughout 

(d) Liv i ng with p are nts now 

(e) Lived with peers throughout 

( f ) Went upcountry 

(g) Living alone now 

8. Attitude to home for unmarr ied mothers 
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( a ) Positive experience - felt supported and secure 

(b) Negative experience - felt isolated 

9. Attitu de toward s the pregnancy 

(a) Dis gusted 

(b) Guilty 

(c) Ashamed 

(d) Angry 

(e) Accepting 

(f) Maternal 

10. Memory of hospitalization and feelings while there 

( a ) D<2pres sed 

(b) Ashame d/guilty 

(c) Envious of other mothers keeping their ba bies 

11. Resettlement back into society 

(a) Returned to same school 

(b) Cha nged schools 

(c) Fall in aca de mic record - school/university 

(d) Same a cademic record - school/university 

(e) Ri se in aca demic record - school/university 

(f) Return e d to same job/university 

(g) Changed j obs, courses, left university 

12. Effect on re l ationship with the opposite sex 

(a) St ill i nvolved with reputed fat her 

(b) Enga ged or married t o reputed f a ther 

(c) Succe s sful relationship with reputed father 

(d) Engaged to someone else 



(e) 

(f) 

(g) 

(h) 

(i) 

(j) 

Stea dy boyfriend with sexual in t ercourse 
Successful relationship with someone else 
He knows about the pre gnancy 
Dating casually without sexual intercourse 
Sticks to pl.at oaic relationships 

More wary or scared of men 

13. Use of contraception now 
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(a) Has not bothered about contraception since the birth 
(b) Has used contraception continually since birth 
(c) Has used contraception erractically since birth 

14. Attitude towards abortion 

(a) Pro-abortion-~ anti -abortion 
(b) Anti-abortion -~ pro-abortion 
(c) Always been pro-abortion 

(d) Always been anti-abortion 

15. Further abortions or pregnancies 

16. Effect on interpersonal relationships 
(a) Parents did not know about the pregnancy 
(b) Siblings did not know about the pregnancy 
(c) Parental acceptance throughout 
(d) Sibling acceptance throughout 
(e) Acceptance by reputed father throughout 
(f) Settled back into same peer group 
(g) Changed peer group 

(h) Withdrawn, isolated, anti-social initially 
(i) Withdrawn, isolated, anti-social now. 

17. Religious conflict 

(a) Has become more anti-religion 
(b) Has become more religious 
(c) No change in religious feelings 

18. Further counselling or treatment sought 
(a) Psychiatric - after abortion refused 
(b) General practitioner - after abortion refused 

(including ante-natal care) 

(c) Welfare agency - after abortion refused 
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19. Use of self medication 

(a) Increased use of tranquillizers 

(b) Increased use of tobacco 

(c) I ncreased use of alcohol 

(d) Use of dagga or other drugs 

20. Physical health since birth 

(a) Increase in pre-existing symptoms 

(b) Dif ficu.lt l abou.r 

(c) Repulsed by labour 

(d) Menstrual diso:rders 

21. Self image of self now 

22. Other comments 

The f ollowing is applicable to tho se who were refused both 
an abortion and sterilization: 

1. 

? ~. 
3. 

4. 

s. 
6. 

Do you regret not be ing sterilized? 

Do you still wish to be sterilized? 

Why was sterilization and not other contraceptive 
measures used? 

Are you glad you were not sterilized? 

Did you ask to be sterilized in orde r to have an abortion? 

WAS someone else pushing for the sterilization -

(a) Doctors? 

(b) Husband? 
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Code No: 

This In f ormation will be trea ted wi th the 
Stricte.§1:._Confidentia litv ~~ 

Please would you. fill in thi s questionna.ire which wou ld be 

most helpful to us. 

Please use the various word s and adjectives as you would in 
everyday life. 

The scale to be us ed i s as follows : 

2 ' 3 4 t· 
:J 1 

not at 
all 

to a small 
degree 

to a mode­
rate degree 

to a consid­
erable degree 

extreme ly 

1. Your immediate reaction on being refused an abortion 
(and sterilization ) 

a. Depres s ion 

b. Relief 

c. Regret 
d. Embarrassment 

e. Guilt 

f. Anxiety 

g. Shame 

h . Fear of di sapprova l 

i. Anger 

j. Happiness 

k. Doubt 

1. Disappointment in self 

m. Denial of feelings 

1 

5 

5 

1 

5 

1 

1 

5 

1 

5 

5 

1 

5 

2 

4 

4 
2 

4 

2 

2 

4 

2 

4 

4 

2 

4 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

2 

2 

4 

2 

4 

4 

2 

4 

2 

2 

4 

2 

5 

1 

1 

5 

1 

5 

5 

1 

5 

1 

1 

5 

1 

2. How do you feel now a bout ha ving been refused an abortion 
(and steri lization)? 

a. Dep ression 

b. Relief 
c. Regret 
d. Embarra ssment 

e. Guil t 

f. Anxiety 
g. Shame 

1 

5 
1 

1 

5 

5 

1 

2 

4 
2 

2 

l~ 

4 
2 

3 

3 

3 

3 

3 

3 

3 

4 

2 

4 

4 

2 

2 

4 

5 

1 

5 
5 

1 

1 

5 
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h. Fear of disapproval r· 
J 4 3 2 1 

i. Anger 1 2 3 l+ 5 

j. Happiness 
, 2 3 l+ 5 .L 

k. Doubt 5 4 3 2 1 

1. Disappointment in self 1 2 3 4 5 

m. Denial of feelings 5 4 3 2 1 
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L.LE.J~_JL.J2_LX H 

CODING OF YELLOW PUNCH CARDS 
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CODING_.QI_THE YELLQW CARDS 

Data collected by the psychiatr ic social worker at 12 to 18 

m~nths after the patient's initial presentation. 

Written on the C~rd 

Code Number: Ethnic Group: 

Name: 

Marita 1 Stat us: 

Religion: 

Code 

1. Terminat ion performed in South Africa at Groote Schuur 
Ho spita l ( in both psychiatr ic and medical indications). 

2. Te rmination not performed . 

3. Terminat ion performed elsewhere (backstreet abort ion, 
abortion overseas, lega l abortion in South Africa prior 
to the Abortico and Steri lization Act 2/75). 

4. Sterilization performed. 

5. Sterilizat ion not performed. 

6. Fee ls t hat the doctor at Groote Schuur Hospital made the 
correct decision. 

7. Still confused a s t o whether the decision was correct . 

8. Would have preferred more counselling beforehand . 
9 . Would ha ve liked more counselling after the decision. 

10. Accepted body changes. 

11. Frightened of body changes. 

12. Attempted suicide after refusal for abortion. 

13. Attempted illega l abortion af ter refusal for legal 
aborti on. 

14. Successful illega l abortion after refusal for legal 
abortion. 

15. 'Miscarriage' rep orted . 

16. Baby adopted. 
17. Depressed after adoption, mourning, remorse. 

18. Got married to reputed father after refusal for abortion. 

19. Got married to reputed father after the birth. 
20. Kept the baby. 

21. Acceptance of the ba by if kept. 

22. Rej ection of the ba by i f kept . 
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23. Coping with baby and fin a nces. 

24. Further abortion or pregnancy. 

25. Hospit a l staff supportive. 

26. Parents supportive. 

27. Reputed father supportive. 

28. Peers supportive. 

29. Left to support herself on her own. 

31. Negative experience. 

32. Positive experience. 

33. In hospital before abortion - depressed. 

34. In hospital before abor t ion - guilty. 

35. 

36. 
Immediately after abortion in hospital 

Immediately after abortion in hospital 

depressed. 

WO gu.ilty e 

37. Went into home for unmarr ied mothers. 

38. Stayed with parents/relatives throughout. 

39. Now living with parents/relatives. 

41. Lived a lone throughout and/ or now. 

42. Married - living with h us band or peers. 

43. Went upcountry to relatives or friends. 

44. Positive experience - felt supported and secure in 
home for unmarried mothe rs. 

45. Negative experience - felt isolat ed in home for 
unmarried mothers. 

46. Anti-abortion-~ pro-abortion. 

47. Pro-abortion -? anti-abortion. 

48. Always been pro-abortion but not on demand. 

49. Al~ays been anti-abortion. 

51. Abortion on demand. 

52. Attitude towards the abortion - disgusted. 

53. Attitud~ towards the abortion - guilty. 

54. Attitude towards the abortion - ashamed. 

55. Attitude towards the abortion - angry. 

56. Attitude towards the abortion - accepting. 

57. Attitude towards the abortion - maternal. 

58. Memory of hospitalization of those refused abortion -

depressed. 

59. Memory of hospitalization of those refused abcrtion -

ashamed/guiltyo 
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61. Memory of hospitalization of those refu sed abortion -

envious of mothers keeping their babies. 

62. Has not used contraception since biith /abortion. 

63. Has used contraception continually since birth/abortion. 

64. Contraception used erratically. 

65. Still involved with reputed father. 

66. Engaged or married to reputed father. 

67. Successful relationship with reputed father. 

68. Engage d or married to someone else . 

A. He knows about the pregnancy/abort ion. 

B. Successful relationship with some one else. 

C. Dating casually without sexual intercourse. 

D. Steady boyfriend with sexual in tercourse. 

E. Sticks to platonic relationships. 

F. More wary or scared of men. 

G. Changed school/university/job . 

H. Returned to same school/university/job. 

I. Fall in academic record. 

J •. Rise in academic record. 

K. Same academic record. 

L. Has held a number of jobs since a bortion/pregnancy. 

M. Parents did not know about abortion/pregnancy . 

N. Siblings did not know about abortion /p regnancy. 

O. Parental acceptance throughout. 

P. Sibling acceptance throughout. 

Q. Acceptance by reputed father throughout. 

R. Settled back into same peer group. 

s. Ch8nged peer group. 

T. Withdrawn, isolated, anti-social initially. 

U. Withdrawn, isolated, anti-social now. 

V. Has become more anti-religious. 

W. Has become more religious. 

X. No change in religious feelin gs. 

Y. Psychiatric counselling after recommendation or refusal. 

z. G.P. counselling after recommendation or refusal. 

BB. Welfare couns e lling after recommendation or refusal. 

CC. Increased use of tranquillizers after recommendation 
or refusal. 



DD. Increased use of tobacco. 

FF. Increased use of a lcohol. 

GG. Increased use of dagga or other drug s . 

A. Increase in e xisting symptoms. 

E. Menstrua l diso rders . 
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I. Side effects after abortion requiring medica l attention. 

O. Difficult labour . 

U. Repulsed by birth. 

Y. Positive self image or no change. 



A P P E N D I X I 

LIST OF VARIABLES TAKEN INTO ACCOUNT 

FROM INITIAL PRESENTATION 
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1. Age 

VARIABLES_.TAK~N~ JNTO ACCOUNT FROM 

JN IT 1~1...J?RESJ:J~JA TION 

2. Ethnic group 

3. Social economic class 

4. Marital status 

5. Parity 

6. Educat:!.on 

7. Contraception usage 

80 Religion 

9. Family hi story of psychiatri c car~ 

10. Disrupted family backgr ound 

11. Position in the f amily 

12. Illegitima te, adopted or fo stered child 

13. Behaviour/ academic difficulties at school 

14. Relatio~ship with parents 

15. Parental prefereac ~ 

16. Socializing ability 

17. Work performance 

18. Previous sexual pa rtner(s) 

19. Previous illegitimate birth 

20. Previous termination 

21. Relationship with the reput e <l father 

22. Prev i ous psychiatric treatment 

23. Previous suicide attempts 

24. Poor image of self 

25. Threats of suicide if refused termina tion 
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26. Threats of illegal abortion if refused termination 

27. Intelligence 

28. Length of pregnancy at presentation 

29. Referred for psychiat ric tre~tment 

30. Parental involvement 

31. Attended with reputed father 

32. Support from male partner 

33. Angry 

34. Guilty 
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35. Hurt 

36. Ambivalent 

37. Acceptance 

38. Hostile towards men 

39. Denial of feel ings 
40 . Hysterica l behaviour 
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A P P E N D I X i ___ !:.!.., 

E1:PLANATION OF THE STATISTICAL ----------------·-------



EXPLANATION OF THE .2TATISTICAL 

METHODS USED 

The data obtained in this study were both parametric and 

non -parametric. In order to study the distribution of 

the variables in tLe groups oi: patients advised, and the 

group of patients refused termination, the chi-square 
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statis tic was chos~n, especially since assumptions did not 

have to be made about a normal distribution. Discriminant 

analyses on subsets of the 159 variables using a stepwise 

solution method were undertaken in an attempt · to isolate 

those variables that influenced group allocation. 



A P P E N D I X K 

FURTHER _ F:~S.!J_LJ_S., FR..QM lNITIAL 
PRESENTATION DATA - ----
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TABLE 1 

STGiHFICANGB OF· RELIG-ION 

SAMP:1£ A 

I Religion 

I ----.---------·-------
. Term No·t Term 

Moslem 

Jewish 

Roman Catholic 

Dutch Refo:::med 

Anglican 

Methodist 

Other Christian chu:cch 

Not lmown 

J_9.roup 
I 17 

3 

15 

1 6 

23 

8 

19 
6 

1 07 

Group 
Total 

4 21 

8 11 

10 25 

19 35 

20 43 

7 15 

14 33 

8 14 

90 197 
I TOTAL 
._ _ ____________ .j,..,. _____ ..,__ _________ i__ ____ _ 

2 X = 11,515 (7df ); NS 

SIGNIFICANCE OF RELIGION 

SAMPLE 13 

Religion 
Term Not Term 
Group Group 

Moslem 9 4 

Jewi sh 3 8 

Roman Catholic 13 10 

Dutch Reforme d 13 17 

Anglican 

I 
20 19 

Apostolic Faith Mission 0 1 

Baptist I 1 0 

Congregational 0 4 

E-vangelical 2 l 

Full Gospel Church 0 l 

Lutheran 2 1 

Methodist 7 7 

Moravian 1 1 

Total 
·---

13 

11 

23 

30 

39 

l 

l 

4 

3 

1 

3 

14 

2 
-
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SAMPLE B ( Conte ) 

r --------
~ Religion 
-------.. -------------~ ..... 

j New Apostol:1.c 

I Pentecostal Prot estant 

I P.resbyter:i.an 
I 

I OJ.d Apostolic 

I 7th Day .A6.ve11 tis t 

Term 
Group 

·, 
.L 

1 

3 

2 

1 

--Not Term 
Group 

1 

0 

3 

0 

0 

2 

l 

6 

2 

1 

Agnostic 

Unlmown 

rT.OTA£ . 

4 _ _lj ____ 4_3--...:-----:----I 
I --~- I 85 1 _ __ 1_68_ I ·-----

X
2 

== 17,658 (19df ) ; NS 

TABLE 2 

SIG:NIFICANCE OF T.Ffl~ TATIKtJT I S POSITION 
HT THE ]'AMILY -

SAMPLE .A 

I Position in the 
I F'amily 

Term 
Group -------------·--~---

Only child 

Eldest child 

Youngest child 

5 

22 

Not Term 
Group 

, -;:,~ -T-10 5 

17 ';l;Q 
,, :J 

29 

51 
1--

107 

30 

38 

90 

59 

89 

197 
I:::~ positi~-----i .... i __ _ _____ _._. ____ _ 

x
2 = 1, 09s (3df) , NS 

SIGJ.JIFICANm; OF THE PA'.l:IENT ' S POSii1ION 
IN '.P.RE :B1AMILY 

SAMPLE B 

~osition in the Term Not Term 
~ily Group Group 

Only child 5 5 

I Eldest cDild 1 7 14 

I Youngest child 24 30 

I Other nosition 37 ]6 ___ 

(yoTAL J_.!3 -· 85 

Total l 
~ 31 . 

I 54- I 
73 

168 

30 6 



' ) 

X~ = 0,94 7 ( 3df ) ; NS 

TABL.B 3 

SIGNIFICANCE OF GOOD RELATIONSHII' WITH OWN FATHER 

SAWJ!LE A 

-· --
Present I l~o t Present Total 

Terminated 53 54 107 

Not terminated 50 40 90 

TOTAL 1 03 94 ~97 I 
x2 

= 0 ,710 (ldf) ; NS 

SIGNIFICANCE OF GOOD RELATIONSHIP WITH OWN JNi.THER 

SAMPLE B 

~~-----~en_t ___ N_o __ t_Pr_._. e_s_e_L_•t ____ T_o_t_a __ l~ 

Terminated 
1 

38 4.5 83 

.~~e. rmi':_"ted -~L-48 37 85 
TOTAL L 86·---'---·--8_2 _____ _1_·~;--l 

x2 
- 1 1 515 (ldf); NS 

TABLE 4 

SIGNIFICANCE 01!1 GOOD RELATIONSHIP WITH own MOTHER 

SAMPLE A 

-

I 
Present Not Present 

Terminate d 75 32 

Not terminated 62 28 

-
TOTAL 137 60 

-
x2 

= 0,033 (ldf); NS 
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SIGNIFIOANCI~ 0:E' GOOD ID~LA~:IONSHIP WITH OWN MOTHER 

SAMP:m A 

308 

~erminated ____ _ 
-~11:r--~-~-n-t~--, ~Not P'1"esent ~otal - ·r---

57 26 83 

I Not terminated 

GoTAL 

60 25 85 

ll 1 _]-=~--5_{~_-_-___ :_=.~ 68 ·-

Parental 

Mother 

Father 

x2 = 0 1 010 (1a.f ); ns 

SIGNIB'ICAJIWE 0:~1 :PAP.ENTAL PREFERENCE 

SAMPLE A 

~ r ~~--~~~ 

Total Pref erenee Te:crn Gp , Hot Tenn Gp 

----36 I 19 55 

, 5 8 1, I 
L No preferenc e J __ 6~-- 63 ± 129 

i..!9TAL ---- · - ·-~-.J _ 107_j ____ 90 ______ ~~-j 
x2 

= 41 583 (2df ); NS 

SIGNI1i1ICANCE OF PARENTAL PREJ?EREWCE 

SAMPLE A 

Parental Prefe:i:ence :J:'erm Gp Not Term Gp - . 
Mother 26 18 

Father I 3 8 

No preferenc "" 54 59 
-· 

TOTAL 83 85 
- --

X2 
= 3,925 (2df ); NS 

T:ot~:_ _ _I 
44 
11 

113 

168 
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TABLE 6 

SJG1-rIPICANCJ~ OF AT'.!:ENDED WITH REPU'.:i:ED FJ.THER 

SAM.PLE A 

- l Present N"ot Present To 

Terminated 10 97 I 1 

Not te:..'1Il.inated 10 I 80 I 
TOTf_L 20 1177 I_ 1 

.. -

~ 
~~ I 90 I 

~ 

SIGIHFICANCE OF ATTENDED WITH RENTED FATHER 

SAMPLE B 

Pres ent not Pre sent 

Terminated 10 73 

J.ITot terminated 9 ' 76 

±it TOTAL 

Attitudes 

Hostile towards 
men 

Hysterical behaviour 

Attitudes 

Hostile towards 
men 

Hysterical behaviour 

-· 

I 19 

x2 
-· o, 003 (J.df ) ; NS 

TABLE 7 

SAMY.LE A 

w 

Term Gp Not Term I 

(107) Gp ( 90 ) 

5 
,,. 
0 

9 J.0 

SAMPLE B 

j Term Gp Not Term 
(83) Gp (85) 

-· 
5 4 

8 9 

Total 
(1 97 ) 

11 

19 

'.2otal 
(1 68) 

9 

17 

I Total -r 83 
I 85 

I 1 68 J 

x2 c1f 

0, 358 1 

0, 408 1 

x2 df 

0,001 1 

0,002 1 

p 

NS 

NS 

p 

NS 

NS 
--



A P P E N D I X L --
1 . R.AW SCORES FOR EMOTIONAL RESPONSES. 

2. FUIZTHER RESULTS OF TOTAL SAMPLE OF 
EMOTIONAL REACTIONS ( 1--3). 

3. FURTHER RESULTS OF MODIFIED SA1_v1PLE 
OF EMOTIONAL REACTIONS ( 6,-5) . 
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.TMMEDIATE REACTION IQ_ABORTION 

QL__THOSE TEI~1INATED 

Depres sion 

Re lief 

Regret 

Embar:rassment 

Guilt 

Anxiety 

Shame 

Fear of disapprova l 

Anger 

Happiness 

Doubt 

Disappointment in self 

Denial of feelings 

Tota l 77 

. 
.L 

23 

8 

/+7 

33 

26 

32 

50 

16 

38 

25 

30 

14 

6 

8 

14 

14 

18 

9 

14 

5 

14 

14 

15 

7 

8 

8 

7 

17 

8 

5 

9 

9 

il 

7 

13 

10 

9 

8 

8 

6 

13 

4 

16 

6 

6 

13 
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18 

43 

12 

15 

8 

11 

13 

9 

22 

8 

22 

13 
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LONG --T ERJ'ti _@/1 c_T_I_O_N ____ T __ o ____ A_B_O __ P-_T_I_O_N 

QF THO.§.J;;_ _TERlvUNA_:fEP, 

Depression 

Relief 

Regret 

Embarrassment 

Guilt 

Anxiety 

Shame 

Fear of dis approva l 

Anger 

Happiness 

Doubt 

Disappointment in self 

DeDial of feelings 

Total 77 

1 2 - .. - J - . - 4- . - - -··· 5 

- 5--.--2--14 ,,_ ~-~31 
8 3 6 I 11 I 49 

1 

54 

4-1 

t-1-3 

so 
4 6 

9 

13 

13 

12 

7 I 2 5 1 

2 

8 

12 

9 

8 

! 6 J. 

l 16 

8 

6 

5 

6 

2 

10 

5 

9 

6 

2 

5 

3 

3 

6 

4 

15 

1 

10 

13 

6 

10 

7 

7 

11 

5 

30 

6 

13 

I 

54 

32 

36 

11 

13 

11 11 J 

F 

,. 

,. 

. 

,.· 

•. 

:: 

' 

c" 

.: 
; 



313 

lMr-'tED I ATE RKl\CT rm·! 1\FTI~l'\. --------·--------.... ·-----· 
REFU)~Y°l1 _QI_J.&OR.:.IJ.Q.0. 

Tot al 28 

- .. - . . . - -- ~. .. -- ... 

1 2 3 t~ 5 

Depression 
~~-;-r--;-

t~ 7 
! 

Relief 7 9 4. 0 8 

Regret 9 8 2 5 4 

Embarrassment 14, 4, 3 1 6 

Guilt 9 3 h 6 6 

Anxiety 4 4 5 5 I 1.0 

Shame 13 
,... 

2 2 9 L 

Fear of disapprova l 8 4 2 2 12 

Anger v~ ') 5 3 ') 
J 

_, 

Happine s s 8 5 6 I 3 6 

Doubt 7 
1 · 

3 7 5 6 
I 

Disappointment in Self 10 5 ,1 3 9 
I 

l I ~3J __ ·-~-Denia 1 of feelings 7 3 3 



I 

Depression 

Relief 

Regre t 

Embarrassme nt 

Gui l t 

Anxiety 

Shame 

LOt TG .:JERM. ,l{EACT ION T~_REF'USAL 
OF ABORTION . 

Tota l 28 

1 2 3 Fl-~--;-r 
/..i. 10 I 1 

16 

17 

14 

I 12 

Fear of disapproval 

15 

13 

20 

6 

4 

3 

5 

4 

4 

2 

1 

5 

4 

2 

4 

3 

l 

3 

3 

2 

1 

4 

3 

1 

5 

l 

Anger 

Happiness 7 

Doubt 12 

3 

1. 

4. 

7 2 

11 

1. 

1 

4 

7 

3 

7 

2 

13 

2 

Di sapp ointment in se lf 15 3 1 3 6 

Den ia 1 of fee l i ngs ls --~--3 ___ 1--__ 2_1...-_t+_J, __ 1-i~ 

r 

[, 

,. 
.. 

·, 

' ·, 

' 

.· 



315 

1. LONG-TEP-M .REACTTON OF- ABO?-TION VERSUS LONG-TERM 
!3-EACTION Of REFU[?_Ah_f_OR __ AB0~:£1.QJi 

P..e12ression 

Terminated 

Not Terminated 

!3-_egret 

Terminated 

Nut Terminated 

Ert1ba 1·ra s sment 

Terminate d 

Not Terrninat _d 

Terminated 

Not Terminated 

t,n)Siety 

Terminated 

Not Terminated 

l 
_ _J ___ --r-2 "f 3T4 I 5 ,. 

s2 I 1t.:~ I s 3 1· 3] 

__ 20 __ _1 __ 3_1. 2 0 _____ 3 
X 2 -- 3 , 5 2 7 (t,.d f) ; NS 

1 2 3 4 5 

r:
1 

s4- r
1 

9--··

1

r~ _Ll_- EJ 
16 6 l _4 1 1 

. -~- . -
x2 = 2,7 87 ( 4df ) ; NS 

1s!--1~r1;--r:-J 
LJ!_ 4 1 2 _u_i__ 

x2 = 6 ,926 (4df); NS 

[ 
4~ --!---E:-1--:J~ 
14 I -; I 4 3 4 

- ----
x2 = 1,332 ( 4df ) ; NS 

1 2 

~ 1+3 12 

12 5 3 i 1 7 

2 t.~, 97 ( 4c1 f); NS X = 



; 
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. 

Te rmina·ted 

Not Terminated 
2 7,431 ( 4df); NS X ·-

---- - -· .. -· 

Fear of Di sa122rovaJ .. 
1 2 3 4 5 

I - l 8--15-r1 Termi nated 46 U_l Not Terminated 13 
3 I l. ·---~' L 

x2 -- 3,482 ( 4df ) i NS 

Terminated 

Not Terminated 

1 2 3 4 5 

~--;-i--;-1-L, -,--~ 
I 20 ; I 3 l ____ ,_2_. 

x2 
= 3,142 (4df); NS 

Happines s 

Terminated 

Not Termina ted 

x2 - 1,387 (4df ); NS 

Disa.12pointment in Self 

1 2 3 

~ Te rminated I 32 

I ~o 9 

Not Terminated L 1s 1 3 6 

x2. - 2)915 ( 4df); NS 

Denia l of Feelingg 

Terminated 

Not Terminated 
~[-1~ 1-h~ 

·- ~ =-~ 3 -- -- 2 __ I 4_,____!!_ I 4 I 1 

2 X = 0, 193 (4df); NS 



I 
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2. I Ml-illD IATE REA CT I ON VERSUS LONG-TERM REACTION 
OF THOSE TERMINAT ED ----·-

Relief 

Immediate Reaction 

Long-te r m Reaction 

.. .. .. .. .. - . 

Regret 

Immediate Reaction 

Long-term Reaction 

Gui 1 t 

Immediate Reaction 

Long-term Reaction 

Anxiety 

Immediate Reaction 

Long-term Re action 

Shame 

Irr.mediate Reaction 

Long-term Reaction 

x2 -·· 1.,088 (Li-df); NS 

1 2 3 4 5 

r-~; : I 8 J 8 

9 .7 ~r~1 
x2 = 6,055 ( 4d f); NS 

1 2 3 
l 

33 14 1 "7 
I 

41 13 8 

x2 = 2,66 ( 4df); NS 

G · 1 ~-;----~-.... -~·-~ _ _J __ ; _ _ --11 __ ~1_, 
x2 

= 8,589 (4d f); NS 

1 2 3 

l 
. 

I 
43 9 8 

I so 8 9 

x 2 = 2 533 
' 

( 4d f); NS 

n 

,_ 

. 

,. 



Immediate Re~ction 

Long-term Reaction 

Immedia te Reaction 

Long-term Reaction 

Hg12.J2in e ss 

Immediate Reaction 

Long-term Reaction 

Doubt 

Immediate Reaction 

Long-~~rm Reaction 

Immediate Reac tion 

Long-term Reaction 

Den ia l of Feeling§_ 

Immediate Reaction 

Long-term Reaction 

318 

r~~ [ i:J-:->--.-_4 s1 
46 _ _ _ 6 8 I 1~ -~ ~~ 

2 X = 9,15 (4d f ); NS 

1 r 
I 

50 

6) 
L-

x2 = 6 687 
' 

2 

5 

5 

( 4df ); NS 

x2 = 4,515 (l}df ); NS 

3 --- 1 
. 

9 l l, 
2 !+ 

[ ~~ l ~~ ......__1~- - L-~-' ---

5 -~ 
8 I 

6 _J 
x2 = 9,249 (4d f ); NS 

x2 - 4,263 ( 4df); NS 

1 2 r-I-j 30 11 
36 11 

x2 = 1,712 ( 4d f ); NS 

3 4 

10 13 

6 13 

22 

13 

5 

li . 

1 

. I 
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~ ..., . IMME.DIATE VF.RSUS LONG~-TERM RP.ACTI ON OJ'l'HOSE 
NOT TERMINATi-,.JJ 

Re lief 

Immediat e Reaction 

Long-term Reaction 

Regret. 

Immediate Reaction 

Long-term Reaction 

Emba rr. as smenJ~. 

Immediate Reacti on 

Lon g -term Reaction 

Guilt 

Immediate Reaction 

Long-term Reaction 

Anxiety 

Immediate Reaction 

Long -term Reaction 

1 2 3 4 5 LIL~-,-~---,~_ I _1~J 
x2 

= 5,144 (4d f ); NS 

1 1: t~:n~ n 
x 2 

= 7,379 (4df); NS 

J. 2 -....::3::.__..__4_:.__ 5 

l ~~ -T~l_;_J ~ l:J 
x2 

= 5,861 (4d f ) ; NS 

l~:tt ; ·1 :n 
x2 = 2,486 (4df); NS 

,-~r~-r~~1 
I 12 L_ s I 3 ~ I 7 



Shame 

Immediate Reaction 

Long-term Rea ction 

Fear of Disappro va l 

Immediat e Reaction 

Long-t erm Reaction 

Irm,ediate Re:J.ction 

Long - term Reaction 

J,appin e.§.§. 

Immediat e Reaction 

Long-term Reaction 

Doubt 

Immedia te React ion 

Long - t erm Reaction 

[

__1__ 2 

-~-: 
x 2 = s ,428 (4df ); 

[ 
3 

2 

1 

NS 

.. - -· -· .. .. 

1 

4 

2 

5 

320 

5 

l 9 

1 3 

I :r:-[: 1---;-~ 
~~ ___ _::__ 3 I 1 _ _l_.:__1 

X2 = 3,0~9 (I.cl~) N'S - . + t ; • '. 

1 2 3 4 5 

r-~o=-1
f. ·ri--Tr:TTl ·--- U_i__J ______ l ___ _ 

x2 
= 2,95 8 (4df); NS 

r-;-n1trtr~ 
x2 = 6,455 (4df ); NS 

1 2 3 lf. 5 

[; 1. 
-

I sJJJ 3 7 
I 

I 5 7 i 2 2 

x2 = 5,101 (4df) ; NS 

Disap:12..ointment_j.n Self 

Immediate Reaction 

Long -term Reaction .__~_; _ __.__~ J ; I ; I : l 
"') 

X~ = 2,099 (4d f ); NS 



Denia l of Feelin qs 

lnmediate Rea ction 

Long - term Reaction 

321 

1 2 3 4 5 r;;-12-r· 7 -1-~ 
l 15 I 3 j 2 ;+ I ;+ I 

--..-.--.... -.~-- ---- . -
x2 = 3,406 (4df); NS 



.. 

l.j 
I 

!+. IMMEDIATE REACTION TO J ECISI.ON MADE GIVEN 
RETROSPECTIVEI,Y 

Qepression 

Not Recommended 

Recommended 

TOTAL 
') 

1 2 3 4 5 

r--7 -rl~-{i. ---6---J---_2--. 

I 19 11 I 13 s 10 

l26_b_J_1_1 _ __,___1_1 __ ...__2 2 _ _ 

XL - 7,177 ( 4df ); NS 

EmbarrassmenJ. 

Not Rec ommended 

Recommended 

TOTAL 

x2 

Not Recommended 

Rec om,11e nded 

TOTAL 

x2 

Fear of Dis3pproval 

Not Rec ommended 

Recomme nded 

TOTAL 

1 2 r;;--r~ 
25 l 13 

46 18 
------ ---

- · 4. ,06 6 ( 4df); 

]. 2 ,--,-----,..._ 

u3 34 7 

54 10 

= 5,854 ( 4df ); 

1 

J.3 

26 

2 

6 

12 

3 4 5 .--·1-5 1 7 

6 6 . 8 

11 ' I 15 

NS 

3 4 5 -----
2 5 9 

7 2 8 

9 7 17 

NS 

3 L~ 5 

39 18 

-;~ 
3 L 8 I -~; 

_ s ___ 14 21 

= 3,666 (4df ); NS 
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Total 

39 

58 

97 

Total 

39 

58 

97 

ToJ~al 

39 

58 

97 

Total 

39 
58 

97 



Not Recommended 

Recommended 

TOTAL 

Not Recommended 

Recommended 

TOTAL 

1 2 3 4 5 ~· ----:--.-, :--: ~·--!~ 
L~~ _ ___ s ______ 1_. 3 _ ___. __ 6 - --- ~~--

x 2 = 4,563 ( 4df); NS 

1 2 4 5 3 ·-·.---- -r-~---
11 6 8 8 I 6 I 
29 11 9 3 6 

40 17 17 11 12 

x2 
= 8,506 (4df); NS 

Di sapng_intme nt in Self 

1 2 3 I+ 5 ~--- -

323 

Tota l 

39 

58 

97 

Tot al 

39 
58 

97 

Tot e.l 

I 11 6 5 4 13 Not Recommended 39 

21 13 6 5 13 Recommended 58 

32 19 11 9 26 TOTAL 97 

x2 = 2,271 (4df); NS 

Denial of Feelings 

1 2 3 4 5 

Not Recommended 39 15 4 8 5 7 

Re commen ded 58 27 9 9 c:: 8 ..J 

li2 13 17 10 15 TOTAL 97 
- --

x2 = 1,825 (4d f ); NS 
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s. LONG-TERM REACTION TO THE DECISI.ON...1'1b .. DE GIVE£l 

AT FOLLOW ·-UE-

Pe12ression 
l_ __ .?_ 3 Li,. 5 Total --

Not Recommended 23 9 3 1 3 39 

Recommended 43 8 4 1 2 58 

TOTAL 66 17 7 2 5 97 

x2 = 2,849 ( 4df); NS 

fmbarrassme_nt 
l_ 2 3 4 5 To-i:a 1 ----- 3,-~p 

Not Recommended 26 6 39 

Recommended 49 9 1 1 6 58 

TOTAL 67 15 4 2 I 9 97 

x2 - 2,325 ( 4df); NS 

Guilt 
1 2 3 4 5 Total -------- . 

1 
Not Recommended 17 6 7 4 5 39 

Recommended 34 9 /4-
, 

7 I 58 q. 

TOTAL 51 15 11 s __ -__ 12 I 97 

x2 = 3,844 ( 4df); tJS 

Anxiety 
1 __ _ ~- __ 1 4 5 Total ·-·-

Not Recommended 18 7 7 1 6 39 

Recommended 35 7 8 3 5 59 

TOTAL 53 14 15 4 11 97 

x2 = 3,004 ( 4df); NS 



Shame 

No t Recommended 

Rec ommende d 

TOTAL 

Not Re commend e d 

Recorrnne nded 

TOTAL 

Ang~ 

Not Recommend e d 

Recomme nded 

TOTAL 

Happine ss 

Not Re commende d 

Recommended 

TOTAL 

_l_ 2 3 4 5 
- ----1 :-i----r--·-
!~ : I . 6 I ! ! 

_63 9 1~_8_,_J __ 1_ . 

X 
2 

= 5 J~O l ( 4d f ) ; NS 

5 r~--1-·-~---i - ~----- : 
I l1.0 3 5 3 7 

G~·-· __ 1_0 _ __,__10 __ ~ __ _ 6_~_ 14_ , 

x2 = 7,444 (4d f ); NS 

1 

29 

46 

75 

2 

4 

3 

7 

3 

3 
1 

4 

1 

3 

4- I 7 I ___________ , _____ ......_ __ _,,_ __ 
x2 = 3,702 (4df); NS 

,___.;;;.1 __ ~ ____ 2_ ...... ___ 3 ~ 5 

13 1 I s 1 13 

10 6 I s 8 26 

___ 2_3~-----7~--~ ~--~____2.? __ 

x2 = 5,546 ( 4df); NS 
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39 

58 

97 

39 

58 

97 

Tota l 

39 

58 

97 

39 

58 

97 

: 

'· 



D-1.scinn oi ntment - -·------- in Se_lf 

1 2 

Not Recommen ded lf!J 
Recommended 28 11 

TOTAL 43 I 15 I 

x2 
= 6~725 (4df); NS 

Denia l qf Feel in_gs 

1 2 

Not Recommerided F--·--;-1 
Recommende d I 31 7 

TOTAL l.so 12 I 
x2 = 1,204 ( 4d[); NS 

3 l~ 5 

7 4--1- 9 
3 8 8 

10 12 17 

3 
I 5 4 

4 1··6-,-~') 
4 I 6 10 

8 12 15 
I ----

326 

'.Lot a l. 

39 

58 

97 

39 

58 
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A P P E N D I X M 

S T E R I L I Z A T I O N 
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?T;;;E,Jf_,IZATION 

The Lane Cornmis sion dcfin(~S sterilization as "any opera­

tion which renders the inc1ividua l incapab le of producing a 

child~ In the fema le thi s is usually accomp lished by ob­

structing the Fa llopian t L1b0~s, though it may be achieved by 

other operative procedures~ e.g. vasectomy in male sterili­

za tion 11 (Report of the Commit t e e. on the Working of the 

Abortion Act, Vcl. I, 1974, p.271). It is, therefore, a 

contraceptive measure wi th usually irreversible consequences, 

although great advances have been made iri the Uni ted Kingdom 

with regard to the latter . 

Originally used [or strict ~ed ical aGd eugenic indications, 

tubal sterilization i s rapidly becorniug simply another method 

of contraception reqGested by a l&rger number of pa tients each 

year (Edwards a nd Ha kanson, 1973). With this increased 

deman d, the advaatages of the operation must be weighed against 

possible disadvantages, such as operative risks and post­

operative morbidity. The irreversibility of the procedure 

raises doubts as to its advisability ih young women because 

of the risk of early widowhood and/or remarr iage . More 

important is the ri. sk that some women may later regret the 

operation and suffer morbidity directly attributable to it 

(Enoch and Jones , 1975)e 

In any discussion on sterilization, consideration must be 

give n· to the variou s types - punitive, eugenic, therapeutic, 

contraceptive and compu lsory sterilization . 

In the past sterilization has been judicially imp osed as 

a penalty for crime with a retributive and possibly deterrent 

effect, to protect society against a repetition of the offence, 

e.g. statute s at one time in Washington and Nevada called for 

this operation on a person convicted of r ape (G arnpell, 1964). 

Tod ay penal sterilization has fewer advocates. It does not 

diminish the sexual impulse and does nothing for the sexually 

promiscuous person. Statutes go verning penal sterilization 

in the United States have been attacked on the grounds that 
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they violated the constitutional prohibition against cruel 

and unusua l punishment. The Washington statute was repea led 

while that of Nevada was struck off as 1.mconstitutionaL 

Eugenic sterilization involves the issue of the repro ­

duction of those individuals who are known to suffer from a 

serious hereditary mental or physical disease. Ethical 

questions arise, e.g. should a young woman, due to get 

mar ried, one of whose parents is known to have suffered from 

Huntingdonws Chorea, be sterilized since she herself had a 

50% chance of havin g the di sease ? If not sterilized, 

cou.ld she be relied upon to use appropriate contraceptive 

measures? Is it reaso nable for her to- have a child who will 

even if the mother has not yet displayed signs, have a 25% 

chan ce of inher iting it? Eugenic sterilization, then, is 

concerned with sterilization as a means of improving the 

genetic quality of the race. 

Therapeutic sterilization includes situations in which 

the operation is necessary either to remove a diseased organ 

in the woman , or as a · m~ans of removin g the risks inherent 

in the patient's bearing of a child, e .g . the increased risks 

of repeated Caesarean deliveries. Therape~tic sterilization 

is usually considered in the latter case when other contra­

ceptive measures have failed in the past. 

Contracept ive sterilization concerns those in whom the 

opera,tion is used solely as a means of preventing further 

births e · Compulsory sterilization has been used in the past, 

i.e. penal sterilization. A second form of forced sterili­

zation still practised in some hospitals in the United States, 

United Kingdom, Cana da and elsewhere, is that associated with 

abortion. When the law places the abortion decision in the 

hands of physicians and hospitals , they sometimes agree to 

perform an abortion in certain situations only if the woman 

also accepts sterilization (Sarvi s and Rod~an, 1973). 

Women seeking a sterilization operation .may be divided 

iato two categories! Firstly, there are those who are 

aware of both the results of coitus and of sterilization. 
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These women are in~riab l y married and decide in consultation 

with their spouses that the family is now complete. In some 

instances, the marriage it self may be under strain due to the 

dre ad of a further pregnancy, and lack of confidence in other 

contraceptive devices. The second category consists of those 

retarded women who do not understand the mear.ing or res~lt of 

coitus, who are open to sexual exploitation and who would oot 

be capable of guarding themselves from such advances. Women 

in the first category are handled in the same manner as in any 

other medical procedure, although the husband 's consen t is 

usually required. However) the law in many countries protect s 

women or girls in the second category specifying, for example, 

that a psychiatrist be involved in the assessment for the 

operation. 

Legal measures setting out the grounds on which an abortion 

may be procured, in~,ariab ly include those on which a wcman may 

be sterilized, e.g. :i.n Swede n according to the Sterilization 

Act of 1941, a woman may be sterilized on eugenic, social, 

medical and medico-social indications (Ekblad , 1955). However, 

in the United Kingdom there are no lega l criteria which have 

to be satisfied before it can be performed and it is left to 

the discret ion of the doctor. This situation led to the 

setting out of the following guidelines by t he Lane Cornmj_s sion 

(Report of the Committee on the Working of the Abortion Act, 

Vo 1. I, 197 4, p .. 168). They recommended that per£ orrna nce of 

sterilization should be: 

1. 11After careful counsel ling of the woman and of her 

husband, or other partner in a stable union~ and 

counselling should also be available, if desired, 

after the operation when doubts and regrets may 

be felt; 

2. not carried out except in aa emergency until there 

has been due time for reflectioa; 

3. mainly confined to cases where the~e is medical 

or genetic necessity to avoid future pregnancy, 
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4 . never as a condition of terminating an exi st ing 

pregnancy, or as a result of any other pre ssure ; 

5. after consideration of whether sterilization of 

the woman or vasectomy fo r the man, is the more 

appropriate in their circumstances . " 

The passing of the Abortion and Steriliza tion Act i/75 in 

South Africa marked the first occasion on which legal grounds 

for a sterilization were defined. Prior to this the r e .had 

been rio legal coverage for a psychiatris t rec ommending the 

sterilization of a woman on psychiatric grounds. It was 

considered a medical procedure in which the needs a.nd capa­

bilities of each individual were assessed . If sterilizat ion 

was con sidered appropriate, the psychiatrist would notify the 

medical superintendent of the hospital conceraed of his 

decision and reasons for it. Con sent was required from the 

legal guardian or husband, if the woman was married. 

The Abortion and Sterilization Act 2/75 lays down the 

following conditions under which sterilization of a person 

UDable to give consent might be performed (Abortion and 

Steril~zati on Act 2/75, Paragraph 4, Subsect i on 1): 

(a) Two medical practitioners, one of whom shal l be 

a psychiatrist, have certified in writing that 

the person concerned is capab le of procreating 

children, and 

(i) is suffering from a hereditary condition 

of such a nature that if he or she were to 

procreate a child, such a child would 

suffer from a physical or mental defect of 

such a nature that it would be seriously 

har:dicapped; or 

( ii) due to a permanent mental handicap or 

defect is unRble to comprehend the conse ­

quential implication s of, or bear the 
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pareotal responsibility of coitus; 

(b) the person who may in law coaseat to aa operation 

beneficial to that person has granted written 

consent to the stexilization and 

(c) the Minister has granted written authority for 

the sterilization. 

The Act covers those pe rsons capable of giving consent 

themselves by stat ing in Paragraph 4, Subsection 3 that 

"the provisions •••• shall not be construed as affecting the 

position in law of any person capable of consent or competent 

to consent to an operation on himself." 

The Act also lays down that such oper ations shou.ld be per·­

formed at a State controlled hospital or auy other institution 

so designated by the Minister, and that the patient should be 

assessed by a psychiatrist employed by the State. In the 

case of severely mentally retarded women~ conception is con­

sidered to have taken place in contravention of section 15 of 

the Immorality Act 23/57 and as such has to be reported to the 

local magistrate (Abortion and Sterilization Act 2/75, Para­

graph 6, _ Subsect ion 4). 

A number of studies have been conducted on sterilization 

performed on psychiatric grounds. Ekblad (1955) followed u~ 

81 women from two to three years after the operation. He 

fou.nd that 86io (70 women) had been satisfied with the operation 

since its performance, four women were dissatisfied and seven 

had not quite been satisfied. Of those wornen who were 

directly dissatisfied ·with the steri lization or who had 

regretted the operation, all had been obliged to consent to 

the procedure in order to have a legal abortion which they 

desired, or had been persuaded to submit to sterilization. 

Schwyhart and Kutner (1973) in the United States reviewed 

22 studies conducted between 1949 and 1969 of women who h a d 

received tubal ligations primarily for contraceptive reasons. 

He found that results showed a higher percente.ge of women 
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exprsssed regret over sterilization in stadies in which (1) 

women had had fewer thao four children and (2) therapeut ic 

abortion was performed concomitantly with sterilization. 

They concluded that low pa rity and concomitant abortion were 

associated with dissatisfaction with steri lization. 

Sim et al (1973) ia the United Kingdom sought out the 

reaction of 151 women who had been sterilized for social or 

gynaecological reasons, some one and three years after the 

ope~ation. 146 were completely satisfied with the results 

of the procedure, both on their eeaeral hea lth and on the 

sexua 1 re lat ion ship in the marriage. They cone h ided that 

adverse psychiatric sequelae of sterilization could be kept 

to a minimum by the careful sele ction of patients, using 

the following criteria: the women should be over the age of 

30 years, should ha ve ha d two or more children and the 

operation should not be performed a t childbirth, in the neo­

natal period or dur ing a post-abortive dep ress ion. 

Khorana and Vyas (1975) in the United Kingdom assessed 

J74 women and their husba nds at an interva l r anging from three 

months to two years after sterilization. He found that 83% 

of the subjects complained of various symptoms of presume~ 

psychological origin, 65% reported decreased libido and 29% 

had not resumed sexual intercourse. Paradoxically, sat is- · 

faction with the operation was expJ:essed by 92'7o of the women. 

Compared with other studies, the prevalence of adverse changes 

in psychological and sexua l functioning appeared to be very 

high. 

Enoch and Jones (1975) in the United Kingdom, followed up 

98 women who had been sterilized after a three year interval. 

They found that 76% of the women were satisfied with the 

operation, 21% occasiona lly felt regret and 3% constantly 

felt regret. Among the group expressin g regret were found 

incidences of m~rital (6%) and sexual (22%) deteriora tion and 

psychological morbidity. They conclude d that an unstable 

personality and a past history of psychiatric illness were 
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useful pred iction s of an unsatisfactory outcome. Age was 

not found to be an important factor in any of the results. 

There was, however, greater regret f ou.nd among women who ha.ci 

had fewer than two children. 

IJ1e flin],cal Serv_i..9e Qf.f~red to Patients 

Over the period 1/2/ 74 - 31/5/75, 42 women were referred 

for a psychiatric opinion on sterilization to the Department 

of Psychiatry, Groote Schuur Hospital. This clinic also 

handled those patients referred for assessment for thera ­

peutic abortion on psychiatric grounds. Of the 42 patients 

referred, 18 were also referred for therapeutic abortion and 

were thus assessed by the same staf f. 

All cases were referred directly from the Department of 

Obstetrics and Gynaecology to a psychiatric social worker. 

A detailed psychosocial history was taken of the patient. 

Where the patient was mentally retarded, a close relative was 

required in order to obtai n this information. Details of 

the operation were explained to · the patient or relative. The 

reason why sterilization as opposed to other contraceptive 

measures was being requested was also explored . Intelli­

gence testing, using appropriate scales, was also carried out 

in the Department on those patients who were mentally retarded. 

After all data ha d been collected, the patient was presented 

to the consultant psychiatrist attached to the service. If 

sterilization was recomme nded, the patient would be referred 

back to the Department of Obstetrics and Gynaecology. An 

attempt was made to follow up all patients referred whether 

sterilization was recomme nded or not and if considered 

appropriate, patients would be put in contact with an outside 

agency for ongoing supervision and support. 

The aims of the service may be summarized as follows: 

1 . To maintain a level of consistent opinion by 

using the same staff for assessment. 
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2. To provide a counsel ling service as rendered by 

the psychia tric social worker during assessment 

and at follow-up. 

3. In the case of the mentally retarded patients, 

to ensure that referral to an appropriate 

outside agency for long-term persona l and 

family st:1pport was made. 

Information was collected initially using the psychia­

tric socia l worker's extensive intake history, either directly 

from the patient or from the rela tives concerned. In the 

case of mentally retarded patients, additional data was 

gathered from the intelligence tests performed by a clinical 

psychologist. If the pat ient was known to another agency, 

this too was approached for further data. For the purpose 

of this study, all data was collated on punch cards, 

additional data being added at the initial and long - term 

follow-up. 

p.ESULTS 

(a) Descript~on of . the Patients . Referred 

A total of 4.2 patients were ref erred i 'n the period 1/ 2/ 74 

- 31/5/75; 18 of these were also referred for an opinion on 

therapeutic abortion . 

Thirty-seven of the patients were Coloured or Indian , 

four were White and one African. 

Five patients were under 16 years of age, 14 were between 

the ages of 16 and 20 years, nine between the ages of 21 and 29 

years, and 14 were over the age of 30. 

Examining the social economic class distribution showed 

that 10 patients were classified as in Class III and IV and 

32 patients in Class V and VI. No patients came from 

Classes I and II. 
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Thirty of the patients were single, 10 married and two 

separated or divo:rced. Eighteen patients were nu.llipa ruus, 

18 had less than six children, while six had more than six 

children. 

Twenty of the patients referred had had previous psychia­

tric treatment, either on an outpatient or inpatient basis. 

T\o:'elve of the total number of patients referred expressed 

ambivalence with regard to the sterilization operation. 

Data was also gathered on the intelligence level and 

educational standard of those patients referred. Twenty­

seven of the 42 patients referred were psychologically tested 

using the Old South African Individual Scale (Fick, 1939). 

Eighteen of these patients had an I.Q. score of below 50, seven 

between 50 and 60 and two between 60 and .70. The remaining 

15 patients were not tested as they were considered to be of 

'average' intelligence. Twelve of the total number of 

patients referred had had no education at all, 22 had only 

attended a primary school, and eight had been to a high school. 

Fifteen patients attended the follow-up interview at one 

to two months after the operation. All had been recommended 

for sterilization and in all instances either the patient, 

or a relative in the case of mental defectives, expressed 

satisfaction. Originally 16 of the 42 patients had been 

referred to outside community agencies for long-term support. 

Eleven of these patients did not attend the initial study 

follow-up. A later follow-up of those patients who were 

sterilized, with or without termination of pregnancy, was 

conducted at 12 - 18 months after the operation. A total of 

21 patients responded; 20 of these had been granted sterili­

zation and one refused. A 11 21 expressed satisfaction with 

the decision made. Aa additional three patients from the 

termination group reported on in the previous study, were 

also · sterilized. 



(b) Comnarison of those. PBtients. Referred on 1 v 
fo.r St eJiliz;~_tion with tJ1ose Referred for · 
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Over the period 1/2/74 - 31/5/75 a total of 24 patients 

were referred for a psychia tric opinion on sterilization, 

while 18 were referred both for a psychiat ric opinion on 

sterilization and termination . 

Table I shows a comparison of the age group of the two 

types of referra l. 

--=-ge ----------·---- 1·- S-t_e_r-.i- l-.1-. z_a_t_i_o_n __ 

SteriU.zation L d 'f . t. an e:cm1.na ion 

Under 16 years 

16 - 20 years 

21 - 29 years 

30 years and over 

t., .,. 

13 
5 
2 

i 
I 1 

1 

4 

12 I 
~-. 2_4·~~-__L~~-1_s __ ~-TOTAL 

-------
Thus, the majority of referrals for s terilizat ion (5 4% ) 

came from the 16 - 20 year old age group, while the majority 

of the referra ls for both sterilization and terminat ion 

(67%) came from the 30 years and over category . 

Examining the ethnic group distribution, three White 

patients presen ted for an opinion for sterilization and one 

White 'patient presented for an opinion for sterilization an d 

termination; no Africa n patients were referred for stirili­

zation alone and only one was referred for sterilization and 

termination. 

Table II shows t he social econcmic class distribution of 

the two types of referrals. 
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TABLE I I ·-----

In both types of referrals, the majority of the patients 

came from the lower income group. 

Eleven of the patients present i ng for an opinion on steri­

lization were nulli.parous and the remaining 13 had less than 

six children each and six had six or more children each. 

Twenty-one of the patients presenting for an opinion on 

sterilization only were single a nd three were married. Of 

the 18 patients presenting for an opinion on sterilization and 

termination, nine were single, seve n married aud two divorced. 

The educational level of both groups of referrals was also 

examined. Of those who presented for ste rilization only, 11 

had had no education, 11 had attended a primary school and 

two had attended a high school. By comparison, of those 

patients referred for an opinion on sterilization and termina­

tion, one had had no education, 11 had attended a primary 

school and six had attended a high school. 

Not all patients could express tbeir feeling reactions to 

the situation; of those who could, nine pr esenting for an 

opinion on sterilization appeared ambivalent about the 

operation as opposed to three patients who presented for an 

opinion on sterilization and termination. 

Data on the number of weeks pregnanti the quality of the 

relationship and the use of contraception was only gathered 

on those 18 patients presenting fo r an opinion on both 

sterilization and termination. Nine of the patients pre­

sented before the 12th week of gestation, six betwee n the 
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12t h and 19th week a nd three ia or after the 20th week of 

pregnancy . One patient stated that the pregnancy was the 

result of rape, five admitted tha t it was the result of a 

promiscuous affair, and 12 the result of a long -standing 

relationship. Eight patient s had neve r used any form of 

contraception, four r e p orted failu re of contra ception and 

the remaining six pat i ents were either men t a l defectives or 

had been raped. 

(c) Re.£Q_mmeni{lt_;L ons 

Of the 42 p~tients referred over the period 1/2/74 -

31/5/75, 24 were for a p sychiatric opinion on sterilization 

alone. Of the se, 15 were r e commended for steri lization, 

nine not recommended. A total of 18 cases ·were received 

for psychiatric assessment on sterilization and terminat ion. 

Of these, 17 pat ients were r e commended for both and one 

patient was not recommended for eithero 

(d) J_JreviQ.!2.§ Psy.chiatric_ Treatment in 
Relat ion to Recommendation 

Of the nine non-pregna nt patients who were not recomm­

ended for sterilization, five patients had received psychiatric 

treatment, viz. three of these were mental defe ctives with I.Q. 

scor~s of 36, 45 and 67 and under the supervision of a local· 

mental health agency. One patient wa s a certified schizo­

phrenic and another had received outpatient treatment for an 

anxiety state. Two patients were under the age of 16 years, 

two between 16 and 20 ye ars, and one between 21 and 29 years. 

Fou.r of these patien ts were Coloured anc1 one was White. Two 

had received no education, two ha d attended pr imary school 

and one high school. Two came from social economic clas s 

III and IV, and three from social economic class V and VI. 

Four were single a nd one was married . Three of these patients 

were considered to be ambivalent about sterilization. 

Of the 15 non-pregnant patients who were recommended for 

the sterilization, nine had received previous psychiatric 

treatment. Seve o of these patients were rneutally retarded 
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patients attended a local mental hospita l, both we r e psy chotic 

with one also being retarded and the other a de t e r iorated 

epileptic. I.Q. scores on these patients range d from 20 - 55. 

One patient was under the Age of 16 years, four between 

16 and 20 years, two between the ages of 21 and 28 years, and 

two over the age of 30 years. All nine patients were 

Coloured. Two came from social economic class III and IV 

and seven from social economic class V and VI. Six patie nts 

had had no forma.l education, while three had attended primary 

school. All nine of the patients were single. One of 

these patients was considered to be ambivalent about the 

operation. 

Only one patient was refused both the sterilization a nd 

termination of pregnancy operation and she had received no 

previous psychiatric treatment. Of the rema ining 17 patients 

referred for both procedures, six had received psychiatric 

treatment. Three of th2se patients were mentally retarded, 

two being under the care of a community based ment a l health 

society, and one having previously been in a home for the 

mentally retarded. Two of these six patie8ts had had ad­

missions to a local mental hospital , one diagnosed as a psy­

chotic depression and the other as epileptic and psychotic. 

A further patient had previously been treated for hysterical 

neurosis in a psychiatric outpatient department. The I.Q. 

scores of the mentally retarded patients were 40, 43 and 54. 

One patient had received no education at all , four had 

attended a primary school and one a high school. One patient 

fell in the category 16 - 20 years, two in the category 21 -

29 years and 3 in the category of 30 years and above. Five 

of the patients were Coloured and one African. All six came 

from the social economic class V and VI. Five were single 

and one married. Four were nulliparous, one had less than 

six children and one had more than six ch i ldren. Three of 

these patients presented prior to the 12th week of pregnancy 

and three between the 12th and 19th week. In thr ee of the 

patients conception had been the result c f a promiscuous 
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relationship, while i::i the rema ining three it had resulted 

from a long-standing relationship. Three had never bothered 

about contr.aception and three were mentally retardede 

DISCUSSION Of TijE RESULTS 

In this study requests and/or decisions about steriliza­

tion were closely linked with social class and psychiatric 

status. Thirty-two patients came from social economic class 

V and VI, the remaining 10 from social class III and IV. 

All four of the patients not recommended for the sterili­

zation procedure were mental defectives and I.Q. levels of 

35, 45, 48 and 54. Two were White and two Coloured. Three 

were single and nulliparous with one being married with one 

child. All were under the age of 21 years. 

Of the six patients recommended for sterilization who had 

not received previous psychiatric treatment, five were found 

to be mental defectives with an I.Q. range of 34 - 55. All 

were Coloured between the ages of 16 and 30 year s and came 

from social class V and VI. 

Three of the patients recommended for both procedures, but 

who had not received previous psychiatric treatment, were 

f6und to be mentally defective with I . Q. scores of 46, 52 and 

65. All were Coloured and from social class V. 

TABLE III 

TOTAL DISTRIBUTION OF I.Q. SCORES 

Recommended for J Not recommended 1 

one or both . t for either Total 
___________ P!.Qc e d=u_r"""e_s ___ ~ Pr oc e du re-·--------+ 

IQ less than 60 18 6 24 

IQ 60 but less 2 1 3 
than 70 1 
TOTAL . ·1-2~ 

I.Q. Score 

·------i---
7 27 
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DISTRIBUTION OF I.O . SCORE S FOR 
STERI.LlZA'I'ION-PROCEDURE ALqj_li .. 

---------~-----·--------
Ster i1-izat:i.on Sterilization . l Total 

T·.Q.; ·Score -

IQ less than 60 

IQ 60 but less 
than 70 

1 

Rec ommended not Recornmende cJ 
~-~-~~+-....;_~~~~-~-~---t-~~--

13 6 19 

1 1 .2 . 
I ------~-----1---------+-- -·-------+-----· 

. - -
TOTAL 14 7 

TABLE V 

p1STRIBUT1QN OF. I .Q. SC~ORE S FOR 
BOTH PROCEDURES 

21 

r-. Q·; -s-c ore Both Pro 
Recomrn2n 

cedu~- ,.-Both Procedu~~ 
ded not Recommended 

T.ota; I 
......_ ____________ _ 

IQ less than 60 

IQ 60 but less 
than 70 +---------
TOTAL 

5 

1 
-----

6 
-

- --

-
0 5 

0 1 

0 6 
--4 

Twenty of the patients had pre viously been classed as psy­

chiatric patients - twelve being menta lly retarded and being 

supervised in the community by a mental health society, another 

six having been inpatients at men ta l hospitals when psychotic 

and a further two patients having been trea ted as outpatients. 

Although only twelve were patien ts pre viously identified 

as retarded, mental retardation wa s one of the chie f indica­

tions for referra l and asses sment ~ and it had only become an 

issue once pregnancy had occurred. Twen ty-seven of the 42 

patients seen had an I.Q. of under 70. Of these, 20 patients 

were recommended for sterilization, including six for sterili-

zation and therapeutic abortion. The ren~ining seven patients 

were not recommende d on account of their own reluctance in the 

light of suffi cient under standing of the procedure. Of the 

entire group 0 f 42, 12 patients were con sidered to be ambi-

valent. Of t hese, eight were not recommendE:d for sterilization 
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due to their attitud~. Sterilization should neve r be forced 

on the patient and should never be made a coaditi.on for thera­

peutic abortion. 

Twelve patients were either married o:r. divorced and on in­

quiry, they considered their families to be complete. Nine 

of these were recommended for sterilization, eight of .whom were 

recommended for therapeutic abortion as well. Eight of these 

12 patients had never used any fo~m of contraception. 

It should be noted that psychiatric involvement in the 

sterilization decision is confined to those patients considered 

mentally defe ctive and in those cases ·where there is a possi­

bility of a congenital abnormality. Of the 24 patients referred 

for an opinion on sterilization only, 21 were found to have an 

I.Q. of under 70c Thus, only three woroen were not assessed 

according to their I.Q. levels, · but due to ambivalence over 

the procedure and their gynaecologist wanting to obtain a 

second opinion. The sample of 42 patients presented here is 

weighted by the 18 patients whc; were primarily referred for 

assessment for therapeutic abortion but where sterilization 

was also advised, either on the request of the woman or on 

account of limited inte llectua 1 resources. 

While 30 of the 42 patients were single, only 18 were nulli-

parous. The youngest age group recommended for sterilization 

was between 16 and 18 years, and chiefly involved the severely 

mentally retarded females. The l argest age group requesting 

sterilization was that of the over 30 years category, number­

ing 14 cases, of which 13 were recommended. These were mainly 

the married women discussed previously. Many of the women 

had had little or no education. Twelve had had no education, 

22 had attended primary school and only eight had entered high 

school. At follow-up, 16 patients were referred to outside 

agencies for ongoing support. All 21 patients seen at follow­

up 12 - 18 months after the operation for sterilization and 

therapeutic abortion, expressed satisfaction. 
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CONCLUSIONS 

From the above survey, the following may be concluded: 

1. Women in whom sterilization is considered on psychiatric 

grounds in this area may be divided into two categories: 

(a) Those who are pregnant and yet feel that their 

families are complete and do not wish to have 

the chilJ, or to use, or are unable to use 

other contraceptive measures. These patients 

are generally seen as routine gynaecological 

patients. Only when there is distress over 

the pregnancy, with or without a previous 

psychiatric history, is the opinion of a 

specialist psychiatrist sought and steriliza­

tion might be advised. 

(b) Mentally retarded females who are open to 

sexual exploitation and do not fully understand 

the outcome of coitus. In terms of the Abortion 

and Sterilization Act 2/75, legal measures for 

the sterilization of such cases are laid down in 

order to protect the best interests of such 

females. 

2. Iri either of the above cases, careful counselling of the· 

patient, husband or legal guardian is required and a full 

explanation of the procedure should be given if the woman has 

the intelligence to grasp the situation, to avoid regret or 

depression post-operatively. 

3. According to the law, the psychiatrist only has a mandate 

to assess women for sterilization where there is a possibility 

of a congenital mental abnormality or in cases where the woman 

is moderately or severely mentally retarded. However, the 

majority of patients actively seeking this type of contra­

ception appear to come from the lower social class women with 

little education, and help is mainly sou.ght at the time of an 

unwanted pregnani..:y. Sterilization is requested even when 

other means of contraception may be known to the patient. In 
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the Western Cape, t his is particula rly relevant with regard 

to the Cape Coloured gr oup. 

4. It is of great importance to treat each case individually 

and t o note any ambivalence on the part of the patient. 

Sterilization should ideally be conside red separately from 

other iisues, e. g . an unwante d pregnancy. The prob lem is 

tha t at a time like this, women seek and demand help, 

especially ·women from social class V and VI, of below normal 

intelligence an d with little education. The attitudes and 

feelings of the mentally retarded patient should be taken 

as seriously a s those of other patient s requesting the same 

operat ion. 

5. Follow-up counselling is of value to b8th groups of 

patients. In the f irst category, they may provide the pa ­

tient with the opportunity to work through any feelings of 

regret , and in the second , ensure that adequate long - term 

s upervision is made available by referre.l to the appropriate 

outside agency. 
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